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In  The  First  Week!. 

And  The  Weeks  That  Follow 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  y^.5.  dose' 

^ First  week  reduction  in  somatic  symptoms' 
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Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 


♦Patients  often  presented  with  more  than  one  somatic  symptom. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vo 


Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Please  see  summary  of  product  information  on  following  page. 


In  moderate  depression  and  anxieQ^ 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose^ 

^ First  week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in  the 
first  week  than  with  amitriptyline  alone^ 

Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


References:  1.  Data  on  file.  Hofimann-La  Roche.  Inc.,  Nutley,  N|.  2.  Feighner  VP,  et  ah  P^chophama- 
colog/ 61:2X7-225.  Mar  22, 1979. 


Limbitrol*  (E 

Vanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiting  complete  mental  alertness  [e.g.,  operating  machinery,  driving). 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  prepancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Dmg  Abuse  and  Dependence). 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Ttigamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  letharg>'. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Pychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic-  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocuopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  dianhea,  black 
tongue.  Endocrine:  Tbsticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide:  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abmpt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  TVeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tdblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  saltl , and  Tdblets.  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptv'line  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 
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For  the  past  eight  years, 

OHIO  Medicine  has  been 
designed  along  what  we 
editors  like  to  call  a “focused” 
approach.  That  is,  we  select  a 
theme  for  the  issue  and  devote 
two,  three  or  more  articles  to  that 
month’s  topic.  A focused  approach 
allows  us  to  make  an  in-depth 
analysis  of  what  is  typically  a very 
broad  subject,  and  permits  us  to 
examine  it  from  several  different 
perspectives.  Yet  the  focused 
approach  is  not  without  its 
drawbacks  . . . 

What  happens,  for  example,  if 
you’re  not  particularly  interested  in 
that  month’s  given  theme?  We 
hope  you  still  open  the  book  and 
read  the  departments  — OHIO 
Medi-scene,  the  Medical  Student 
Page,  OSMA  News  — but  we’re 
concerned  that  you  may  not  be 
picking  up  the  issue  at  all. 
Drawback  number  one.  Now,  what 
happens  if  a particularly  timely 
idea  presents  itself?  With  focused 
issues,  it’s  often  difficult  to  find 
the  space  — let  alone  the  time  — 
to  cover  an  unrelated  article  to  any 
extent.  By  the  time  we  can  turn 
our  attention  to  the  topic,  it  has 
lost  its  immediacy. 

Two  reasons,  then,  to  explain 
why  this  year  we  plan  to  try  a 
different  approach.  Expect  this 
year’s  contents  to  be  more  varied 
in  nature  — timely,  yet  unrelated 
to  each  other  — save  for  one 
common  thread  — they  must  be 
pertinent  and  of  interest  to  the 
Ohio  medical  community.  Short  of 
that,  anything  goes  . . . in-depth 
(though  singular-topic)  pieces, 
investigative  articles,  light  features, 
all  of  our  regular  departments 
(plus  a couple  of  new  ones  . . . 
more  on  that  in  a minute)  — in 
short,  anything  that  will  keep  you 
abreast  of  medicine’s  rapidly- 


changing  socioeconomic 
environment.  Some  of  the  topics 
we  hope  to  cover  this  year  include: 

• The  Accuracy  of  Lab  Tests: 
Much  Ado  About  Nothing? 

• Infectious  Disease  and  Medical 
Waste:  The  Problem  in  Ohio 

• The  Cultural  Difference: 
Treating  Patients  From  Other 
Lands 

• Legislating  the  Right  to  Die 

• Air  Emergency:  How  Practical 
Is  It? 

Two  new  columns  debut  this 
year: 

• “OSMA  Activities”  is  another 
attempt  (like  the  OSMAgram 
and  the  Legislative  Bulletin)  to 
keep  you  informed  of  some  of 
the  activities  your  organization 
is  involved  in. 

and 

• “The  County  Collection”  will 
round  up  reports  from  different 
county  medical  societies  each 
month,  which  will  describe 
some  of  the  exciting  activities 
and  programs  that  are  taking 
place  on  the  local  level. 

These  two  new  columns,  plus 

the  bimonthly  “AM A Report” 
should  present  you  with  a clear 
view  of  organized  medicine  on  all 
three  levels. 

Finally,  now  that  our  contents 
have  become  more  flexible,  we 
want  to  encourage  you  to  submit 
your  ideas  — for  items  for  our 
columns  (any  of  our  columns)  . . . 
for  articles  ...  for  “Out-of- 
Practice”  features  ...  for  the 
Medical  Student  Page.  Remember, 
this  is  your  publication.  We’d  like 
to  see  it  reflect  more  of  you  — so 
please,  let  us  hear  from  you  soon. 
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In  ten  years  vour  malpractice 
carrier  mav  be  iust  a memorv 
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Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


just  a memory 

stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 
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Imagine 

A MACHINE 
THAT  CAN 
DO  THIS  TO 


We're  proud  to  announce  tlie  introduction  of  Extra- 
corporeal Shock  Wave  Litliotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  widi- 
out  invasive  surgery.  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC's 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  witli  tlie  patient's 
heartbeat  by  electrocardiogram.  Usually,  the  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine.  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Litliotripsy 
We  invite  you  to  visit  CAMC  and  see  the  lithotripter 
in  action.  Come  and  learn  about  this  revolutionary 
therapy.  We  will  happily  provide  you  with  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

For  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treaunent  program, 
call  CAMC:  in  West  Virginia  at  1-800-654-0159;  from 
out  of  state,  call  304-340-7315. 


CAMC 

Charleston  Area  Medical  Center 
We  Care  For  West  Virginia 
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OHIO  Medicine 


PRESIDENTIAL  PERSPECTIVES 


A Bad  Connection 

By  Donavin  A.  Baumgartner,  Jr.,  MD 
President  of  the  OSMA 


Hello,  yes  this  is  the  doctor 
. . . Well,  1 guess  I did  see 
your  material  last  week 
. . . I can’t  be  sure  because  I get 
one  of  these  packets  practically 
every  week  and  your  organizations 
all  do  sound  the  same,  you  know. 
Oh,  I see,  your  name  is  ACB,  not 
ABC  or  XXZ  . . . Hmmm!  You 
are  just  new  to  this  area,  and 
already  have  a large  number  of 
enrollees.  Just  how  many  do  you 
have?  ...  I see,  you  already  have 
nearly  200  but  you  are  expecting 
big  things  in  the  next  few  months. 

Now,  as  I recall,  you  are  the 
company  that  covers  the  entire  fee 
of  any  and  all  health  care,  is  that 
right?  I’d  be  a fool  not  to  sign  up 
with  such  a wonderful  plan  . . . 
Oh,  you  say  that  I inadvertently 
received  one  of  the  brochures 
meant  for  the  public  . . . but  your 
plan  does  pay  full  fees  . . . what 
“little  difference’’  do  you  mean? 
Oh,  you  do  pay  full  fees  but  they 
may  not  actually  be  MY  fees.  You 
pay  in  full  what  YOU  say  should 
be  the  fee.  These  are  based  on 
UCR?  On  what  YOU  say  is  the 
UCR,  I see.  Can  you  provide  me  a 
list  of  those  fees?  . . . You  will 
send  them  to  me  after  I sign  up!!! 

I have  your  material  here  now  and 
see  a sample  of  a fee  schedule  . . . 
there  must  be  some  mistake  . . . 


these  fees  seem  lower  than  those 
paid  by  Medicare  and  we  all  know 
they  are  hopelessly  outdated.  Hello 
. . . hello  . . . there  seems  to  be 
something  wrong  with  the 
connection,  I can’t  hear  you  . . . 
you  say  that  you  will  have  to 
check  that  and  that  the  list  I 
received  was  for  some  other 
specialty  . . . Hmmm  . . . those 
listed  seem  to  be  from  my 
specialty,  but  then  I am  a mere 
provider,  what  would  I know  . . . 

I also  have  another  question  . . . 
your  brochure  indicates  that  your 
enrollees  have  “full  choice  of 
physicians’’  ...  if  this  be  the  case, 
why  should  I sign  up  if  the 
patients  can  go  to  whomever  they 
please?  Oh,  I see,  you  mean  they 
have  full  choice  of  any  physician 
who  has  signed  up  for  the  plan 
. . . Can  they  go  to  other 
physicians  not  enrolled  as 
“providers’’?  They  CAN!!!  That’s 
great!!!  What  “slight  penalty’’??? 
Don’t  you  think  that  a deductible 
of  $1,000  per  hospital  visit  or  $25 
per  office  visit,  a note  from  their 
mother  and  amputation  of  a 
phalanx  is  a bit  steep?  By  the  way, 
finger  or  toe???  . . . Oh,  you  were 
only  kidding  about  the  note  from 
their  mother  and  your  brochure  is 
absolutely  honest  and  not 
misleading  since  that  still  means 


they  do,  in  fact,  have  free  choice. 

Haven’t  you  had  complaints 
about  that  feature???  . . . What 
happens  if  an  enrollee  wishes  to 
challenge  one  of  your  rulings? 

Well,  1 guess  you  wouldn’t  really 
know  much  about  that  if  it  is  an 
entirely  different  division  . . . You 
do  know  that  they  submit  their 
complaints  to  your  division  in 
Iowa  ...  in  writing  ...  in 
triplicate  . . . notarized  . . . and 
accompanied  by  an  affidavit  . . . 
and  if  they  disagree  with  the 
determination  by  that  agency,  they 
can  appear  in  person  ...  in 
California  . . .!!! 

Well,  now  let  me  get  this  all 
straight.  I must  agree  to  all  your 
fine  print  and  your  rules.  I agree 
to  take  all  the  responsibility  for 
treatment  of  the  patient  even  when 
following  your  rules  and 
regulations.  I must  participate  in 
your  review  process  for  my  own 
patients  and  also  agree  to  review 
the  charts  of  other  physicians 
when  you  ask.  This  is  without 
added  compensation.  I must  fill 
out  your  specific  claim  forms, 
clear  each  step  in  the  care  program 
with  your  clerks,  agree  to  accept 
what  you  state  should  be  the  fees 
and  also  you  will  withhold  an 
additional  percentage  which  may 
or  may  not  be  distributed  at  the 
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continued 


end  of  the  year  depending  solely 
on  your  determination  of  the 
health  of  the  plan.  How  often  has 
your  plan  paid  these  withholds 
back?  I see,  since  you  are  new  in 
this  area,  you  are  unable  to  say. 
How  often  have  you  done  so  in 
the  areas  in  which  you  have  been 
in  business  the  past  three  years? 
Oh,  to  date  you  have  not  found  it 
possible  to  pay  back  the  withhold 
due  to  the  fact  that  physicians 
were  very  wasteful  of  resources  and 
were  practicing  medicine  no 
differently  than  prior  to  the  plan. 
You  expect  that  the  physicians  of 
our  area  will  perform  much  more 
efficiently  and  you  confidently 
expect  not  only  repay  of  the 
withhold  but  probable  large 
bonuses.  1 see,  that  is  very 
comforting  to  hear. 

Well,  now  that  1 understand  all 
that  1 must  do  and  what  some 
physicians  might  have  the  temerity 
to  suggest  are  disadvantages,  just 
what  do  YOU  do  for  me???  I see 
. . . you  will  pay  me  directly  rather 
than  the  patient  and  will  pay 
“promptly.”  May  I ask  what  you 
define  as  “prompt”???  Within  60 
days  of  receipt  of  a completely 
satisfactory  claim  form  ...  let  me 
guess  . . . YOU  decide  what  a 
completely  satisfactory  form  is, 
right?  Well,  since  you  are  asking 
me  for  a discount  and,  in  addition 
are  withholding  additional  funds,  I 
assume  you  will  be  conforming  to 
usual  business  practices  in 
providing  me  with  a guaranteed 
specified  volume  of  patients. 

What?  . . . there  is  no  number  you 
can  guarantee?  I guess  I don’t 
understand  ...  I give  you  a 
discount  AND  a withhold  but  you 
don’t  provide  any  volume 
guarantees  . . . under  those 
circumstances,  what  is  the 
advantage  to  me???  . . . Hello  . . . 
hello  ...  are  you  there???  1 was 
asking  what  is  the  advantage  to 
me???  Hmmm!!!  Wait  a minute,  it 
sounds  like  you  are  reading 
something  meant  to  be  the 


response  to  some  other  question 
. . . yes.  I’ll  wait  a second  . . . 
Hello!  Oh,  you  are  the  supervisor 
and  the  answer  is  that  I receive 
direct  and  prompt  payment.  I 
already  understood  that  . . . 
somehow  that  does  not  seem 
enough  for  all  I am  giving  you.  In 
business  I always  thought  that 
discounts  were  given  for 
guaranteed  volume.  Oh,  I see,  you 
say  that  health  care  is  different  but 
if  your  projections  of  obtaining 
83%  of  the  market  within  the  next 
two  months  are  met,  that  you 
might  be  then  able  to  guarantee  a 
specific  number  of  patients.  And 
what  are  the  chances  of  meeting 
those  goals?  Your  estimates  seem 
to  me  to  be  rather  optimistic  . . . 
but  then  who  am  1 to  say  as  a 
mere  provider?  . . . Hello  . . . 
hello  ...  is  anyone  still  there?  Oh, 
you  are  looking  for  your  second 
vice  president  of  marketing  but  all 
you  have  found  is  the  junior 
assistant  sales  supervisor  ...  by 
the  way,  just  how  many  employees 
do  you  have  involved  in  the 
management  of  this  plan???  No,  I 
mean  just  in  our  area,  not  your 
national  figures.  Oh,  that  IS  the 
local  figure.  Come  to  think  of  it,  I 
guess  I did  see  your  new  high  rise 
building.  Actually  I thought  that 
was  the  addition  to  the  Medicare 
intermediary  building  . . . you 
know,  the  one  that  will  be 
dedicated  to  cost  containment  and 
prosecuting  all  those  dishonest 
providers  we  keep  hearing  about. 
Yes,  I guess  that  building  would 
have  to  be  several  times  larger 


than  yours. 

Well,  from  all  I hear,  I can’t 
really  see  any  advantages  to 
signing  up  with  you  ...  If  I don’t 
I won’t  get  any  of  the  vast  herd  of 
patients  you  will  control!!!  Well,  if 
I calculate  the  number  of 
physicians  in  this  area  and  the 
number  of  your  enrollees,  it 
appears  I might  be  lucky  if  I get 
two  patients  per  year.  Oh,  I see, 
doctors  X,  y,  and  z have  already 
signed  up?  Oh,  they  say  they 
WILL  sign???  Oh,  just  that  they 
have  indicated  they  are  very 
interested!!!  Maybe  that  explains 
why  Dr.  X called  me  yesterday  to 
say  that  he  had  heard  I already 
signed  up!!!  Well,  yes,  I know  I 
have  signed  up  with  a number  of 
plans  in  the  past,  but  so  far  I find 
that  I have  not  had  any  increase  in 
patient  numbers,  my  office  staff  is 
constantly  complaining  about  all 
the  added  paperwork  and  phone 
calls,  reimbursement  is  down  and 
several  of  my  old  patients  have 
indicated  they  are  ready  to  change 
plans  due  to  the  low  degree  of 
coverage.  So,  I guess  I’ll  just  pass 
on  your  plan  for  now.  Please  call 
me  back  when  your  projections  on 
enrollees  are  met  and  you  can 
guarantee  a particular  volume  for 
the  discount  and  I shall  be  most 
happy  to  reconsider  . . . Well,  if  I 
AM  the  only  doctor  in  the  area  to 
decline,  I guess  it  really  won’t 
matter  to  you,  will  it???  Thank 
you. 

Ring  . . . ring  . . . ring  . . . 
Hello?  You  say  you  represent  the 
XYZ  health  plan?  OSMA 
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V\feStiIlMate 


Community  Mutual 
feels  the  best,  most 
up-to-date  service 
always 

the  other  end  of 
a phone  line. 

That’s  why,  at  your 
request,  our  Profes- 
sional & Provider 
Relations  representa- 
tives will  personally  visit 
your  office  to  discuss  policies 
and  procedures  with  you 


or  your  office  staff. 

If  you  prefer  calling 
us,  we  do  our  best 
to  answer  your 
question  or  solve 
your  problem  in 
that&st  single 
telephone  call. 

Our  goal  is  to  help 
you  provide  all  of  your 
patients-and  your  prac- 
tice-with  the  very  best  of 
personalized  service. 


ProfessiQnal&ProviderRelatiQns- 
Your  Partners  In  Service 

For  medical  claims  or  payment  questions,  call 1 -800-282-1016. 

For  dental  claims  or  payment  questions,  call 1 -800-282-1 730. 

For  information  on  policies  or  procedures,  contact  our  representative  inyourarea: 


CantonArea 

(216)492-2151 

Cincinnati  Area 
(513)872-8381 


Cleveland  Area 
(216)642-0955 

Columbus  Area 
(614)433-8686 


Dayton  Area 
(513)228-8710 


Toledo  Area 
(419)249-7400 


Lima  A rea  Youngstown  A rea 

(419)  228-3457  (216)  783-9800 


COMMUNITY  MUTUAL 

Blue  Cross « 

Blue  Shield. 

Ask  us  about  Community  Preferred,  the  new  benefits  option 
Ohio  employers  have  been  asking  for. 


® Registered  Marks  Blue  Cross  and  Blue  Shield  Association. 


Elcomp;..the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


I r Data  General 


F^ersonal 

Corrputer^ 


EISEfTIF"  ins. 

Cincinnati  (513)  561-3050  Cleveland  (216)  562-3494 
(800)  441-8386 


10 


OHIO  Medicine 


SECOND  OPINION 


Is  Justice  Served? 

By  William  H.  Havener^  MD 


Editor’s  Note:  The  following 
article  was  sent  as  a letter  to 
members  of  the  Ohio  State 
Medical  Board  shortly  after  they 
took  action  on  a case  in  the  spring 
of  last  year.  We  print  it  here  in  its 
entirety. 

The  image  of  our  medical 
profession  and  of  our  state 
board  continues  to  decline 
as  we  tolerate,  condone  and  excuse 
physician  behavior  that  is  entirely 
unacceptable.  Carol  Rolfes  seems 
to  be  the  only  board  member  who 
makes  any  sense:  “We  do  not  exist 
primarily  for  rehabilitation,  but  for 
protection  of  the  public.” 

That  Ohio  would  originally 
license  a physician  who  left 
Oregon  because  of  drug  use  and  a 
sentence  of  10  years  probation  in 
that  state  is  contrary  to  the  intent 
of  Ohio  law.  That  his  license  was 
reinstated  after  immediate  repeated 
offenses  in  Ohio  is  hard  to  believe. 
Continuing  theft  of  drugs, 
charging  patients  for  drugs  not 
received,  use  of  drugs  during 
work,  lying  about  his  offenses 
(such  as  denying  stealing  500  doses 
of  codeine!!!)  — these  are  not 
minor  transgressions.  Even  a street 


kid  would  realize  that  500  doses  is 
a commercial  quantity  of  drugs, 
possession  of  which  qualifies  one 
as  being  a dealer,  not  a casual 
user.  I know  of  no  crime  more 
despicable  than  contributing  to  the 
ruin  of  a life  by  drug  dealing. 

“Have  we  done  him  justice?”  is 
quoted  as  a plea  in  favor  of  the 
offender.  “Have  we  done  Ohio 
justice?”  should  be  the  question. 
The  physicians  on  the  board  have 
personal  knowledge  of  the  ease 
with  which  recognition  of  subtle 
but  all  important  symptoms  and 
signs  make  a difference  in  the  care 
received  by  a patient.  If  I perform 
at  a 95  percent  level  (which  is  the 
best  I can  do),  I will  (and  do) 
make  a significant  error  in  1 of 
every  20  patients,  which  is  dreadful 
but  a fact  of  life.  If  an  impaired 
physician  is  either  actually  under 
the  influence  of  drugs  or  distracted 
by  withdrawal  symptoms  or  an 
acute  craving  for  his  next  fix,  his 
patients  will  be  lucky  if  he 
performs  at  a 50  percent  level.  The 
question  in  the  mind  of  every 
board  member  should  be  “Would 
I allow  a member  of  my  family  or 
myself  to  rely  completely  on  the 
judgment  and  honesty  of  that 


person?  Can  he  be  trusted  to  be 
truthful  and  honest  and  reliable?” 
The  answers  are  obviously  “No. 
No!” 

If  our  state  board  doesn’t  have 
the  ability  and  resolve  to  eliminate 
permanently  from  our  profession 
persons  who  rape  their 
stepdaughter  or  who  are  confirmed 
drug  offenders  for  at  least  a 
known  decade,  the  citizens  and 
physicians  of  the  state  need  to  ask 
Governor  Celeste  for  stronger 
appointments  to  the  board. 

Maybe  physician  policing  is  too 
important  and  too  difficult  to 
leave  in  the  hands  of  physicians. 
Perhaps  the  board  is  sending  the 
message  that  the  state  attorney 
general  should  have  the  power  and 
responsibility  of  license  revocation. 
If  our  board  doesn’t  protect  the 
public  and  the  profession,  someone 
else  is  likely  to  do  the  task  for 
us.  OSMA 


William  H.  Havener,  MD, 
Columbus,  is  a professor  and 
chairman  in  the  Department  of 
Ophthalmology,  Ohio  State 
University  College  of  Medicine. 
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COLLEAGUES 


JAMES  V.  WARREN,  MD,  Columbus, 
has  been  awarded  the  1988  Christopher 
Columbus  Award  by  the  Columbus  USA 
Association  for  his  outstanding  contribu- 
tion to  the  betterment  of  the  Columbus 
community  . . . MICHAEL  J.  COHEN, 
DO,  Dayton,  has  been  named  medical 
director  of  the  Greater  Dayton  Area  MRI 
Consortium  and  its  MRS  center  in  Dayton 
. . . RODNEY  B.  HURL,  MD,  Marys- 
ville, has  been  re-elected  president  of  the 
Charles  B.  Mills  Center  clinical  staff  . . . 
JEFFREY  A.  WHITSETT,  MD,  Cincin- 
nati, has  been  awarded  the  E.  Mean  John- 
son Award  for  1988  for  research  on  res- 
piratory distress  syndrome  . . . JEFFREY 
LOUGHEAD,  MD,  Cincinnati,  has  been 
appointed  medical  director  of  the  Ohio 
Emergency  Medical  Services  Agency  . . . 
ROBERT  B.  WILDER,  MD,  Medina,  has 
been  named  medical  director  of  Bruns- 
wick Immediate  Care  Center.  . . G. 
JAMES  SAMMARCO,  MD,  Cincinnati, 
has  been  elected  to  a two-year  term  to  the 


Are  You  an 
Active  Member? 

Are  you  an  active  member. 

The  kind  that  would  be  missed 
Or  are  you  just  content 
That  your  name  is  on  the  list? 

Do  you  attend  the  meetings 
And  mingle  with  the  flock 
Or  do  you  just  meet  in  private 
And  criticize  and  knock? 

Do  you  take  an  active  part 
To  help  the  work  along 
Or  are  you  satisfied  to  be 
The  kind  who  just  belongs? 

Do  you  work  on  committees 
To  these  there  is  no  trick. 

Or  leave  the  work  to  just  a few 
And  talk  about  the  clique? 

Please  come  to  the  meetings  often 
And  help  with  hand  and  heart. 
Don’t  be  just  a member 
But  take  an  active  part 
Think  this  over,  members. 

You  know  what’s  right  from 
wrong. 

Are  you  an  active  member 
Or  do  you  just  belong? 

— Author  Unknown 
Contributed  by 

Donavin  A.  Baumgartner,  Jr.,  MD 
President,  OSMA 


American  Orthopaedic  Foot  and  Ankle 
Society  board  of  directors  . . . JOHN  C 
GILLEN,  MD,  Waynesville,  received  the 
Teaching  Excellence  Award  during  con- 
vocation ceremonies  held  recently  at 
Wright  State  University  School  of  Medi- 
cine . . . C NORMAN  HURWITZ,  MD, 
Hamilton,  has  been  installed  as  the  Lt. 
Governor,  Division  5,  of  the  Ohio  District 
of  Kiwanis  International  . . . DANIEL 
STORER,  MD,  Cincinnati,  has  been 
appointed  medical  director  of  the  Ohio 
Emergency  Medical  Services  Agency  . . . 
TERRY  CHAPPELL,  MD,  Bluffton,  has 
been  elected  president  of  the  Great  Lakes 
Association  of  Clinical  Medicine  . . . 
THOMAS  PANKE,  MD,  Cincinnati,  has 
been  named  director  of  pathology  and 
laboratory  medicine  at  Good  Samaritan 
Hospital  . . . ROBERT  L.  KLEINMAN, 
MD,  Wadsworth,  has  been  named  pres- 
ident of  Lodi  Community  Hospital.  . . 
WILLIAM  J.  KITZMILLER,  MD,  Cin- 
cinnati, has  been  named  a member  of 
Leadership  Cincinnati,  a program  that 
prepares  business  and  community  leaders 
for  greater  involvement  in  the  Cincinnati 
area  community  . . . EDWARD  SAEKS, 
MD,  Cincinnati,  has  been  appointed  to 
the  board  of  trustees  at  Jewish  Hospital 
. . . STEPHEN  AUSTIN,  MD,  Youngs- 
town, has  been  appointed  director  of  car- 
diology at  St.  Elizabeth  Medical  Center 
. . . GLEN  E AUCKERMAN,  MD,  Jack- 
son  Center,  has  been  elected  chairman  of 
the  board  of  directors  of  the  American 


Glen  F.  Auckerman,  MD 


Richard  D.  Ruppert,  MD 


Academy  of  Family  Physicians  . . . 
PATRICIA  L.  GOETZ,  MD,  Shaker 
Heights,  has  been  appointed  chief  of  ado- 
lescent services  at  Laurelwood  Hospital 
. . . RALPH  G.  WALTON,  MD,  Board- 
man,  has  been  appointed  medical  director 
of  the  Psychiatry  CareCenter  of  the  West- 
ern Reserve  Care  System  . . . Peer  Review 
Systems,  Inc.,  has  elected  to  its  board  of 
trustees  the  following  new  members: 
JOHN  R.  EVANS,  MD,  Marysville; 
DONALD  G.  NORRIS,  MD,  Cleveland; 
GRANT  VARIAN,  MD,  Bellefontaine; 
and  CLAIRE  V.  WOLFE,  MD,  Colum- 
bus ..  . RICHARD  D.  RUPPERT,  MD, 
Toledo,  has  been  re-elected  secretary- 
treasurer  of  the  American  Society  of 
Internal  Medicine  . . . MICKEY  KAR- 
RAM,  MD,  Cincinnati,  has  been  named 
director  of  gynecologic  urology  at  Good 
Samaritan  Hospital  . . . DANIEL  A, 
KRAMER,  MD,  Cleveland,  has  been 
elected  chairman  of  Rainbow  Babies  and 
Childrens  Hospital’s  pediatric  clinical 
facility  . . . ARNOLD  FRIEDMAN,  MD, 
Cleveland,  has  been  elected  vice  president 
of  the  American  Academy  of  Pediatric’s 
Ohio  Chapter  . . . RICHARD  A. 
LANGSDORF,  DO,  Massillon,  has  been 
named  director  of  medical  education  at 
Doctors  Hospital  . . . JAMES  R. 
HODGE,  MD,  Akron,  has  been  elected 
the  65th  president  of  the  Central  Neuro- 
psychiatric Association  . . . GEORGE  A. 
NANKERVIS,  MD,  Akron,  has  received 
the  Pediatric  Recognition  Award  from  the 
Ohio  Chapter  of  the  American  Academy 
of  Pediatrics. 
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a compilation  of  the  latest  developments,  reports  and 
products  of  interest  to  physicians 


— guidelines  from  ACEP 


DNR  orders 

Responding  to  the  fact  that  the 
terminally  ill  patient  who  does  not 
wish  to  be  resuscitated  has  not 
been  well  addressed  in  the 
prehospital  environment,  the 
American  College  of  Emergency 
Physicians  (ACEP),  has  developed 
“Guidelines  for  Do  Not 
Resuscitate  Orders  in  the 
Prehospital  Setting.” 

While  many  efforts  have  focused 
on  the  development  of  Do  Not 
Resuscitate  policies  in  the  inpatient 
setting,  no  clearly  defined,  uniform 
policies  for  dealing  with  emergency 
situations  in  the  prehospital 
environment  involving  the 
terminally  ill  have  been  developed. 

It  is  not  the  purpose  of  ACEP’s 
Do  No  Resuscitate  document  to 
establish  criteria  for  determining 
whether  resuscitative  efforts  should 
be  initiated  in  an  individual 
patient,  but  to  suggest  guidelines 
by  which  policies  can  be  developed 
in  local,  regional  and  state 
emergency  medical  services  systems 
(EMSS)  in  matters  of  withholding 
cardiopulmonary  resuscitation  in 
those  patients  known  to  have  a 
terminal  medical  condition. 

In  its  Do  Not  Resuscitate 
guidelines,  the  College 
recommends  that  Do  Not 
Resuscitate  orders  be  laid  out  in  a 
legally  valid,  widely  recognized 
form  and  executed  by  the 
terminally  ill  patient  or  his/her 
legally  recognized  designee.  This 
form  should  include  a statement 
by  the  patient’s  attending  physician 
acknowledging  that  the  patient  is 
known  to  have  a terminal 
underlying  medical  disease  and 
that  the  prognosis  of  this 
condition  has  been  discussed  with 
the  patient  (when  competent)  or 
his/her  legally  recognized  designee. 


Along  with  an  expression  of  the 
patient’s  wish  that  no  resuscitation 
efforts  be  undertaken  in  the  event 
of  a cardiopulmonary  arrest,  the 
guidelines  further  recommend  that 
the  form  have  an  expiration  date 
to  allow  for  frequent 
reconsideration  of  both  the 
patient’s  medical  prognosis  and 
decision  to  initiate  a Do  Not 
Resuscitate  order.  Sample  forms 
are  included  in  the  Do  Not 
Resuscitate  document. 

Other  areas  addressed  in  the 
document  are  circumstances  under 


which  responding  emergency 
personnel  can  opt  to  not  execute  a 
Do  Not  Resuscitate  order  along 
with  guidelines  for  developing 
prehospital  Do  Not  Resuscitate 
legislation  at  the  state  and  local 
levels,  and  some  specific  issues 
that  should  be  addressed  in  this 
general  legislation. 

Copies  of  “Guidelines  for  Do 
Not  Resuscitate  Orders  in  the 
Prehospital  Setting”  may  be 
obtained  by  contacting  the  ACEP 
Distribution  Center  in  Irving,  TX 
at  (214)  550-0911. 


Incompetent  health  professionals  to  be  tracked  . 


The  Department  of  Health  and 
Human  Services  is  creating  the 
“National  Practitioner  Data 
Bank”  — a nationwide  data 
bank  of  disciplinary  actions  taken 
against  doctors,  nurses  and  other 
licensed  health  professionals. 

The  data  bank,  approved  by 
Congress  three  years  ago,  will  be 
used  to  provide  hospitals,  state 
medical  boards  and  other  groups 
with  information  on 
misdiagnoses,  mistreatment  and 
misconduct  made  by  health 
professionals.  The  information 
will  not  be  available  to  the 
general  public.  It  is  hoped  that 
the  data  bank  will  discourage  the 
practice  of  disciplined 
professionals  who  move  from 
state  to  state,  where  their 
reputations  may  not  be  known. 

The  data  bank  will  cover  an 
estli.^ULw  d 8 million  health-care 
professionals  in  the  U.S.,  and 
contain  information  on 
revocation,  probation,  suspension 
and  limitation  of  privileges,  as 


well  as  judgments,  settlements, 
reprimands  and  other  adverse 
actions  taken  by  state  medical 
boards,  courts,  hospitals,  medical 
societies,  insurance  companies  and 
peer  review  committees.  It  will  not 
contain  information  on  personal 
matters  such  as  arrests,  nonpayment 
of  taxes  and  alcohol  or  drug 
abuse  — except  when  they  affect 
a practitioner’s  performance  or 
professional  conduct. 

Organizations  will  be  required 
to  report  their  actions  to  the 
department  once  the  data  bank 
opens,  or  pay  a civil  penalty  of 
$10,000  for  each  instance  of 
failure  to  report.  Past  records 
may  also  be  added. 

Hospitals  and  health  centers 
will  be  required  to  consult  the 
project  in  granting  privileges,  or 
be  assumed  to  know  the 
disciplinary  records  of  the  health 
professionals  involved. 

The  data  bank  will  cost  $2.76 
million  to  start  up,  and  should  be 
in  operation  by  this  summer. 
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A 

HEALTHY 
NEW  SIGN  IN 
WEST  VIRGINIA 


Tlie  road  to  recovery  runs  both  ways.  Proof  of  that 
is  tlie  new  Women  and  Children's  Hospital  of  West 
Virginia.  A healthy  new  sign  for  us  all. 

Women  and  Children's  is  a specialized  facility  of 
Charleston  Area  Medical  Center  devoted  exclusively 
to  tlie  physical  and  emotional  needs  of  women  and  chil- 
dren. And  a new  referral  source  for  you,  tlie  doctors  who 
care  for  them.  A source  for  tertiary  and  specialized  care 
forwomen  and  children, the  120-hed  hospital  offers 
many  types  of  care  found  nowhere  else  in  West  Virginia. 


State-of-the-art  technology  combines  with  special- 
ists and  sub-specialists  in  fields  such  as: 

• Infertility  • Perinatology  • Neonatology 
• Pediatric  cardiology,  hematology, 
oncology,  nephrology 

We  value  your  referrals  for  consultation  or  tertiary 
services.  And  we  invite  you  to  take  a tour  of  our  hospi- 
tal. To  arrange  a tour,  or  for  more  information,  call  our 
administrator,  Shirley  Perry  at  (304)  347-9233. 


WOMEN 

AND 

CH/lDRtNiS 

HOSPITAL 

Division  of  Charleston  Area  Medical  Center 
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Advice  from  a ^"medicine  watcher"^ . , . ATBI:  Bringing  technology 
home  . . . eating  disorders  class  sparks  interest  . . . college  athletes:  what 
price  victory?  ...  art  exhibit  traces  the  history  of  syphilis  . . . 


Advice  from  a “medicine-watcher” 

Third-party  reimbursement 
. . . government  regulation 
. . . Reaganomics  . . . 

Medicare  . . . alternative  delivery 
systems  . . . 

If  you  are  looking  for  answers 
as  to  why  the  practice  of  medicine 
is  changing  so  rapidly,  you  don’t 
have  to  look  much  further  than 
the  choices  offered  above. 

At  least  that’s  the  opinion  of 
William  S.  Kiser,  MD,  Chief 
Executive  Officer  of  the  Cleveland 
Clinic  Foundation.  Dr.  Kiser 
discussed  “The  Changing  Medical 
Practice  Scene’’  at  the  eighth 
annual  Richard  L.  Fulton,  MD, 

Memorial  Seminar,  held  this  past 
October  at  Riverside  Hospital  in 
Columbus. 

A professed  “medicine  watcher,” 

Dr.  Kiser  briefly  outlined  some  of 
the  history  behind  medicine’s 
changes  — beginning  in  1934  with 
the  introduction  of  the  “blues,” 

Blue  Cross  and  Blue  Shield,  on  up 
through  the  1980s  and  former 
President  Reagan’s  deregulation  of 
the  health-care  industry. 

“Of  course  (former)  President 
Reagan  is  no  Thomas  Jefferson,” 

Dr.  Kiser  quipped,  as  he  flashed 
onto  a large  screen  a quote  from 
the  18th-century  statesman  and 
president  which  read:  “That 
government  is  best  which  governs 
least.” 

He  then  pointed  out  that  the 


DRG  system  of  Medicare 
reimbursement  was  introduced 
under  President  Reagan’s 
administration  and  that  that 
system  — along  with  deregulation 
— has  changed  the  mentality  of 
economics  as  it  relates  to  medicine. 

“Medicine  made  a 180-degree 
turn  in  one  year,”  he  says. 
“Suddenly,  medicine  faced  the 
same  problem  as  business  — how 
to  live  in  an  environment  where 
price  determines  cost.” 

The  problem  with  competitive 
pricing  in  a medical  environment. 
Dr.  Kiser  continues,  is  that  the 


purchaser  knows  more  than 
physicians  about  how  to  survive 
the  competition. 

But  medicine  is  learning,  he 
reassures. 

By  studying  such  deregulated 
industries  as  the  airline,  banking 
and  communications  fields, 
physicians  have  learned  about 
competition  and  how  to  compete 
by  lowering  prices,  marketing  their 
practices,  seeking  niches  in  the 
marketplace  and  consolidating 
when  necessary. 

“The  employer  is  the  new  player 
in  this  game,  and  is  today  the 
most  powerful  source  changing  our 
environments,”  says  Dr.  Kiser. 

They  are  controlling  the 
insurance  industry.  They  are 
responsible  for  the  increase  in 
HMO  enrollment  over  the  past  12 
years  (up  from  6 million  enrollees 
in  1976  to  20  million  last  year), 
and  they  are  the  ones  who,  having 
resolved  the  cost  issue  for  their 
employees,  are  now  examining  the 
quality  issue. 

In  the  meantime,  their  influence 
is  affecting  not  only  the 
environment  for  physicians,  but  for 
hospitals  as  well. 

“The  patient  is  now  cared  for 
back  in  the  community,  the  way  it 
once  was,  and  physicians  have 
taken  over  and  led  the  movement 
toward  ancillary  care  with  satellite 
offices  and  clinics,”  he  says. 
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A “medicine  watcher”  . 

As  a result,  a decline  in  census 
is  taking  place  at  almost  every 
hospital  in  the  country  — forcing 
many  smaller  hospitals  to  close 
their  doors.  Others  are  forced  to 
turn  to  the  private  sector  and  even 
the  government  in  an  effort  to 
survive. 

These  capital  markets,  however, 
are  drying  up,  says  Dr.  Kiser,  “and 
will  create  a further  shortage  of 
capital.” 

The  for-profit  hospital  has  also 
fallen  onto  hard  times.  The  giants 
in  this  class  — Humana,  HCA 
and  Republic  — have  either  gone 
bankrupt  or  are  scrambling  to 
maintain  their  status  quo. 

Now,  says  Dr.  Kiser,  the 
spotlight  is  falling  on  physicians. 

“Califano  (Joseph  Califano, 
previous  director  of  HHS)  warned 
that  the  hospitals  would  be  first 
(to  fall  under  government 
scrutiny),  the  doctors  would  be 
second.” 

A DRG  (diagnostic-related 
group)  system  of  reimbursement  is 
coming  for  physicians,  predicts  Dr. 
Kiser  — and  the  way  is  being 
smoothed  by  the  Resource-Based 
Relative  Value  Scale  study,  recently 
commissioned  by  the  Health-Care 
Finance  Administration  (HCFA). 

The  RVS  study  is  attempting  to 
reduce  the  following  factors:  time, 
intensity,  specialized  training  and 
practice  costs  into  a formula  that 
would  fairly  figure  payment  to 
physicians. 

“The  RVS  will  not  reduce  costs,” 
Dr.  Kiser  claims,  “but  it  will  level  the 
playing  field  between  the  specialist 
and  the  primary  care  physician.” 

Congress  will  be  asked  in  July, 


. . continued 

he  continues,  whether  or  not  the 
plan  should  be  implemented. 

“It  would  take  three  to  five 
years  to  phase  the  plan  in,”  says 
Dr.  Kiser,  but  he’s  guessing  it  will 
take  longer. 

“Organized  medicine  will  resist 
it,”  he  says. 

And  wiry  not?  The  RVS 
promises  to  pit  one  specialty  group 
against  another,  one  physician 
against  another. 

“It  will  create  a donnybrook  in 
the  next  five  years,”  Dr.  Kiser 
continues. 

Besides  the  physician  vs. 
physician  controversy.  Dr.  Kiser 
predicts  that  RVS  will  also  be 
impossible  to  monitor. 

“There  will  be  7,000  procedure 
codes,  used  on  approximately  350 
million  bills  produced  by  about 
500,000  doctors,”  he  says. 

The  final  change  Dr.  Kiser 
brought  up  for  discussion  is  the 
new  emphasis  on  quality  care. 
Echoing  New  England  Journal  of 
Medicine  editor  Arnold  Reiman, 
MD,  Dr.  Kiser  referred  to  the 
quality  assurance  issue  as  the 
“third  great  revolution.” 

“Employers  are  concerned  now 
that  they  are  getting  value  for  their 
money,”  he  notes,  so  providers  are 
forced  to  not  only  guarantee  access 
to  care,  but  define  the  quality  of 
their  services  and  participate  in 
wellness,  prevention  or  early 
detection  programs  to  please  those 
who  are  now  paying  the  bills. 

“The  new  formula  is  price  plus 
quality  equals  health-care  value,” 
says  Dr.  Kiser. 

This  focus  on  quality  assurance, 
however,  is  spawning  a new  group 


of  specialists  called  “health 
methodologists”  whose  job  is  to 
evaluate  health  services  (measuring 
the  outcome  and  “what  works”), 
then  use  this  data  to  help 
government  and  businesses  set 
standards. 

“Hundreds  of  devices  used  to 
collect  data  are  coming  into 
existence,”  says  Dr.  Kiser.  “There 
is  a big  push  now  to  establish  a 
national  data  bank  to  determine 
the  outcome  of  different 
procedures.” 

What  all  of  this  amounts  to  is  a 
refederalization  of  health  care.  Dr. 
Kiser  asserts. 

Wilt  federalization  work  better 
than  deregulation? 

Maybe,  says  Dr.  Kiser  — if 
physicians  are  involved  in  the 
problem-solving  and  are 
encouraged  to  provide  feedback. 

“Educating  the  physician  won’t 
(change  his/her)  behavior,”  says 
Dr.  Kiser,  “because  they’ll  be 
unimpressed  by  the  presentations. 
If  it  comes  as  an  administrative 
decree,  physicians  will  find  some 
way  to  circumvent  it,  and  if  they 
offer  financial  incentives,  the 
government  will  find  transient 
loyalties.”  Penalties  will  only  incur 
resentment. 

So,  involving  physicians  is  the 
best  recourse  the  government  has. 

Of  course,  physicians  have  their 
own  new  responsibilities  to  look 
after,  says  Dr.  Kiser. 

“Society  is  saying  it’s  OK  to  be 
a physician,  but  you  had  better  be 
able  to  prove  your  standards.” 

Words  to  the  wise  perhaps  — 
from  a “medicine- watcher.” 

— Karen  S.  Edwards 
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Making  a new  technology 
available  for  general  use 
has  long  been  a nagging 
concern  of  the  health-care 
community.  It  has  also,  however, 
long  been  acknowledged  that  the 
time  lag  between  the  conception  of 
a new  procedure  or  method  of 
treatment  and  its  introduction  into 
mainstream  medicine  is  a necessary 
— if  not  unavoidable  — evil. 

But  now,  Mt.  Carmel  Health  in 
Columbus  is  attempting  to  close 
that  gap:  Since  initiating  a 
program  called  the  Advanced 
Treatment  and  Bionics  Institute 
(ATBI),  patients  there  are  now  able 
to  enjoy  the  benefits  of  some  new 
technologies  much  sooner  than  was 
previously  possible  — in  some 
cases,  up  to  two  and  three  years 
before  they  become  widely 
available. 

“What  we  do  is  facilitate 
technology  coming  to  this 
hospital,”  explains  Michael 
Cooney,  MD,  a Columbus  internist 
and  chairman  of  the  institute’s 
physician  advisory  committee. 
“Prior  to  the  institute,  the  hospital 
had  to  rely  on  an  individual 
doctor’s  interest  in  bringing  (a  new 
technology)  here  . . . there  was  no 
way  of  getting  technology  here  on 
a predictable  basis.” 

With  the  support  of  the  institute 
however,  physicians  at  Mt.  Carmel 
are  now  able  to  “go  out  and  find 
the  technology  and  bring  it  back 
to  the  community.” 

To  be  more  specific,  the  ATBI 
regularly  monitors  new 
technologies  by  studying 
biotechnical  journals,  by 
conducting  computer  literature 
searches  for  new  treatment 


techniques,  and  by  listening  to  the 
recommendations  of  its  medical 
staff. 

“One  major  and  important  way 
we  (monitor),”  says  Norman 
Burnham,  assistant  director  of  the 
institute,  “is  through  physicians 
. . . who  are  always  attending 
conferences  and  specialty 
meetings.” 

Occasionally,  he  adds,  the 
institute  is  contacted  directly  by  a 
manufacturer  of  new  technology 
who  is  interested  in  using  the 
hospital  as  a testing  site. 

Once  a new  procedure  or 


method  of  treatment  is  determined 
to  have  merit,  a physician  sponsor 
prepares  an  idea  summary  sheet 
and  presents  it  to  the  physician 
advisory  board.  If  approved,  a 
business  plan,  which,  among  other 
things,  studies  the  cost  and 
feasibility  of  a project,  is  drawn 
up.  The  plan  is  returned  to  the 
committee,  and,  if  approved, 
makes  its  way  to  a council 
composed  mainly  of  medical  staff 
officers.  If  council  OKs  the  plan, 
it  goes  to  the  hospital  board 
and/or  the  president  of  Mt. 

Carmel  for  final  approval. 
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“It  sounds  like  a lot  of  steps, 
but  it  really  happens  very  quickly,” 
Dr.  Cooney  says,  pointing  out  that 
when  laser  angioplasty  came  up 
before  the  ATBI,  it  took  about 
two  to  three  months  from  initial 
presentation  to  final  approval. 

(The  actual  laser  was  installed 
shortly  thereafter,  and  the  first 
patient  treated  in  September.) 

After  an  idea  is  approved,  the 
institute  almost  immediately 
approaches  the  company 
responsible  for  creating  the 
technology  because,  as  both 
Burnham  and  Dr.  Cooney  will  tell 
you,  the  goal  of  the  program  is  to 
become  involved  in  investigative 
testing  as  soon  as  possible.  As 
Burnham  explains,  there  are  three 
distinct  phases  that  a new 
technology  will  pass  through 
before  being  approved  for 
widespread  use: 

• Phase  I,  in  which  the 
technology  has  been  tested  on 
laboratory  animals  and  has  been 
approved  by  the  FDA  for 
investigative  testing  to  take  place 
at  one  site. 

• Phase  II,  in  which  the  FDA  has 
reviewed  the  Phase  I data  and 
has  given  approval  for  testing  to 
spread  to  include  five  to  10 
sites. 

• Phase  III,  in  which  testing 
spreads  to  include  15  to  20  sites. 
Ideally,  Burnham  explains,  Mt. 

Carmel  would  like  to  get  in  on  the 
ground  floor  — namely.  Phase  II 
— though  occasionally  it  has  had 
to  wait  to  participate  until  Phase 
III  trials  begin. 

“We’re  up  against  some  big 
hitters,”  he  explains,  naming 
several  large  institutions  recognized 
internationally  for  their  work  in 
bringing  new  technology  to  the 
forefront  of  medicine.  “We  have  to 
get  in  there  early  on  and  let  (the 
manufacturers)  know  about  other 
treatments  we’ve  done.  We  have  to 
let  them  know  what  Mt.  Carmel’s 
resources  are.” 

Apparently,  the  institute’s  plan  is 
working:  Though  established  just 
two  years  ago,  it  currently  has 
about  30  projects  in  the  works  — 
projects  that  are  being  considered. 


reviewed  or  implemented. 

“I  think  for  being  up  and 
running  for  only  two  years  now,” 
says  Dr.  Cooney,  “I’m  amazed  at 
what  we’ve  been  able  to  get  done.” 

And  well  he  should  be.  In  that 
short  time,  the  institute  has 
managed  to  bring  a number  of 
new  technologies  to  its  patients, 
including  the  aforementioned  laser 
angioplasty,  photodynamic  therapy 
and  cochlear  implants. 

A more  recent  achievement  has 
been  the  introduction  at  Mt. 
Carmel  East  of  the  only  gallstone 
lithotripter  in  the  state  of  Ohio. 
And  although  the  device  will  be 
shared  by  a consortium  of 
hospitals  (Mt.  Carmel,  St.  Ann’s, 
St.  Anthony  Medical  Center  and 
St.  Anthony’s  Mercy  in  Columbus, 
and  Medical  Center  Hospital  of 
Chillicothe),  it  was  the  ATBI  that 
initiated  the  project. 

Ask  anyone  associated  with  the 
ATBI  why  its  program  works  and 
they’re  likely  to  tell  you  it’s 
because  of  the  commitment  and 
support  of  its  technical, 
administrative  and  educational 


The  popularity  of  an  eating 
disorders  class  at  Southeast 
Missouri  State  University  in 
Cape  Girardeau,  Missouri,  may 
underscore  the  need  for  similar 
classes  at  other  college  universities. 

Lawrence  Clark,  PhD,  associate 
professor,  and  Norman  Kinney, 
PhD,  assistant  professor,  both  of 
the  Department  of  Psychology  at 
the  university,  are  team  teachers  of 
an  eating  disorders  class  that 
focuses  on  anorexia,  bulimia  and 
obesity. 

Speaking  at  the  Seventh 
National  Conference  on  Eating 
Disorders  in  Columbus,  the 
teachers  explained  that  because  the 
course  is  still  relatively  new 


staffs. 

“If  an  individual  physician  does 
it  alone,”  explains  Dr.  Cooney, 

“it’s  nearly  impossible  because 
there’s  tons  of  work  to  do.  The 
drug  companies  want  to  know  how 
everything  is  going  to  be 
documented.”  The  institute’s 
advantage,  then,  is  that  its  staff  is 
committed  to  ensuring  that  testing 
of  a new  procedure  will  proceed 
accordingly. 

But  if  those  associated  with  the 
institute  are  quick  to  point  out  its 
achievements,  they  are  just  as 
quick  to  note  that  every  project 
that  is  considered,  reviewed  and 
ultimately  employed  is  done 
strictly  for  the  good  of  the  patient. 
It  is  not,  nor  will  it  ever  be,  they 
say,  a contest  to  see  which  hospital 
can  offer  the  most  hi-tech  services. 

“It’s  not  a race,”  stresses  Jodi 
Gossage,  director  of  the  hospital’s 
editorial  services.  “It’s  meant  to 
get  technology  to  the  patient  first. 
It’s  the  whole  concept  of  being  a 
team  — involving  everyone  to 
benefit  the  patient.”  — Michelle  J. 
Carlson 


— in  its  third  year  — there’s  no 
textbook.  Kinney  and  Clark  rely 
on  resource  materials,  guest 
speakers  and  educational  films 
such  as  “Bulimia:  A high  price  for 
looking  good”  and  “The  Enigma 
of  Anorexia”  for  study  materials. 

In  the  meantime,  Kinney  and 
Clark  have  their  eyes  open  for  an 
appropriate  textbook,  although 
they  admit  they  might  have  to 
write  one  — or  co-write  one  — 
themselves. 

The  three-credit  hour  class, 
“Psychology  of  Eating  Disorders,” 
is  still  in  an  evolutionary  stage  and 
is  continually  being  updated,  Clark 
says.  In  fact,  the  current  course 
bears  only  a faint  resemblance  to 


Eating  disorders  class  sparks  interest  on  campus 
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Eating  disorders  class  . . 

the  original  class  that  was  offered, 
he  says. 

One  of  the  most  important  aims 
of  the  class  is  to  make  contact 
with  individuals  with  eating 
disorders.  Without  revealing  any 
numbers,  Clark  estimates  that 
many  of  the  students  taking  the 
class  have  particular  — perhaps 
personal  — eating  disorders 
concerns. 

A screening  test  given  at  the 
beginning  of  the  course  revealed 
that  students  in  the  class  tended  to 
outscore  the  average  college 
student  in  such  areas  as  body 
dissatisfaction  and  desire  for 
thinness.  “This  confirmed  our 
suspicion  that  we  were  reaching 
people  who  have  had  a brush  with 
eating  disorders,”  Kinney  says. 

The  class  is  also  designed  to  be 
a resource  for  family  and  friends 
of  eating  disorders  patients. 

Kinney  and  Clark  point  out  that 
the  course  may  help  to  alleviate 
anxiety  and  provide  support  for 
those  who  deal  closely  with  these 
patients. 

The  class  can  also  be  an 
excellent  educational  source  for 
resident  hall  workers,  nutritionists, 
dietitians  and  for  students 
majoring  in  such  fields  as 
psychology  and  health  and 
recreation.  “The  time  to  start 
educating  these  professionals  is 
before  they  get  out  into  the  field,” 
Clark  suggests. 

By  taking  the  class,  students 
should  develop  a background  and 
vocabulary  in  areas  including 
anatomy,  the  endocrine  system, 
puberty  changes,  identity 
formation,  personality  and  family 
issues,  cultural  norms. 


. continued 

egocentricism,  current  research, 
social  consequences  and  possible 
causes  of  eating  disorders,  Kinney 
explains. 

“We  have  to  be  careful  about 
how  we  present  this  information,” 
Clark  points  out.  For  example, 

“We  are  very  aware  of  a labeling 
process”  — we  have  to  label 
behavior,  not  people,  he  says. 

In  addition,  we  have  to 
recognize  the  amount  of 
insensitivity  and  ignorance 
regarding  eating  disorders  in 
today’s  society,  Kinney  says.  Thus, 
the  teachers  encourage  the  students 
to  examine  and  become  aware  of 
their  own  prejudices  about  eating 
disorders. 

Learning  about  eating  disorders 
seems  to  help  those  with  anorexia 
or  bulimia,  according  to  Clark. 
“The  workshop  can  serve  as  a 
turning  point  for  someone  to 
realize  that  they  do  have  a 
problem.”  One  woman  said  she 


signed  up  for  the  class  on  two 
previous  occasions  before  actually 
going  through  with  it.  She 
suspected  that  she  had  an  eating 
disorder  and  by  taking  the  class, 
her  suspicions  were  confirmed,  she 
says. 

By  expressing  knowledge  and 
sensitivity  about  the  subject, 
Kinney  and  Clark  become 
identifiable  as  resource  people. 
They  hope  this  distinction  will 
assist  them  in  identifying  eating 
disorders  patients  and  making 
referrals  to  eating  disorders 
professionals.  At  the  same  time, 
eating  disorders  therapists  have 
had  the  opportunity  to  refer  their 
clients  to  the  class. 

Kinney  and  Clark  have  found 
their  team-teaching  and  guest 
speaker  approach  to  be  very 
successful.  Some  of  the  most 
popular  speakers  are  recovered 
bulimic  and  anorexic  patients,  they 
say.  Other  speakers  have  included 
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nutritionists,  therapists  and  health 
service  personnel.  The  aim,  they 
point  out,  is  to  build  as  many 
contacts  in  the  community  as 
possible. 

According  to  the  syllabus,  the 
class  is  an  effort  to  play  a role  in 
the  education,  intervention  and 
treatment  of  eating  disorders.  The 


overall  goal  is  to  increase  public 
awareness  and  encourage  better 
treatment  programs  for  eating 
disorders. 

For  now,  the  course  is  having 
little  problem  keeping  its  roster 
full,  which  pleases  Kinney  and 
Clark,  who  want  to  make  the  class 
available  to  as  many  students  as 


possible.  They  are  even  offering  a 
mini-course  in  the  summer  in 
hopes  of  attracting  more  students. 

Maybe  when  the  news  of  this 
popular  class  gets  around, 
psychology  departments  on  other 
college  campuses  will  begin  to 
offer  similar  classes.  — Deborah 
Athy 


College  athletes:  What  price  victory? 


Anyone  who  tuned  in  to  the 
1988  Summer  Olympics 
held  last  September  in 
Seoul,  South  Korea,  couldn’t  help 
but  notice  the  fine  physical 
condition  of  the  participating 
athletes.  Everywhere  that  one 
looked  — in  the  gym,  on  the 
track,  near  the  pool  — powerful 
muscles  and  lean,  lithe  bodies 
abounded. 

But  while  most  of  us  cast 
admiring  glances  at  the  athletes, 
probably  few  of  us  gave  much 
thought  to  the  years  of  strenuous 
training  the  athletes  had 
undergone,  to  the  personal  and 
physical  sacrifices  they  had  made 
just  for  the  privilege  of  competing 
in  Seoul. 

Few  of  us,  that  is,  except  for 
Lionel  Rosen,  MD.  The  Olympics 
held  special  interest  for  Dr.  Rosen 
because  as  a professor  of 
psychiatry  at  Michigan  State 
University  and  director  of  its 
eating  disorders  program,  he  has 
firsthand  knowledge  of  the  extreme 
steps  athletes  will  take  to  enhance 
their  athletic  performance  — 
measures  that  often  include 
severely  restricting  calories,  binging 
and  purging  and  exercising 
excessively. 

What  concerns  Dr.  Rosen  most, 
however,  is  that  the  problem  is 
spreading  — to  the  high  school 
and  college  levels,  where  young 
athletes  are  mimicking  their  older 
counterparts’  actions  in  hopes  of 
attaining  the  same  athletic  prowess. 

Dr.  Rosen  was  in  Columbus 
recently  to  express  his  concerns  on 
“College  Athletes:  A Population  at 
Special  Risk  for  the  Development 
of  Eating  Disorders’’  during  the 
Seventh  National  Conference  on 
Eating  Disorders. 


“Historically,  athletes  have  gone 
to  extraordinary  lengths  to  gain  the 
advantage  over  their  competition,’’ 
Dr.  Rosen  says,  “but  let’s 
understand  that  such  an  effort  is 
not  without  serious 
complications.’’ 

One  that  causes  great  concern  in 
the  medical  community,  and  the 
topic  of  Dr.  Rosen’s  address,  is 
extreme  weight  control. 

Typical  techniques 

A good  example  of  athletes  who 
take  extreme  measures  to  control 
their  weight  can  be  found  in 
wrestlers,  who.  Dr.  Rosen  says, 
typically  “compete  at  weights 
about  20  to  40  pounds  below  their 
normal  weights.  They  have  extreme 
fluctuations  in  weight. 

“The  main  weight  control 
technique  of  wrestlers,’’  he 
continues,  “is  dehydration  — they 


sweat,  they  spit  all  day  . . . (some) 
use  laxatives,  diuretics  ...” 

Calorie  restriction  is  another 
popular  method.  Dr.  Rosen  says, 
noting  that  many  wrestlers  “will 
eat  nothing  the  day  before  and  the 
day  of  a meet,  then  eat  up  to 
11,000  calories  in  the  next  two 
days.” 

But  wrestlers  are  certainly  not 
the  only  athletes  who  believe  that 
controlling  their  weight  will 
enhance  athletic  performance.  Dr. 
Rosen  says,  citing  a study 
conducted  recently  at  Michigan 
State.  Out  of  all  the  athletes 
surveyed  (and  there  was  95  percent 
compliance  among  athletes  from  a 
wide  range  of  sports),  32  percent 
admitted  to  using  pathogenic 
weight  control  techniques  (i.e. 
vomiting,  fasting  and  the  use  of 
diet  pills  and  diuretics),  with  each 
continued  on  page  23 
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College  athletes  . . • continued 

athlete  employing  an  average  of 
three  such  techniques. 

“It’s  important  to  understand 
that  we’re  in  a national  climate 
exalting  thinness,’’  Dr.  Rosen  says, 

“(but)  there  are  erroneous 
implications  being  made  about 
weight  having  a bearing  on 
performance.  Most  studies  show 
that  there’s  no  correlation  between 
weight  and  (improved)  athletic 
performance.’’ 

In  fact.  Dr.  Rosen  adds,  severely 
limiting  the  intake  of  calories  may 
actually  inhibit  performance:  Not 
only  does  dieting  leave  the  athlete 
weak,  he  says,  but  some  studies 
have  indicated  that  just  two  weeks 
of  dieting  may  impair  the  body’s 
white  blood  cells’  ability  to  attack 
and  fend  off  foreign  organisms. 


Female  forms 

If  the  medical  community  is 
appalled  to  learn  that  such 
behavior  is  taking  place  among 
such  young  athletes,  then  it 
should  be  doubly  concerned 
about  women.  Dr.  Rosen  says, 
because  eating  disorders  appear 
to  be  near  epidemic  among  this 
subgroup  of  athletes. 

“(Women  athletes)  are 
competing  in  sports  where 
excellence  or  failure  is 
determined  on  subjective  criteria 
based  on  looks  and  form,’’  he 
explains. 

And  indeed,  an  anecdote  Dr. 
Rosen  shares  about  a recent 
marathon  appears  to  support  his 
observation:  As  the  male  runners 
in  this  particular  race  crossed  the 
finish  line,  the  sports  announcers 
covering  the  event  discussed  the 
men’s  previous  times  and  personal 
records.  When  the  female  runners 
crossed  the  line,  however,  the 
announcers  chose  to  describe  the 
women  in  terms  of  their  body 
shapes,  using  words  such  as 
“willowy”  and  “chunky”  — 
virtually  ignoring  their  athletic 
accomplishments. 

When  discussing  women’s 
tendencies  to  develop  eating 
disorders  more  often  than  men. 

Dr.  Rosen  also  likes  to  show  his 


audience  a picture  of  an  anorectic. 

“This  is  what  I use  to  show 
medical  students  what  an  anorectic 
looks  like,  other  than  one  lying  in 
a hospital  bed,”  he  says  as  the 
slide  of  a young,  extremely  thin 
woman  flashes  on  the  screen.  The 
general  consensus  among  the 
audience  members  is  that  the 
woman  indeed  appears  to  be 
anorectic.  What  is  disturbing, 
however,  is  that  when  the  bottom 
half  of  the  slide  is  uncovered,  it’s 
revealed  that  the  picture  is  actually 
an  advertisement  for  a popular 
woman’s  running  shoe.  It’s  a 
painful  reminder  that  women  in 
general,  and  athletes  in  particular, 
are  constantly  bombarded  with 
messages  that  say  “Thin  is  in.” 


It  would  be  easy  to  blame  the 
media  for  the  proliferation  of 
eating  disorders,  but  the  problem 
is  much  more  complicated  than 
that.  Dr.  Rosen  says. 

For  example,  coaches  and 
trainers  can  unwittingly  encourage 
anorexia  by  demanding  that  their 
athletes  maintain  unreasonable 
weights.  “(Coaches’)  success  and 
failure  — namely  employment  — 
depends  solely  on  the  performance 
of  their  athletes,”  says  Dr.  Rosen, 
explaining  why  coaches  sometimes 
act  the  way  they  do.  “A  teacher 
can  fail  a student  and  not  be  hung 
in  effigy,  but  not  the  coach. 

“Too  often  the  coach  is  in  an 
adversarial  position  with  the  entire 
world,”  he  continues.  “Anyone 


who  disrupts  the  coach’s  plan  is 
considered  dangerous.” 

The  athlete’s  attitude  and  the 
concept  of  “personal  best”  may 
also  contribute  to  the  development 
of  eating  disorders,  he  says. 
“Personal  best  produces 
momentary  exhilaration,  then  it 
becomes  a goal  that  must  be  met 
or  exceeded  or  they  stagnate,  they 
peak,  average  out.” 

For  example,  he  says,  “When  a 
girl  is  4 'll"  and  a chart  says  she’s 
supposed  to  weigh  92  pounds, 
she’s  going  to  hit  84  (pounds) 
because  the  athlete’s  psyche  is  to 
always  have  a goal.” 

Helping,  healing 

Treating  the  athlete  with  an 
eating  disorder  is  similar  to  the 
treatment  prescribed  for  non- 
athletic  anorectics,  but  the 
physician  or  therapist  must 
J beware  that  the  competitive 
mature  of  sports  itself  can  pose 
some  distinct  problems. 

For  example,  the  clinician 
should  not  allow  the  athlete  to 
view  the  healing  process  as  a 
challenge.  “Often,”  he  warns, 
“when  they  come  into  a 
therapeutic  situation,  everything 
is  black  and  white  . . . the  scale 
becomes  competition  for  the 
athlete.” 

Also,  once  an  eating  disorder  is 
diagnosed,  it’s  important  to  make 
the  coach  understand  that 
“Athletes  with  eating  disorders  are 
injured.  They’re  not  wearing 
plaster,  but  they’re  viewed  as 
injured.”  Also,  he  adds,  “Work 
with  the  coach  because  the  athlete 
trusts  them  — often  more  than 
their  own  family.” 

Finally,  he  says,  “The  expression 
of  concern  for  the  athlete,  not  the 
team,  should  be  made,  but  it 
should  be  non-punitive. 

“Don’t  tell  them  their  position 
on  the  team  is  jeopardized  by  their 
actions,”  he  continues,  “(and) 
participation  should  not  be 
curtailed  unless  they  are  very  ill,” 
lest  the  athlete  become  more 
despondent. 

— Michelle  J.  Carlson 
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Art  exhibit  traces  the  history  of  syphilis 


“Art  Forms  in  Studies  of  the 
History  of  Syphilis”  was  the  title 
of  the  exhibit  that  was  recently 
presented  during  the  OSMA 
clinical  meeting  in  Cincinnati  by 
the  OSMA  Art  and  Culture 
Committee. 

The  exhibit  was  researched  and 
organized  by  Harry  H.  Fox,  MD, 
Cincinnati,  founder  of  the 
committee,  as  well  as  its  present 
chairman. 

One  of  the  most  interesting 
features  of  the  exhibit,  says  Dr. 

Fox,  was  a copy  of  a book  by 
physician  Heironymus  Fracastor. 
The  book  was  translated  from 
Latin  verse  into  prose  in  1934,  and 
it  relates  the  story  of  a shepherd 
by  the  name  of  Syphilis.  Syphilis 
contracted  the  disease  that  now 
bears  his  name  sometime  in  the 
15th  century,  shortly  after  the 
nature  of  the  disease  was  first 
described.  The  scourge  spread 
rapidly  to  other  countries  in  the 
Old  World  — each  of  which 
named  it  after  some  other  country 
— and  it  finally  reached  America’s 
shores,  reputedly  via  Christopher 
Columbus’  crew. 

According  to  Dr.  Fox,  the 
original  poem  had  tremendous 
impact,  as  it  clearly  described  the 
stages  and  manifestation  of  the 
disease.  Now,  it  was  easy  to 
describe  the  disease  as  being  “like 
Syphilis’  ” — which  eventually 
evolved  into  “syphilis.” 

Ironically,  Dr.  Fox  notes,  the 
poem  that  defined  and  named  an 
infectious  disease  was  composed  by 
a physician  who  was  especially 
repelled  by  such  illnesses.  In  fact. 
Dr.  Fox  says,  Fracastor  frequently 


escaped  his  medical  practice  to 
compose  his  literature  . . . 
including  this  significant  work.  — 
Karen  S.  Edwards 


Harry  H.  Fox,  MD, 
founder  of  the  OSMA 
Art  and  Culture 
Committee,  displays  his 
'Art  Forms  in  Studies 
of  the  History  of 
Syphilis”  exhibit  at  the 
OSMA  clinical  meeting 
in  Cincinnati. 
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Mammograi^y 

Guidelines 

Women  with  No  Symptoms 

Age: 

35*39  Baseline 
40-49  Every  1-2  years 


What  will  you  tell  her  about 
screening  mammography? 


Many  of  your  patients  will  hear  about  screening 
mammography  through  a program  launched  by  the 
American  Cancer  Society  and  the  American  College 
of  Radiology,  and  they  may  come  to  you  with 
questions.  What  will  you  tell  them? 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along  with 


your  regular  breast  examinations  and  their  monthly 
self  examinations,  offers  the  best  chance  of  early 
detection  of  breast  cancer,  a disease  which  will  strike 
one  woman  in  10. 

If  you  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please  contact 
us. 


AAAERIOXN 
CANCER 
f SOQETY® 


Professional  Education  Dept. 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 
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By  the  OSMA  Department  of  Legislation 


The  1988  Legislative  Review 


As  the  Ohio  General 

Assembly  convenes  this 
month  for  the  beginning 
of  the  118th  General  Assembly,  few 
changes  will  have  occurred  since 
last  year.  The  1988  election  left  the 
majority  parties  in  both  the  Ohio 
House  of  Representatives  and  the 
Ohio  Senate  the  same  as  in  the 
immediate  past  Legislature,  with 
the  Republicans  controlling  the 
Ohio  Senate  and  Democrats  in 
charge  of  the  Ohio  House.  The 
Senate  Republicans  increased  their 
numbers  by  one  to  boost  their 
majority  to  a 19  to  14  margin.  The 
House  Democrats,  however, 
experienced  a net  loss  of  one  seat, 
but  retain  the  majority  59  to  40. 

The  leadership  in  each  chamber, 
too,  remains  consistent.  Speaker 
Vern  Riffe  returns  as  Speaker  of 
the  Ohio  House  of  Representatives 
for  an  unprecedented  15th  year.  In 
the  Senate,  State  Senator  Stanley 
Aronoff  assumes  the  top 
leadership  role  of  President  of  the 
Ohio  Senate,  a post  left  vacant  by 
former  Senate  President  Paul 
Gillmor’s  election  to  the  5th  Ohio 
Congressional  seat  in  the  1988 
election.  Overall,  the  philosophies 
and  sentiments  in  the  118th 
General  Assembly  will  most  likely 
mirror  those  of  the  recently 
concluded  117th  General  Assembly. 

The  start  of  a new  session  in 
1989  signals  the  beginning  of  a 
two-year  working  session  during 
which  many  issues  of  significance 
for  organized  medicine  will  be 
introduced  and  many  acted  upon 
by  Ohio’s  elected  officials.  As 
evidenced  by  the  150-plus  health- 
care bills  introduced  in  the  last 
session,  the  1989-1990  legislative 


biennium  will  certainly  be  active  in 
the  area  of  health  care.  Many 
issues  introduced  as  bills  last 
session  will  be  resurrected  in  the 
upcoming  two  years.  Even  some 
issues  which  were  supposedly 
resolved  will  re-emerge  for  fine 
tuning  by  the  118th  General 
Assembly. 

The  physician  community  must 
be  prepared  to  address  these  issues? 
with  the  same  energy  with  which 
they  were  dealt  in  the  past,  for 
once  again,  the  132  elected 
legislators  will  convene  in 
Columbus  without  a single 
physician  among  their  membership. 
It  therefore  remains  a charge  of 
the  OSMA  and  the  Ohio  physician 
community  to  educate  Ohio 
legislators  about  the  important 
issues  for  physicians  and  their 
patients  and  the  consequences 
legislative  actions  could  have  on 
these  issues. 

In  anticipation  of  health-care 
legislation  for  this  session,  a review 
of  a few  pertinent  bills  from  the 
past  session  is  valuable.  The 
following  synopsis  reviews  the 
status  of  selected  legislation  at  the 
close  of  session  in  December  1988, 
and  forecasts  issues  which  may 
reappear  in  the  118th  General 
Assembly. 

Medical  Professional 
Liability 

Following  months  of  lengthy 
and  intense  negotiations  among 
the  Ohio  State  Medical 
Association,  the  leadership  of  the 
General  Assembly  and 
representatives  of  opponent 
groups,  the  OSMA’s  medical 


professional  liability  bill.  House 
Bill  327,  was  approved  by  the 
Legislature.  Sponsored  by  State 
Representative  Paul  Jones  of 
Ravenna  and  State  Senator  David 
Hobson  of  Springfield,  House  Bill 
327  passed  both  the  Ohio  Senate 
and  the  Ohio  House  by 
overwhelming  margins  in  spite  of 
opposition  from  the  trial  attorneys 
and  the  Ohio  Public  Interest 
Campaign  (OPIC),  a Nader-type 
consumer  group. 

House  Bill  327,  effective  in 
October  1987,  offered  statutory 
changes  needed  to  stabilize  the 
medical  liability  insurance 
marketplace,  helping  to  ensure 
affordable  and  accessible  liability 
insurance.  The  major  provisions  in 
the  bill  included: 

Statute  of  Limitations  — For  an 
injured  adult,  the  bill  retained 
procedures  permitting  a suit  to  be 
filed  up  to  one  year  from  the  date 
of  the  discovery  of  the  injury,  with 
a four-year  limit  from  the  date  of 
injury.  For  minors,  the  new 
provisions  established  in  the  bill 
separates  claims  brought  by 
parents  on  behalf  of  their  injured 
children  from  the  claims  brought 
by  parents  on  their  own  behalf  as 
the  result  of  an  injury  to  a child. 
These  claims  brought  by  parents 
on  their  own  behalf  are  legally 
known  as  derivative  claims. 
Derivative  claims  include  claims 
for  medical  expenses  and  other 
expenses  incurred  by  the  parents 
for  the  care  of  the  child,  as  well  as 
the  parents’  non-economic 
damages.  In  most  cases,  derivative 
claims  constitute  the  largest 
portion  of  the  claims  for  children, 
due  to  the  fact  that  parents  are 
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legally  responsible  for  the  care  and 
support  of  their  children. 

Derivative  claims  would  be 
subject  to  the  same  statute  of 
limitations  as  is  now  applicable  to 
any  adult  medical  claim  — up  to 
one  year  from  the  discovery  of  the 
injury,  with  a four-year  limit  from 
the  date  of  the  injury.  However, 
parents  would  be  permitted  to 
bring  suit  on  behalf  of  an  injured 
child  until  his  or  her  19th  birthday, 
if  the  injury  was  discovered  prior 
to  the  18th  birthday.  For  injuries 
to  a minor  discovered  after  the 
18th  birthday,  the  injured  party 
has  one  year  from  the  date  of 
discovery  of  the  injury,  up  to  the 
22nd  birthday.  The  suits  filed 
under  this  statute  could  only  be 
filed  for  damages  to  the  minor, 
such  as  pain  and  suffering,  that 
are  not  the  responsibility  of  the 
parents.  The  statutory  cap  on  pain 
and  suffering  remains  unchanged 
at  a maximum  of  $200,000. 

This  provision  reflects  the 
position  taken  by  legislative  leaders 
that  any  effort  to  shorten 


the  period  in  which  a minor  can 
bring  his  or  her  own  claim  would 
be  unconstitutional  due  to  past 
decisions  by  the  Ohio  Supreme 
Court. 

Periodic  Payments  — The  bill 
provided  for  the  mandatory 
periodic  payment  of  certain  future 
damages,  when  these  damages  are 
in  excess  of  $200,000  and 
requested  by  either  party  in  the 
suit.  This  mandatory  provision  for 
periodic  payments  was  granted 
specifically  for  medical  claims. 

Penalties  for  Frivolous  Conduct 
— In  any  malpractice  action  where 
the  court  determines  there  has 
been  frivolous  conduct  on  the  part 
of  the  plaintiff  or  his/her  legal 
counsel,  the  court  may  award 
attorney’s  fees  to  the  defendant. 

Immunity  for  Non-Profit 
Hospital  Officers,  IVustees  and 
Volunteers  — Any  nonprofit 
hospital  officer,  trustee  or 
volunteer  who  does  not  receive 
compensation  will  not  be  liable  in 
a tort  action  for  negligence  unless 
the  action  was  willful  or  wanton. 


Frivolous  Suits  — In  an  effort 
to  reduce  the  number  of  frivolous 
suits,  the  legislation  provided  that 
following  the  review  of  the  case  by 
a physician,  an  affidavit  be  filed 
certifying  the  merit  of  a case.  The 
penalty  for  the  filing  of  a false 
affidavit  includes  the  assessment  of 
the  defendant’s  costs  and 
attorney’s  fees  against  the  plaintiff, 
his  attorney,  or  both. 

Arbitration  — The  bill  made 
arbitration  permissive  and  non- 
binding. Any  arbitration  awards 
would  not  be  admissible  as 
evidence  in  subsequent  litigation. 

Study  Commission  — In  order 
to  monitor  the  impact  of  the  bill, 
a legislative  study  commission  was 
established  to  determine  the 
success  of  the  legislation  in 
achieving  its  goals  and  determine 
if  further  statutory  changes  are 
necessary. 

Passage  of  House  Bill  327  was  a 
significant  victory  for  organized 
medicine.  The  changes  achieved  in 
the  bill  are  meaningful  not  only  in 
respect  to  the  positive  impact  on 
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medical  professional  liability  cases 
and  the  medical  liability  insurance 
market,  but  also  because  they  were 
achieved  in  a volatile  political 
environment. 

What  made  passage  of  House 
Bill  327  possible  was  the 
tremendous  response  of  individual 
physicians  who  contacted  state 
legislators  in  support  of  House  Bill 
327.  The  impressive  volume  of 
letters  and  telephone  contacts 
generated  by  Ohio’s  physician 
community  highlighted  the 
importance  of  this  issue  to  the 
members  of  the  General  Assembly 
and  the  Governor.  The  OSMA 
appreciates  and  commends  Ohio’s 
physicians  for  their  role  in  this 
successful  campaign. 

Ohio  Supreme  Court 
Decision  Impacts  Medical 
Malpractice  Statutes 

Within  weeks  of  passage  of 
House  Bill  327,  the  Ohio  Supreme 
Court  issued  an  opinion  striking 
down  an  Ohio  law  enacted  in  the 
mid-1970’s  that  required  medical 
malpractice  suits  to  be  filed  within 
four  years  after  the  alleged 
malpractice  occurs.  This  decision, 
rendered  by  a 4-3  vote,  will  have  a 
devastating  effect  on  Ohio 
physicians  and  Ohio  medical 
liability  insurance  carriers.  Justice 
Herbert  R.  Brown  wrote  the 
majority  opinion  for  the  Court, 
with  Justices  Andy  Douglas,  Ralph 
Locher  and  A.  William  Sweeney 
concurring.  Justices  Craig  Wright 
and  Robert  E.  Holmes  and  Judge 
Richard  M.  Markus,  of  the  Ohio 
Court  of  Appeals  (8th  District), 
dissented.  Judge  Markus  was 
sitting  in  for  Chief  Justice  Thomas 
Moyer  who  removed  himself  from 
the  case  since  he  had  presided  on 
the  appeals  court  at  the  time  the 
case  was  in  appeal. 

The  most  immediate  effect  of 
this  decision  was  its  impact  on  the 
Ohio  General  Assembly.  Justice 
Wright,  dissenting  in  the  opinion, 
stated  the  ruling  “creates  a 
constitutional  dilemma  of  severe 
proportions’’  by  telling  the  General 
Assembly  that  legislation  cannot 


be  adopted  in  response  to  what  it 
perceives  as  a crisis. 

This  decision  will  impact  the 
Legislature’s  reaffirmation  of  the 
four-year  statute  of  repose  for 
medical  cases  in  the  newly  passed 
medical  professional  liability  bill. 
House  Bill  327.  Though  the 
decision  was  not  directed  to  the 
language  of  House  Bill  327,  it 
does  establish  precedent  for  any 
future  judicial  scrutiny  of  a statute 
of  repose  as  reaffirmed  in  the  bill. 
However,  other  provisions  of  the 
bill,  including  the  one-year  statute 
of  limitations  following  discovery, 
mandatory  periodic  payments  and 
the  affidavit  to  reduce  frivolous 
suits,  remain  unaltered  and  will 
help  to  ensure  affordable  and 
accessible  medical  liability 
insurance. 

In  the  opinion.  Hardy  v. 
VerMeulen,  the  Ohio  Supreme 
Court  held  the  four-year  statute  of 
repose  unconstitutional  in 
situations  in  which  the  individual 
bringing  the  lawsuit  claims  he  or 
she  could  not  discover  the  injury 
within  the  four-year  time  frame. 
Prior  to  this  ruling,  a medical 
malpractice  case  had  to  be  brought 
within  one  year  from  the  date  the 
patient  reasonably  should  have 
discovered  the  injury,  with  an 
absolute  statutory  limit  of  four 
years  from  the  rendering  of 
medical  services  for  the  filing  of  a 
suit.  The  General  Assembly 
essentially  preserved  this  four-year 
statutory  guideline  with  the 
passage  of  House  Bill  327. 

Hardy  v.  VerMeulen  is  expected 
to  have  a dramatic  effect  on 
medical  liability  insurance  carriers 
who  will  now  have  to  reserve  for 
potential  losses  from  medical 
malpractice  suits  over  an  indefinite 
period  of  time.  This  endless 
exposure  to  the  threat  of  a suit 
will  most  likely  lead  to  an  increase 
in  the  price  of  medical  liability 
insurance  and,  inevitably,  higher 
health-care  costs.  Furthermore, 
legal  experts  are  predicting  that  the 
logic  the  Court  applied  in  ruling 
the  malpractice  statute  of  repose 
unconstitutional  could  very  well  be 
applied  to  other  liability  cases  — 


such  as  personal  injury  and 
product  liability. 

Joint  Underwriting 
Association  Reactivation 
Bill 

Responding  to  a weakened 
environment  for  medical 
professional  liability  insurance  due 
to  the  Hardy  decision.  State 
Representative  Michael  Stinziano 
of  Columbus  introduced  House 
Bill  691  authorizing  the 
reactivation  of  the  Joint 
Underwriting  Association  (JUA) 
for  medical  malpractice  insurance 
in  Ohio. 

House  Bill  691  was  introduced 
to  establish  a mechanism  which 
would  be  in  place  and  could 
respond  quickly  to  a market  shift 
in  the  availability  and  accessibility 
of  primary  coverage  medical 
professional  liability  insurance.  The 
bill  proposed  a safeguard  for  Ohio 
physicians  in  the  event  the 
Legislature  is  not  in  session  at  a 
time  when  the  reactivation  of  the 
JUA  may  be  necessary.  The 
requirements  set  forth  in  the  bill 
would  have  granted  the 
Superintendent  of  the  Ohio 
Department  of  Insurance  with  the 
ability  to  respond  swiftly  by 
administrative  action  to  a deviation 
in  the  medical  professional  liability 
insurance  market. 

The  introduction  of  House  Bill 
691  was  based  on  the  concern  that 
the  current  medical  liability  market 
could  not  pick  up  coverage  for 
physicians  if  one  of  the  major 
carriers  should  pull  cut  of  the 
market.  House  Bill  691  offers  the 
General  Assembly,  the  insurance 
industry  and  organized  medicine 
an  opportunity  to  review  the 
compelling  issues  of  availability 
and  affordability  of  all  lines  of 
medical  professional  liability 
insurance  before  a problem  of 
crisis  proportion  arises. 

While  House  Bill  691  addressed 
problems  of  acquiring  primary 
coverage,  Ohio  physicians  are 
finding  it  difficult  to  obtain 
appropriate  excess  limits  to  ensure 
continued  on  page  30 
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OHIO  STATE  MEDICAL  ASSOCIATION  AlIXIUARY’S 
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SPONSORED  BY  THE  DIVISION  OF  MEDICAL  SOCIETY  RELATIONS  — AMA 

A KEY  CONTACT  TRAINING  SEMINAR 
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Breakfast 

1:30  p.m. 

“We’ll  Kill  It  in  the  Senate’’:  A 

9:00  a.m. 

Introduction/Seminar 

Case  Study/Role  Playing 

Orientation 

2:45  p.m. 

Break 

9:15  a.m. 

The  Political  Environment  for 

3:00  p.m. 

Case  Study  Discussions 

Medicine  — Why  Grassroots 

3:30  p.m. 

Role  Playing  Exercise 

Action  Is  a Necessity 

4:00  p.m. 

Summary  Comments 

9:30  a.m. 

10:15  a.m. 
10:30  a.m. 

The  Job  of  a Key  Contact  — 
Developing  a Productive  Per- 
sonal Relationship  With  Your 
Assigned  Lawmakers 
Break 

Defining  Medicine’s  Future  — 

4:15  p.m. 

Adjournment 

Key  Issues  in  the  Congress 
and  State  Legislature 


CONTINENTAL  BREAKFAST:  Assorted  bakery  breakfast  breads,  butter,  preserves,  choice  of  juice  and 
coffee  or  tea.  LUNCHEON:  Chef’s  soup  of  the  day,  roast  beef,  brie  and  watercress  on  French  bread,  amaretto 
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Yes,  I will  attend  the  “DAY  AT  THE  LEGISLATURE”  on  March  15,  1989 

I will  personally  invite  the  following  State  Senator/State  Representative  to  the  luncheon: 

NAME  

ADDRESS 

CITY  ZIP COUNTY 

I will  be  attending  the  following: 

Continental  Breakfast  Luncheon  Morning  Afternoon  Session 

REGISTRATION  FEE:  $25  (includes  breakfast  and  luncheon,  workshop  materials) 

Make  check  payable  to:  OSMA  Auxiliary 

Sue  Massie,  1001  Mastin  Avenue,  Ironton,  OH  45638 

Include  additional  reservations  on  back.  Reservation  deadline  February  20,  1989. 

For  room  reservations,  contact  the  Hyatt  on  Capitol  Square  614/228-1234.  Identify  yourself  as  OSMA  Aux- 
iliary Seminar  attendee  for  special  $79  single,  $89  double  rate. 
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adequate  medical  professional 
liability  coverage.  Responding  to 
this  problem,  State  Representative 
Stinziano  formed  a study 
committee  composed  of  interested 
parties  to  review  how  this  could  be 
addressed  legislatively.  The  OSMA 
was,  and  remains,  an  active 
participant  of  that  committee.  The 
OSMA  is  utilizing  this  as  an 
opportunity  to  review  what  options 
may  exist  to  utilize  the  JUA  to 
help  provide  relief  from  the 
increased  liability  physicians  and 
their  medical  professional  liability 
insurance  companies  have  had  to 
assume  as  a result  of  Hardy  v. 
VerMeulen.  The  OSMA  also 
continues  to  seek  the  return  of 
approximately  $25  million  that  has 
been  in  the  Stabilization  Reserve 
Fund  since  1975  to  the  physicians 
and  hospitals  who  contributed  to 
the  fund. 


As  in  the  previous  session, 
medical  professional  liability 
remains  a top  priority  of  the 
OSMA  legislative  agenda.  Bills 
dealing  with  this  and  other  aspects 
of  the  liability  issue  may  well  be 
considered  by  the  Ohio  General 
Assembly  during  this  session. 

Mandatory  Medicare 
Assignment 

In  1987,  House  Bill  150  was 
introduced  in  the  Ohio  House  of 
Representatives  proposing  to 
require  the  acceptance  of  Medicare 
assignment  as  a condition  of 
medical  licensure  for  all  physicians 
who  provide  services  to  individuals 
under  the  Medicare  program.  The 
bill,  almost  identical  in  scope  and 
content  to  a Massachusetts  bill 
passed  in  1985,  was  referred  to  a 
House  subcommittee  where  limited 


hearings  were  held.  Though  no 
significant  legislative  action  was 
taken  on  this  measure  in  the  last 
session,  the  concept  of  mandatory 
assignment  is  certain  to  reappear 
before  the  General  Assembly  in 
1989. 

Efforts  to  pass  a mandatory 
assignment  bill  may  be  bolstered  in 
the  next  General  Assembly  by  the 
Ohio  Public  Interest  Campaign 
(OPIC),  the  Nadaresque 
organization  that  opposed  the 
general  tort  reform  movement  in 
general  and  the  medical 
professional  liability  bill  in  specific 
in  the  past  session.  According  to  a 
study  by  Citizen  Action,  a national 
citizens  group  with  which  OPIC  is 
affiliated,  Ohio’s  elderly 
population  supposedly  paid  more 
than  $138  million  in  medical 
charges  above  the  Medicare-set 
rates  in  fiscal  year  1987.  The 
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group,  in  a blatantly  derogatory 
statement  aimed  at  physicians, 
called  for  an  end  to  “subsidizing 
doctor  salaries”  with  money  from 
low-income  groups  and  has 
identified  passage  of  a mandatory 
assignment  bill  as  a priority  for 
this  session. 

AIDS 

Few  health-related  topics  have 
caused  more  public  and 
governmental  concern  than  has  the 
issue  of  Acquired  Immune 
Deficiency  Syndrome  (AIDS)  and 
its  societal  impact.  No  fewer  than 
nine  bills  were  introduced  at  the 
state  level  in  1987  and  1988  to  deal 
with  AIDS.  As  many  bills  are 
anticipated  in  the  next  two  years. 
This  past  session  only  one  bill. 
House  Bill  571,  sponsored  by  State 
Representative  Larry  Adams  of 
Marion,  which  creates  a penalty 
for  knowingly  donating  AIDS- 
contaminated  blood,  completed  the 
legislative  process  before 
adjournment. 

The  most  comprehensive  bill 
dealing  with  AIDS,  Senate  Bill  353 
authored  by  State  Senator  David 
Hobson  of  Springfield,  was  kept 
from  passage  in  the  final  days  of 
session  primarily  due  to  the  costs 
involved  in  instituting  many  of  the 
proposals  included  in  the  measure. 

Senate  Bill  353  would  have 
established  the  authority  of  the 
Director  of  the  Ohio  Department 
of  Health  to  develop  and 
administer  a surveillance  system  to 
determine  the  number  of  AIDS 
cases  and  the  HIV  infection  rate, 
counseling  and  testing  programs,  a 
partner  notification  system  to  alert 
and  counsel  sexual  contacts,  risk 
reduction  and  education  programs, 
pilot  programs  for  the  care  of 
persons  with  AIDS  in  alternative 
community  settings,  programs  to 
expand  regional  outpatient 
treatment,  and  a program  to  assist 
communities  in  establishing  AIDS 
task  forces. 

The  bill  also  would  have  set  up 
provisions  regarding  the  penalty 
for  negligent,  intentional  or 
reckless  violations  of  the  informed 


consent  for  testing  and  disclosure 
of  test  results;  added  requirements 
for  operating  a community 
alternative  home;  and  provided 
that  the  definition  of  “handicap” 
includes  a contagious  disease  or 
infection  that  does  not  pose  a 
substantial  risk  to  others. 

Though  Senate  Bill  353  was  not 
enacted  last  year  by  the  General 
Assembly,  legislation  patterned 
after  this  bill  is  anticipated  in  the 
new  session. 

Infectious  Medical  Waste 
Legislation 

Effective  August  10,  1988,  Ohio 
physicians,  dentists,  veterinarians, 
hospitals  and  clinics  disposing  of 
infectious  medical  waste  are 
required  to  meet  statutory 
requirements  established  in  Senate 
Bill  243,  sponsored  by  State 
Senator  Gary  Suhadolnik  of 
Parma  Heights. 

All  generators  of  infectious 
medical  waste  are  required  to 
contain  sharps  (hypodermic 
needles,  syringes,  scalpel  blades 
and  glass  articles  that  have  been 
broken)  in  rigid,  tightly  closed, 
puncture  resistant  containers.  If 
the  sharps  waste  has  been 
disinfected,  the  containers  are 
required  to  be  labeled  “sharps” 
and,  if  the  sharps  waste  has  not 
been  disinfected,  the  containers  are 
required  to  be  conspicuously 
labeled  with  the  international 
biohazard  symbol.  All  generators 
of  infectious  medical  waste  are 
also  required  to  disinfect  all 
specimen  cultures  and  cultures  of 
viable  infectious  agents  on  the 
premises  where  generated  to  render 
such  waste  noninfectious  or  to 
transport  such  waste  to  a treatment 
facility  for  treatment. 

The  OSMA  was  successful  in 
persuading  legislators  to  include  a 
separate  set  of  less  stringent 
standards  in  the  bill  for  small 
generators  permitting  generators  of 
less  than  50  pounds  of  infectious 
medical  waste  per  month  to  place 
sharps  containers  and  disinfected 
cultures  in  regular  waste  for 
disposal. 


Persons  generating  50  pounds  of 
infectious  medical  waste  per  month 
or  more  are  required  to  register 
with  the  Ohio  Environmental 
Protection  Agency  and  obtain  a 
registration  certificate.  The 
registration  certificate  fee  is  $300 
and  payable  at  the  time  of 
applying  for  the  certificate.  The 
registration  certificate  is  valid  for 
three  years.  More  extensive 
regulations  are  established  for 
individuals  and  entities  generating 
50  or  more  pounds  of  infectious 
medical  waste  per  month. 

Though  enacted  in  1988, 
regulatory  actions  are  anticipated 
to  continue  well  into  1989.  The 
Ohio  Environmental  Protection 
Agency  and  the  Ohio  Public 
Health  Council  will  be 
promulgating  regulations  which 
will  further  define  requirements 
outlined  by  the  bill  for  the 
disposal  of  infectious  medical 
waste. 

Universal  Health  Security 
Legislation 

House  Bill  927,  patterned  after 
Massachusetts’  Universal  Health 
Security  Act,  was  introduced  in  the 
General  Assembly  in  1987  by  State 
Representative  Robert  F.  Hagan  of 
Youngstowji.  Prompted  by  reports 
of  the  newly  enacted 
Massachusetts  law  and  a study 
indicating  insufficient  health 
insurance  coverage  for  some 
Ohioans  prepared  by  the  Ohio 
Public  Interest  Campaign  (OPIC), 
the  bill  was  introduced  but  no 
hearings  were  held  on  the  measure 
during  the  last  session.  However, 
due  to  the  considerable  attention 
given  this  issue  during  the 
presidential  campaigns  of  1988,  a 
bill  is  expected  to  be  introduced 
early  in  1989. 

House  Bill  927  would  make 
health  insurance  available  to  most 
Ohioans  by:  taxing  employers  who 
are  unwilling  to  pay  directly  for 
their  employees  health  coverage; 
compelling  state  universities  to  pay 
for  college  students’  health 
coverage;  and  creating  special 
pools  of  funds  to  assist  small 
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businesses  and  unemployed  persons 
to  obtain  health  coverage.  This 
lengthy,  complex  bill  also  contains 
sections  rewriting  a recently 
enacted  law  which  redistributes 
uncompensated  care  costs  among 
hospitals  and  creates  new  law 
regulating  preferred  provider 
arrangements. 

OPIC,  the  self-appointed 
consumer  advocacy  group, 
endorsed  this  proposal  even  before 
introduction  of  the  bill.  The 
business  community  is  expected  to 
oppose  a universal  health  security 
proposal  because  of  the  significant 
costs  to  business  of  mandating 
health  coverage.  Organized 
medicine  will  closely  monitor  any 
such  proposal. 

Health  Maintenance 
Organizations 

As  Health  Maintenance 
Organizations  (HMOs)  gain  a 
larger  share  of  Ohio’s  health-care 
market,  they  are  likely  to  be  the 
subject  of  greater  legislative 
scrutiny  in  coming  years.  In  an 
increasingly  competitive  health-care 
market,  it  is  inevitable  that  some 
HMO’s  will  fail,  leaving  their 
subscribers  without  coverage  and 
providers  unpaid.  The  General 
Assembly  is  likely  to  attempt  to 
protect  subscribers  and  providers 
with  legislation  which  will  call  for 
closer  monitoring  and  greater 
regulation  of  HMO  activities. 

The  General  Assembly  attempted 
to  address  HMO  issues  in  1988  by 
focusing  on  House  Bill  543,  a bill 
to  revise  much  of  Ohio’s  law 
regulating  HMOs.  The  bill  was 
introduced  by  State  Representative 
Michael  Stinziano  of  Columbus. 
For  months,  representatives  of  the 
Ohio  HMO  Association,  the  Ohio 
Department  of  Insurance,  the  Ohio 
Department  of  Health,  and  the 
Ohio  Department  of  Human 
Services  met  to  negotiate 
provisions  of  the  bill  in  an  effort 
to  reach  agreement.  OSMA 
monitored  the  discussions  and 
participated  on  several  issues  of 
special  concern  to  physicians. 

These  attempts  to  resolve 


differences  among  the  groups  was 
not  accomplished  prior  to 
adjournment,  but  a bill  is 
anticipated  when  the  General 
Assembly  reconvenes  this  month. 

Allied  Health  Practitioners 

As  in  past  sessions,  the  various 
allied  health  practitioners  will  be 
prominent  in  the  118th  General 
Assembly.  Many  health-care  groups 
proposed  legislation  in  1987  and 
1988  covering  a broad  spectrum  of 
issues.  Those  proposals  will  be 
returning  for  consideration  in 
1989,  warranting  close  scrutiny  by 
organized  medicine. 

House  Bill  529,  revising  the 
Nurse  Practice  Act,  became 
effective  June  14,  1988.  The  bill, 
sponsored  by  State  Representative 
Judy  Sheerer  of  Shaker  Heights, 
increased  the  authority  of  the  State 
Nursing  Board  to  discipline  nurses; 
revised  the  definitions  of  the 
“practice  of  registered  nursing’’ 
and  the  “practice  of  licensed 
practical  nursing’’;  retained  the 
prohibition  of  nurses  from 
practicing  medicine  or  surgery; 
placed  nurse  mid-wives  under  the 
State  Nursing  Board;  required  all 
nurses  to  complete  24  hours  of 
continuing  education  every  two 
years;  and  revised  the  composition 
of  the  State  Nursing  Board. 

Though  a legislative  proposal  in 
1985  generated  considerable 
opposition  from  the  medical 
community,  in  1988  House  Bill  529 
was  supported  by  the  OSMA 
because  the  OSMA  was  able  to 
keep  all  controversial  provisions 
out  of  House  Bill  529  such  as 
“nursing  diagnosis,’’  prescription 
authority  for  nurses,  extensive 
expansion  of  the  scope  of  practice 
of  registered  nurses,  and  the 
removal  of  the  prohibition  on 
nurses  to  practice  medicine  or 
surgery. 

During  the  past  session, 
chiropractors  and  psychologists 
each  had  legislation  sponsored  to 
expand  their  scope  of  practice  into 
the  hospital  setting.  These  same 
legislative  proposals  are  anticipated 
in  this  session. 


Bolstered  by  a 1987  Illinois 
court  decision,  Wilk  v.  AMA,  in 
which  a federal  judge  issued  an 
opinion  finding  the  AMA  had 
engaged  in  an  unlawful  conspiracy 
to  restrain  trade  by  means  of  a 
boycott  of  chiropractors,  the  Ohio 
State  Chiropractic  Association  will 
most  likely  step  up  attempts  to 
pass  a state  law  giving 
chiropractors  the  right  to  admit 
patients  to  hospitals.  It  is 
anticipated  that  the  chiropractor’s 
legislative  program  could 
concentrate  on  a bill  similar  to 
House  Bill  149  of  last  session, 
which  would  require  hospitals  to 
grant  chiropractors  access  to 
outpatient  diagnostic  procedures. 
Using  this  as  its  base,  the  Ohio 
State  Chiropractic  Association 
would  like  to  pursue  passage  of  a 
state  law  requiring  hospitals  to 
allow  chiropractors  to  have 
admitting  privileges. 

Also  seeking  hospital  staff 
privileges  will  be  psychologists. 
Introduced  in  last  session.  House 
Bill  460  would  prohibit  the 
governing  board  of  any  hospital 
from  discriminating  against  a 
psychologist  in  acting  upon 
applications  for  staff  membership 
and  privileges.  Though  not 
enacted,  this  bill  was  overwhelming 
passed  by  the  Ohio  House  of 
Representatives  and  will  certainly 
be  introduced  as  new  legislation  in 
1989. 

Other  allied  health-care 
practitioners  who  will  likely  come 
to  the  Legislature  to  expand  their 
authority  to  practice  will  include: 
physical  therapists,  respiratory 
therapists  and  radiation 
technologists.  There  will  also  be 
issues  dealing  with  the 
credentialing  of  allied  health-care 
professionals  and  medical  quackery 
in  the  new  session. 

Ohio’s  Biennial  Budget 

As  is  true  with  the  first  year  of 
any  biennial  legislative  session,  the 
state’s  budget  will  be  a primary 
focus  of  the  Legislature  in  1989. 
The  multibillion  dollar  state 
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Endangered  Species 


The  American  physician  isn’t  extinct,  but  your  freedom  to  practice  medicine  is  endangered.  Increasing  government 
intervention  is  threatening  the  quality  of  medicine  — and  your  right  to  function  as  an  independent  professional.  The 
state  and  federal  governments,  responding  to  a myriad  of  cost-containment  pressures,  have  taken  a greater  role  in 
legislating  reimbursement  methods,  payment  levels  and  even  access  to  care. 

But  you  can  fight  back.  Your  best  weapon  is  OMPAC  — the  pohtical  action  committee  of  the  Ohio  State  Medical 
Association.  You  can  be  an  active  part  of  this  force  that  effectively  delivers  medicine’s  message  to  your  elected 
representatives.  Through  OMPAC,  you  can  support  candidates  and  legislators  whose  voting  records  and  personal 
philosophies  clearly  indicate  a willingness  to  listen  to  and  support  your  views. 

Support  OMPAC  with  an  investment  in  the  collective  strength  of  organized  medicine.  Make  an  investment  for 
yourself,  your  patients  and  your  profession. 


OMPAC 

The  Political 
Action  Committee 
of  the 

Ohio  State  Medical 
Association 


Clip  and  Mail 

Please  enroll  me  as  a Sustaining  member  of  OMPAC.  Enclosed  is  my  check 

for  $125. 

Better  yet,  enroll  both  my  spouse  and  me  as  members.  Enclosed  is  our 

check  for  $200  for  our  Family  Sustaining  Membership 

Name  

Address  

City  / State  / Zip 


Make  check  payable  to:  OMPAC 

Mail  to:  OMPAC,  4200  Dublin  Road,  Columbus,  OH  43026 

OMPAC  is  a separate  segregated  fund  established  by  the  OSMA.  It  is  coimected  with  AMPAC«  a separate  segregated  fund  of  the  AMA.  Vduntary  contributions  to  OMPAC  should  be  written  on  personal  checks. 
Contributions  are  not  limited  to  the  suggested  amount.  Neither  AMA,  OSMA  nor  county  medical  societies  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure  to  make  PAC  contributions. 
Voluntary  pcditical  contributioas  are  subject  to  the  limitations  of  FEC  regulations.  This  solicitation  by  OMPAC  is  not  authorized  by  any  candidate  or  candidate’s  committee. 
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budget  will  include  various  items 
of  interest  and  concern  to 
physicians.  Though  specific 
provisions  are  unknown  at  this 
writing,  it  is  most  certain  that  the 
Medicaid  appropriation  will  be  of 
extreme  interest  to  the  health-care 
community. 

In  August  1988,  the  Ohio 
Department  of  Human  Services 
announced  the  likelihood  of  cuts 
to  providers  of  Medicaid  services 
in  1989  due  to  an  expected 
Medicaid  deficit.  The  1988 
expenditures  in  Ohio’s  Medicaid 
program  were  running  an  estimated 
$155  million  over  appropriations  of 
state  and  federal  funds. 

Representatives  of  the 
Department  attributed  the 
Medicaid  deficit  to  increased 
provider  billings,  the  use  by 
recipients  of  more  health-care 
services  than  anticipated,  the 
increased  cost  of  Medicaid 
services,  and  a delay  in 
implementation  of  certain  cost 
containment  initiatives.  Of  the 
dollars  spent  for  Medicaid, 
approximately  three  of  every  four 
dollars  (75%)  of  all  Medicaid 
spending  is  attributed  to  hospital 
and  nursing  home  costs. 

During  legislative  hearings  on 
how  to  address  the  anticipated 
Medicaid  deficit,  testimony  was 
presented  on  behalf  of  physicians 
by  the  OSMA.  Representing 
organized  medicine  were  John  F. 
Kroner,  Jr.,  MD,  Eighth  District 
Councilor  for  the  OSMA;  Janet 
Bixel,  MD,  of  Columbus,  President 
of  the  Ohio  Society  of  Internal 
Medicine;  Rick  Ayish,  Associate 
Executive  Director  and  Director  of 
the  Department  of  Legislation  of 
the  OSMA;  and  Tom  Bishop, 
Executive  Director  of  the  Smith 
Clinic  in  Marion. 

OSMA’s  testimony  presented  an 
overview  of  physicians’  concerns 
with  the  Medicaid  program  and 
highlighted  that  the  Ohio  State 
Medical  Association  was  taking  the 
opportunity  to  re-evaluate 
physician  involvement  in  the  Ohio 
Medicaid  program.  It  was  stressed 
that  if  physicians  were  to  continue 
to  be  involved  in  the  Medicaid 


program,  incentives  would  have  to 
be  created  to  stimulate  physician 
participation  in  the  program  and 
that  disincentives  would  have  to  be 
eliminated.  Testimony  highlighted 
problems  with  the  inadequate 
Medicaid  reimbursement  rate, 
which  reimburses  physicians  from 
30%  to  60%  of  their  usual, 
customary  and  reasonable  charges, 
depending  on  the  service.  It  was 
pointed  out  to  the  committee  that 
Medicaid  reimbursement  rates  were 
not  keeping  pace  with  rising 
physicians’  overhead  costs  and  that 
physicians  had  received  only  two 
reimbursement  increases  in  the  last 
20  years. 

The  issue  of  adequately  funding 
Medicaid  will  remain  in  the 
forefront  of  budget  negotiations 
during  1989.  Although  only  one  of 
many  items  vying  for  state  dollars, 
Medicaid  and  other  health-care 
issues  will  command  considerable 
attention  because  of  the  significant 
number  of  dollars  involved. 

Medical-Ethical  Issues 

This  past  General  Assembly  was 
no  stranger  to  sensitive,  yet  volatile 
medical-ethical  issues.  Nor  shall 
such  issues  be  avoided  in  the  next 
General  Assembly. 

The  concept  of  “death  with 
dignity”  or  living  wills  has  been 
before  the  Ohio  General  Assembly, 
in  one  legislative  form  or  another, 
for  almost  10  years.  The  most 
recent  legislative  measures  would 
establish  requirements  for  the 
drafting  and  the  implementation  of 
a living  will  in  Ohio  and  would 
have  granted  immunity  to 
physicians  who  comply  with  a 
living  will.  The  bills  proposed  to 
go  beyond  a true  living  will 
situation  and  set  guidelines  for 
instances  where  no  living  will 
exists,  but  life  sustaining  treatment 
could  be  withheld.  The 
introduction  of  a living  will  bill  is 
anticipated  in  the  118th  General 
Assembly. 

The  Legislature  also  had  before 
it  a measure  to  establish  a power 
of  attorney  for  health  care  whereby 
an  individual  may  legally  grant  to 


another  person  the  power  of 
attorney  to  decide  whether  to 
withhold  health  care  for  the 
appointing  person.  This  bill  also 
did  not  pass  and  will  most  likely 
be  introduced  in  the  new  session  as 
an  option  for  the  determination  of 
health-care  decisions  for 
individuals  unable  to  make  such 
decisions  for  themselves. 

Another  bill  would  have  allowed 
a physician,  with  the  consent  of  a 
parent,  to  declare  an  anencephalic 
infant  legally  dead  and  then 
artificially  sustain  the  respiration 
and  circulation  of  the  infant  in 
order  to  use  the  infant’s  body  for 
the  purpose  of  the  donation  of 
organs.  Under  current  Ohio  law 
the  definition  of  death  would 
prohibit  organ  donations  from  an 
anencephalic  infant.  Considerable 
attention  was  given  this  proposal, 
but  no  final  resolution  was 
achieved  by  Ohio’s  legislators.  This 
issue  may  return  for  consideration 
in  1989. 

One  of  the  most  controversial 
medical-ethical  bills  to  be 
considered  by  the  General 
Assembly  was  House  Bill  63, 
which  proposed  to  eliminate  the 
exemption  for  spiritual  treatment 
through  prayer  from  the  statutory 
definition  of  a neglected  child. 

The  bill,  authored  by  State 
Representative  Paul  Jones  of 
Ravenna,  would  not  disallow  the 
use  of  spiritual  treatment,  nor 
would  it  eliminate  the  parents’  role 
in  determining  treatment  for  their 
children  in  most  circumstances. 

The  measure  simply  would  extend 
to  those  children  treated  spiritually 
the  same  statutory  protection 
granted  to  the  majority  of  Ohio’s 
children.  Opposed  primarily  by 
Christian  Scientists,  the  bill  failed 
to  pass  the  Legislature  in  the  past 
session,  but  in  all  likelihood  will 
reappear  on  the  legislative  docket 
for  1989-1990. 

Bills  Passed  During  the 
117th  General  Assembly 

The  following  health-care  bills 
were  passed  by  the  just-concluded 
117th  Ohio  General  Assembly: 
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House  Bill  1 — General  Tort 
Reform  and  Insurance  Reform, 
effective  1-5-88 
House  Bill  12  — Temporary 
Handicapped  Parking  Card, 
effective  9-10-87 

House  Bill  86  — Hospital  Data 
Disclosure,  effective  10-1-87 
House  Bill  148  — State  Health 
District  Subsidy  Funds,  effective 
9-9-88 

House  Bill  171  — Biennial  Budget, 
effective  7-1-87 
House  Bill  253  — Residents’ 

Rights  in  Continuing  Care 
Facilities,  effective  10-20-87 
House  Bill  273  — Report  Burn 
Injuries,  effective  9-10-87 
House  Bill  301  — Long-Term  Care 
Certificate  of  Need,  effective 

9- 28-87 

House  Bill  327  — Medical 
Liability  Reform,  effective 

10- 20-87 

House  Bill  499  — Certificate  of 
Need,  effective  6-30-87 
House  Bill  526  — Dental  Practice 
Act,  effective  6-29-88 
House  Bill  529  — Nurse  Practice 
Act,  effective  6-14-88 
House  Bill  571  — Felony  Penalty 
for  Donation  of  AIDS- 
Contaminated  Blood,  Awaiting 
Gubernatorial  Action 
House  Bill  593  — Insurance 
Fraud,  effective  6-9-88 
House  Bill  611  — Regulation  of 
Long-Term  Care  Insurance, 
effective  9-14-88 

House  Bill  738  — Hospital  Care 
Assurance  Program,  effective 
7-20-88 

House  Bill  790  — Vital  Statistics, 
Awaiting  Gubernatorial  Action 
House  Bill  815  — Sovereign 
Immunity  for  Immunizations, 
Awaiting  Gubernatorial  Action 
House  Concurrent  Resolution  35 
— Long-Term  Care  Insurance 
Task  Force,  effective  5-17-88 
Senate  Bill  77  — Hearing 
Screening  for  Newborns, 
effective  6-29-88 
Senate  Bill  98  — Certificate  of 
Need  Board  Membership, 
effective  6-30-87 

Senate  Bill  122  — Correct  Clerical 
Errors  in  Medical  Practice  Act, 
effective  4-2-87 


Senate  Bill  124  — Selective 
Contracting,  effective  10-1-87 
Senate  Bill  156  — Reorganize 
Department  of  Mental  Health, 
effective  3-28-88 
Senate  Bill  169  — Third-Party 
Prompt  Pay  to  Providers, 
effective  6-29-88 
Senate  Bill  176  — 
Mechanotherapists,  effective 
7-20-88 

Senate  Bill  196  — Medicaid 
Audits,  effective  10-20-87 
Senate  Bill  239  — Health 
Insurance  Regarding  Adopted 
Children,  Awaiting 
Gubernatorial  Action 
Senate  Bill  241  — Medical 
Assistance:  Former  ADC 
Recipients,  effective  7-20-88 
Senate  Bill  243  — Infectious 
Medical  Waste  Disposal, 
effective  8-10-88 

Senate  Bill  300  — License  Practice 
of  Respiratory  Therapy,  Awaiting 
Gubernatorial  Action 
Senate  Bill  339  — Prohibit 
Students  Smoking  in  Schools, 
effective  7-20-88 
Senate  Joint  Resolution  8 — 

Mental  Health,  Alcoholism  and 
Chemical  Dependency  Treatment 
Task  Force,  adopted  5-6-87 
Senate  Resolution  154  — Expresses 
the  Ohio  General  Assembly’s 


support  for  a tobacco-free  young 
Ohio  by  year  2000,  adopted  by 
the  Ohio  Senate  May  6,  1987 
This  review  of  legislation  from 
the  past  two  years  and  a prognosis 
of  what  to  expect  from  the  coming 
two  years  is  by  no  means  all 
encompassing.  Health  care  has 
been  and  will  remain  a significant 
portion  of  the  legislative  and 
regulatory  agenda  for  government 
at  all  levels.  With  approximately 
10%  of  all  bills  introduced  at  the 
state  level  impacting  physicians  and 
their  patients  in  some  form,  it  is 
impossible  to  detail  all  in  one 
writing.  However,  the  OSMA 
Department  of  Legislation  stands 
willing  and  ready  to  provide 
information  on  any  legislative  issue 
of  interest  to  OSMA  physician 
members.  The  OSMA  is  your  eyes 
and  ears  in  the  Ohio  General 
Assembly,  but  physicians  and  their 
spouses  represent  the  front  line  for 
organized  medicine  in  the  local 
legislative  districts.  Working 
together,  medicine’s  message  can 
and  will  be  delivered  effectively  to 
Ohio’s  elected  officials.  OSMA 


The  OSMA  Department  of 
Legislation. 


Changes  in  OSMA  Legislative  Staff 


In  this  next  session,  the 
OSMA’s  legislative  activities 
will  be  managed  by  John  Van 
Doom,  Director,  and  Cynthia 
Snyder,  Associate  Director  of  the 
OSMA’s  Department  of 
Legislation.  Van  Doom  has  served 
as  OSMA’s  Director  of  State 
Legislation  for  the  past  several 
years  while  Snyder  is  new  to  the 
OSMA  staff.  She  comes  to  the 
OSMA  from  an  Ohio  nursing 
home  group  where  she  served  as 
that  organization’s  chief  lobbyist, 
and  she  has  also  worked  as  a 
budget  analyst  for  the  Ohio 
Legislature. 

To  complement  its  legislative 
staff,  OSMA  has  contracted  with 
an  independent  lobbying  firm 
composed  of  two  former  OSMA 
lobbyists:  Rick  Ayish  and  Carolyn 


Towner.  Their  firm,  Ohio  Capital 
Policy  Consultants,  has  been 
assigned  several  bills  of  high 
priority  to  the  OSMA. 

Kathy  Wehe  has  also  joined  the 
legislative  staff  as  the  coordinator 
of  the  Federal  Key  Contact 
Program.  This  program,  which  is 
funded  by  a special  grant  from 
the  AM  A and  AMPAC,  is 
designed  to  improve  the  contact 
between  Ohio  physicians  and  their 
congressional  representatives. 

In  addition,  Kent  Studebaker, 
formerly  Associate  Director  of 
State  Legislation,  has  been 
promoted  to  Director  of  Medical 
Specialty  Society  Relations.  His 
departure  from  the  Department  of 
Legislation  will  occur  gradually  in 
order  to  assure  a smooth  transition 
for  the  OSMA’s  lobbying  team. 
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The  AIDS  Report  From  the 
1988  OSMA  Clinical  and 


Scientific  Meeting 


A report  from  a New  York  City 
physician  on  treating  AIDS  ...  an 
updated  look  at  the  pathology  of 
the  disease  . . . psychological 
guidelines  for  treating  AIDS 
patients  and  their  families  — these 
were  highlights  of  a presentation 
on  AIDS,  recently  given  at  the 
1988  OSMA  Clinical  and  Scientific 
Conference  in  Cincinnati. 

Thomas  J.  Halpin,  MD,  Bureau 
Chief  of  Preventive  Medicine  at 
the  Ohio  Department  of  Health 
and  Chairman  of  the  State 
Advisory  Committee  on  AIDS, 
prefaced  the  Cincinnati  conference 
with  a brief  report  on  the  state  of 
AIDS  in  Ohio.  As  of  November  1, 
1988,  he  says,  there  have  been 
1,040  cases  of  AIDS  in  the  state. 
By  1991,  that  number  is  expected 
to  jump  to  5,000.  “Things  are 
going  to  change  very  rapidly,”  he 
predicts. 

In  some  respects,  Ohio  is  rising 
to  the  challenges  of  the  future. 
There  are  now  15  AIDS  testing 
and  counseling  sites  in  Ohio.  A 
new  study  has  been  set  in  place  to 
screen  newborns  in  Ohio  — a 
concept  which  was  approved  by 
the  Centers  for  Disease  Control, 
Dr.  Halpin  reports. 

But  we  must  all  keep  in  mind 
that  behind  the  number  of  actual 
AIDS  cases  in  Ohio  lurks  an  even 
larger  number  of  HIV-infected 
individuals.  “AIDS  is  only  the 
most  severe  endpiece  of  the  whole 
spectrum  of  HIV  infection,”  he 
says. 

The  first  conference  speaker  was 


uniquely  qualified  to  share  a 
firsthand  perspective  of  AIDS, 
being  from  a “city  caught  in  the 
middle  of  the  disease”  — New 
York  City.  Of  the  76,000  cases  of 
AIDS  in  the  U.S.,  over  17,000 
cases  have  been  in  New  York  City, 
reports  Gary  P.  Wormser,  MD, 
Professor  of  Medicine  at  New  York 
Medical  College.  To  put  these 
numbers  into  some  perspective, 
consider  that  one  hospital  in  NYC 
has  treated  8%  of  the  country’s 
AIDS  patients.  There  are  35 
affiliate  hospitals  in  NYC  active  in 
treating  HIV  infection,  with  the 
Metropolitan  Hospital  in  New 
York  treating  200  cases  per  year. 

Dr.  Wormser  opened  his 
presentation  with  some  slides:  the 
first,  a large  scarlet  A, 
representative  of  AIDS  as  the 
scarlet  letter;  the  second,  a 
magnified  picture  of  the  AIDS 
logo  of  the  World  Health 
Organization.  The  logo  is  a strange 
and  thought-provoking  depiction 
of  the  disease,  a skeleton  head  — 
similar  to  the  death  mask  on  a 
bottle  of  poison. 

In  many  ways  we  have  tried  to 
frighten  ourselves  and  others  into 
sensible  behavior.  But  we  have  also 
tried  to  approach  the  subject  with 
humor.  Dr.  Wormser  says.  His  next 
slide  was  a cartoon  of  the  “kissing 
bandit”  — an  outlaw  who  is  now 
reformed  and  known  as  the 
“hugging  bandit.”  Although  AIDS 
has  not  been  found  to  be 
transmitted  by  kissing,  “The 
epidemic  of  HIV  infection  has 


Thomas  J.  Halpin,  MD,  addresses 
physicians  at  the  OSMA  AIDS 
conference. 


changed  our  lives,”  he  says,  from 
the  social  scene  to  the  medical 
community  to  our  relationships 
with  others. 

One  of  the  more  telling  remarks 
by  Dr.  Wormser  — a statement  as 
grim  as  the  AIDS  logo  — “I  don’t 
see  the  epidemic  disappearing 
during  our  lifetime  or  that  of  our 
children.”  It’s  a prediction  that 
suggests  that  things  are  going  to 
get  worse  — for  a long  time  to 
come  — before  they  get  better. 

But  Dr.  Wormser  presented  this 
comment  as  a kind  of  challenge  of 
sorts,  a challenge  especially 
appropriate  for  states  such  as  Ohio 
that  will  have  to  step  up  efforts  to 
cope  with  the  increasing  number 
of  AIDS  cases  in  the  next  several 
years.  “It  is  time  to  come  to  grips 
with  the  disease,  to  face  up  to  it, 
for  there  is  no  quick  fix.” 

Projections  for  the  future  — the 
near  future,  the  right-around-the- 
corner  future  — are  grim.  In  the 
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seven  to  eight  years  of  the  disease’s 
estimated  existence,  there’s  been 
approximately  76,000  cases  of 
AIDS  in  the  U.S.  But  according  to 
Dr.  Wormser,  there  will  be  70,000 
additional  cases  of  AIDS  in  the 
year  1991  alone.  “Whatever  impact 
the  epidemic  has  had  so  far  will  be 
further  exaggerated  by  1991,”  he 
predicts. 

On  the  positive  side,  evidence 
continues  to  support  the  concept 
that  casual  contact  does  not  cause 
AIDS,  he  says.  Serosurveys  of 
families  and  friends  in  close 
contact  with  AIDS  patients 
indicate  that  casual  contact  does 
not  increase  their  risk  of  AIDS. 
The  bottom  line:  If  you  are  not  a 
sex  partner  or  a needle-sharer  of 
an  AIDS-infected  person,  or  a 
child  born  to  an  AIDS  infected 
mother,  you  will  not  be  infected. 
Dr.  Wormser  says.  This  goes  for 
babies  sharing  the  same  crib, 
AIDS-infected  chimps  sharing  the 
same  cage,  and  roommates  and 
family  members  living  with  AIDS 
patients. 

On  the  other  hand,  individuals 
should  become  aware  that  female- 
to-male  sexual  transmission  does 
occur  and  take  proper  precautions, 
he  says.  The  misconception  is  that 
this  type  of  transmission  is 
extremely  rare;  studies  show 
infection  will  occur  in  as  many  as 
50<^7o  of  the  cases. 

Clinical  issues 

AIDS  is  a retrovirus,  an  RNA- 
containing  virus  that  reverses  the 
general  course  of  cell  reproduction, 
says  Dr.  Wormser.  But  it  is  a 
difficult  disease  to  diagnose 
because  of  its  uncertain  course  and 
multiple  symptoms. 

The  process  of  HIV  infection 
begins  with  the  onset  of  an  acute 
illness  with  general  symptoms  of 
malaise  and  fever.  At  this  time, 
some  individuals  may  go  into 
clinical  latency.  They  may  go  on 
living  normal  lives,  but  HIV 
continues  to  remain  in  the  body 
and  after  several  years  may 
replicate  until  it  manifests  as 
AIDS,  Dr.  Wormser  explains. 
Approximately  5 •Vo  per  year  go  on 


to  develop  AIDS,  while  others  will 
develop  AIDS-Related  Complex 
(ARC). 

Another  difficulty  in  the 
treatment  of  AIDS  is  the 
uncertainty  of  its  natural  history. 

It  is  difficult  to  predict  outcomes 
— how  long  has  the  patient  had 
the  infection,  how  long  is  the 
patient  going  to  live? 

Some  specific  areas  of  concern 
in  treating  AIDS:  (1)  the  insidious 
course  of  the  disease;  (2)  its 
multiplicity.  AIDS  may  present  as 
many  different  infections;  the 
patient  could  have  five  separate 
diseases  at  the  same  time.  Dr. 
Wormser  explains.  Even  if  you 
identify  one  opportunistic  disease, 
continue  to  look  for  others,  he 
advises;  (3)  AIDS  is  treatable,  but 
not  curable.  We  can  suppress  the 
infection,  but  when  it  comes  back, 
it  may  be  even  more  serious; 

(4)  drug  toxicity,  which  is  a more 
common  problem  in  AIDS  patients 
than  in  other  patient  populations. 

The  ability  to  recognize  and 
treat  the  disease  and  prevent  other 
opportunistic  diseases  is 
imperative.  Dr.  Wormser  continues. 
Pneumocystis  carinii  pneumonia 
(PCP),  the  most  common  of  the 
AIDS-related  infections,  can  be 
prevented  and  treated  by 
medication  such  as  Trimethoprim- 
Sulfamethoxazole.  “I  guarantee 
that  you’ll  never  see  a case  of  PCP 
if  your  patient  takes  one  double- 
strength tablet  of  Trimethoprim- 
Sulfamethoxazole  every  other  day,” 
he  says. 

Other  drugs  that  he  recommends 
for  Pneumocystis  AIDS  treatment: 
pentamidine  isothionate,  although 
he  says  to  watch  for  hypoglycemia 
with  this  drug,  and  trimetrexate.  In 
all  cases  he  warns  about  watching 
for  toxicity  and  allergic  reactions. 

In  fact,  about  50Vo  of  patients  will 
have  to  be  changed  from  one  drug 
to  another  to  avoid  toxicity.  But 
according  to  Dr.  Wormser,  drug 
toxicity  is  easier  to  deal  with  than 
the  disease. 

The  HIV  patient 

If  one  of  your  patients  is  HIV 
positive,  what  lab  parameters 


Gary  Wormser,  MD,  Professor  of 
Medicine  at  the  New  York  Medical 
College. 


should  you  be  looking  for?  “I 
watch  the  T-cell  count,”  he  says. 
“As  the  T-cell  count  falls,  I get 
more  and  more  nervous  and  start 
to  suggest  intervention.”  If  the 
count  falls  below  200  — when 
PCP  often  sets  in  — use  AZT,  he 
adds. 

Tracking  antigen  levels  may  be 
another  way  to  determine 
treatment  and  drug  dosages.  The 
percent  of  the  increase  of  antigens 
in  the  blood  may  parallel  the  route 
of  asymptomatic  HIV  infection  to 
ARC  or  AIDS,  he  suggests. 

In  addition,  continue  to  look  for 
other  infectious  diseases  such  as 
syphilis.  It’s  also  important  to 
look  in  the  mouth;  it’s  a good  tip 
off  to  some  of  the  AIDS 
opportunistic  infections,  he  adds. 

Kaposi’s  sarcoma 

If  this  condition  is  not  life- 
threatening,  just  watch  it.  Dr. 
Wormser  advises.  Chemotherapy 
can  be  harmful,  and  can  make  the 
use  of  AZT  and  other  drugs 
difficult.  However,  radiation  is 
sometimes  used  for  cosmetic 
reasons,  he  points  out. 

Herpes 

Both  genital  and  non-genital 
herpes  are  treatable  with 
medication,  although  relapses  may 
occur  when  the  drug  regimen  ends. 
Physicians  may  want  to  prescribe  a 
topical  medication,  he  says.  Herpes 
infections  may  be  prevented  with  a 
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low  dose  medication  that’s 
prescribed  over  long  periods  of 
time,  although  some  patients  may 
build  up  an  immunity  to  the  drug, 
he  says. 

If  perianal  ulcers  are  present 
consider  AIDS  in  the  diagnosis. 
The  ulcers  may  be  herpes  and  are 
treatable  with  drugs. 

Cytomegalovirus 

Cytomegalovirus  is  frequently  a 
sight-threatening  disease  in  HIV 
infected  persons  and  should  always 
be  treated,  he  emphasizes. 

Oral  candidiasis 

Oral  candidiasis  — thrush  — is 
a common  ARC  condition  that 
can  be  managed  nicely  with 
medication.  However,  the  therapy 
must  be  continued  for  life,  at  least 
intermittently,  he  says. 

Diarrhea 

Sometimes  it’s  hard  to  pinpoint 
what’s  causing  the  diarrhea,  which 
is  very  frequently  a major  clinical 
problem  of  AIDS.  Start  by 
working  up  stool  cultures,  he  says. 
The  first  principle  is  to  be  specific 
about  what  you  ask  the  lab  to  test 
for;  look  for  cryptosporidiosis  and 
salmonella,  he  recommends.  Some 
labs  won’t  routinely  look  for  these. 

AZT 

Dr.  Wormser  says  that  most 
AIDS  patients  will  be  on  AZT  as 
part  of  their  day-to-day 
management.  “AZT  can  make 
these  patients  feel  better,  gain 
weight  and  improve  their  general 
well-being.  But  do  not  be  misled 
into  thinking  that  your  patients  are 
not  going  to  get  sick  again,  that 
they  are  not  going  to  get  these 
infections,’’  he  emphasizes.  AZT 
diminishes  the  number  of 
opportunistic  diseases,  but  patients 
can  still  have  relapses  and  develop 
new  onsets  of  infection.  These 
patients  must  be  put  on 
prophylaxis,  he  adds. 

AZT  is  not  an  easy  drug  to 
prescribe,  he  continues.  It  cannot 
be  used  in  conjunction  with  some 
other  drugs,  it  must  be  closely 
monitored,  which  means  increased 


office  visits.  You  must  also  be 
aware  of  potential  changes  in  white 
blood  cells  counts.  Expect  that 
patients  may  require  dosage 
adjustments.  Dr.  Wormser  says. 
And  patients  should  be  warned 
that  they  may  have  to  have  blood 
transfusions  to  correct  anemia  if 
they  stay  on  high  doses  of  AZT, 
which  some  patients  do  not  want. 

“Our  goal  is  to  continue  using 
AZT  as  long  as  we  can,’’  he 
explains.  As  a practical  measure, 
discontinue  using  AZT  temporarily 
when  treating  PCP  (for  two  to 
three  weeks).  When  the  patient  is 
back  to  low  doses  of  PCP 
treatment,  begin  AZT  treatment 
again,  he  says. 

Other  drugs 

There  are  some  other  drugs  on 
the  drawing  board  that  appear  to 
have  a biological  effect  on  AIDS, 
according  to  Dr.  Wormser.  But  as 
he  points  out,  “It’s  hard  to 
determine  how  effective  the  drugs 
will  be.  It’s  shocking  that  so  many 
drugs  have  an  effect  on  AIDS  in 
the  test  tube,  but  there’s  not  a 
shred  of  evidence  that  they  are 
going  to  work  clinically.’’ 

Right  now,  he  says,  “AZT  is  the 
only  drug  that  has  stood  the  test 
of  time,  and  even  AZT  has  limited 
efficacy.’’  That  is,  AZT  is  clearly 
only  a suppressor,  he  continues  — 


when  one  stops  taking  the  drug, 
the  infections  are  going  to  come 
back. 

Vaccines 

In  theory,  we  can  provide 
potential  vaccines  because  we 
know  every  nucleotide  in  the  virus, 
says  Dr.  Wormser.  But  so  far, 
there’s  been  no  satisfactory 
efficacy  in  animal  trials. 

In  fact,  there  are  reasons  to  be 
pessimistic,  he  continues.  If  you 


make  the  wrong  antibody,  you  may 
enhance  the  virus  and  make  it 
easier  for  the  person  to  become 
infected. 

Health-care  workers 

The  reactions  of  the  first  health- 
care workers  treating  AIDS  were 
less  than  sensitive,  says  Dr. 
Wormser.  To  illustrate,  he  shows  a 
slide  of  a health-care  worker 
geared  up  to  treat  an  AIDS 
patient,  looking  more  suited  to  go 
for  a deep-sea  dive  — face  mask, 
goggles,  hat,  gloves,  and  wearing 
something  that  resembles  a wet 
suit.  In  the  beginning  of  the 
disease,  we  had  an  exaggerated 
sense  of  risk,  he  says.  “We  didn’t 
know  what  was  going  on  in  terms 
of  risk.’’ 

Some  of  the  problems  for 
health-care  workers  treating  AIDS 
patients  include  feelings  of 
inadequacy,  burnout  and  anxiety 
about  being  infected.  According  to 
serosurvey  results  of  2,500  medical 
and  2,500  dental  subjects  — none 
of  whom  belonged  to  a high-risk 
group  — only  one  in  each  group, 
or  .04 170,  was  infected.  “We 
concluded  that  working  in  the 
health-care  profession  does  not 
substantially  increase  one’s  risk  of 
(contracting)  AIDS,’’  he  says. 

Needlestick  injuries  are  the  most 
serious  risk,  and  all  health-care 


workers  should  be  aware  of  this 
and  take  proper  precautions,  he 
continues.  Needles  should  never  be 
bent,  broken  or  recapped  prior  to 
disposal.  They  should  simply  be 
put,  as  is,  into  a rigid,  disposable 
container.  Ironically,  his  next  slide 
showed  a collection  of  needles  of 
varying  sizes  — about  20  to  30  — 
that  had  been  found  behind  a 
radiator  in  a New  York  hospital 
room. 

But  even  the  risk  of  needlestick 
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infection  is  relatively  low,  he  says. 
In  1,000  needlestick  injuries  in 
which  the  patient  was  HIV 
positive,  only  three  to  four  health- 
care workers  became  infected. 

In  the  event  that  a health-care 
worker  does  get  a needlestick,  a 
new  study  is  under  way  to 
determine  whether  an  early 
injection  of  AZT  may  prevent 
infection.  Dr.  Wormser  says.  How 
reliable  will  the  study  be?  At  this 
point,  it’s  unclear.  As  Dr.  Wormser 
points  out,  it’s  difficult  to  get 
health-care  workers  to  participate 
in  the  study  if  they  have  to  take 
the  chance  of  receiving  a placebo 
rather  than  AZT. 

Testing 

If  a physician  gets  splashed  or 
stuck,  it  is  imperative  to  determine 
the  HIV  status  of  the  patient, 
according  to  Dr.  Wormser.  Of 
course,  he  continues,  you  must 
always  get  informed  consent  from 
the  patient. 

“We  strongly  urge  that  you  do 
no  testing  without  consent,’’  he 
advises.  “The  bottom  line  is  that 
if  you  are  only  taking  precautions 
for  those  who  you  recognize  to  be 
HIV  positive,  then  you’re  going  to 
make  a mistake  somewhere  down 
the  line.’’ 

Neurological  Update 

The  second  part  of  the  AIDS 
conference  focused  on  neurologic 
aspects  of  AIDS  and  was  presented 
by  Kerry  H.  Levin,  MD,  a staff 
neurologist  at  the  Cleveland  Clinic. 
Of  those  individuals  with  AIDS, 
IQi/o  present  with  a neurological 
disease,  40*170  have  neurological 
complications,  and  90?7o  show 
signs  of  HIV  infection  of  the  brain 
on  autopsy.  These  numbers 
support  the  view  that  AIDS  is  an 
HIV-associated  neurologic  disease, 
he  says. 

The  hallmark  of  seroconversion 
is  acute  illness.  Dr.  Levin 
continues.  Neurological 
complications  can  occur 
throughout  the  eourse  of  infection 
and  include  illnesses  such  as 
meningitis,  encephalopathy. 


myelopathy,  brachial  neuritis  and 
peripheral  neuropathy. 

AIDS  Dementia  Complex  (ADC) 
is  the  most  common  and 
devastating  neurological  illness,  he 
says.  ADC  is  the  first 
manifestation  of  AIDS  in  24%  of 
the  patients,  in  10%  it  is  the  only 
sign,  and  it  shows  up  in  90%  of 
autopsies. 

ADC  is  a subcortical  complex 
which  usually  progresses  slowly 
and  evolves  over  weeks  and 
months.  However,  in  some  cases  it 
may  start  abruptly,  he  adds. 
Symptoms  include  motor  and 
behavioral  disturbances  and 
progressive  cognitive  impairment. 

The  early  stage  of  ADC  may  be 
interpreted  as  depression  in  the 
HIV  patient.  Dr.  Levin  points  out, 
and  is  often  characterized  by 
psychomotor  retardation, 
intellectual  impairment,  poor 
concentration,  social  withdrawal 
and  poor  writing  skills. 


Kerry  H.  Levin,  MD  (left),  a staff 
neurologist  at  the  Cleveland  Clinic, 
fields  a question. 


As  the  complex  evolves, 
symptoms  include  global  cognitive 
impairments,  and  eventually  the 
patient  may  be  bedridden  with 
symptoms  of  mutism  and  wide- 
eyed  staring. 

The  etiology  of  ADC  is 
controversial,  he  says.  In  profound 
dementia,  there  is  relatively 
minimal  pathological  change  or 
replication  of  HIV,  few  infected 
cells,  and  neurons  are  not  infected. 
It’s  a paradoxical  situation,  he  says 
— there’s  profound  dementia,  but 


little  pathologic  change. 

One  of  the  central  nervous 
system  (CNS)  changes  is 
heightened  protein.  In  some  ways, 
the  chemistry  of  ADC  resembles  a 
flare-up  of  multiple  sclerosis, 
suggests  Dr.  Levin.  But  present 
studies  indicate  that  there’s  no 
association  between  the  two 
diseases. 

Brain  atrophy  is  common  in  the 
ADC  patient,  he  continues.  There 
is  presently  some  speculation  on 
how  the  brain  atrophy  is  eaused. 
Theories  suggest  toxins,  metabolic 
disfunction  of  neurons,  and 
lymphokines,  says  Dr.  Levin, 
which  are  promising  areas  of 
research. 

CNS  malignancy 

AIDS  patients  can  have  several 
malignancies  at  the  same  time 
because  of  the  diversity  of  the 
pathology.  Dr.  Levin  points  out. 
Primary  CNS  malignancy  used  to 
be  rare,  but  now  it’s  much  more 
common  with  the  onset  of  AIDS. 
It’s  now  the  second  leading  cause 
of  cerebral  impairment  and  occurs 
in  5%  of  AIDS  patients.  Other 
CNS  malignancies  to  watch  include 
systemic  lymphoma  and  Kaposi’s 
sarcoma. 

Peripheral  nerve 

Another  neurological  condition 
associated  with  late-stage  AIDS  is 
characterized  by  burning  and 
severe  pain  in  the  lower 
extremities,  especially  in  the  feet. 
This  condition  is  often 
aceompanied  by  ascending  motor 
weakness  and  can  be  treated  with 
antidepressants. 

Conclusion 

There  are  far  more  questions 
than  answers  about  AIDS  and  the 
CNS,  Dr.  Levin  concludes.  For 
example,  is  the  CNS  a sanctuary 
or  reservoir  for  HIV  infection?  Is 
HIV  primarily  lymphotropic  and 
secondly  neurotropic?  He  questions 
whether  other  retroviruses  are 
responsible  for  other  neurological 
diseases,  noting  that  HTLV-I  has 
been  associated  with  tropical 

continued  on  page  42 
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EFFECTIVE  JANUARY  1,  1989 


Coninity  Mutual 

Becomes  The  Blue  Cross  & Blue 
Shield  Carrier  For  Ford-UAW 
And  Other  Hourly  Eurollees 
And  Retirees  In  Ohio. 

Beginning  January  1 . 1 989,  Community  Mutual  will  be  the  only  carrier  for  Ford-UAW  and  other  hourly 
enrollees  and  retirees  for  traditional  hospital-surgical,  medical,  prescription  drug  and  hearing  benefits 
administered  statewide. 

All  claims  for  Ford-UAW  and  other  hourly  enrollees  and  retirees  shouid  be  sent  to: 
Community  Mutual  Blue  Cross  & Blue  Shield,  Automotive  Business  Division,  P.O.  Box  700, 
Worthington,  Ohio  4308S. 

After  January  1 , 1989,  please  be  sure  that  you  ask  to  see  the  new  enrollee  identification  cards.  Except 
for  maternity,  precertification  is  required  for  all  hospital  admissions,  including  psychiatric  and  sub- 
stance abuse.  The  new  precertification  number  to  call  is:  1-800-338-8479. 

There  will  be  no  changes  to  the  coverage  or  benefits  existing  under  the  current  Collective  Bargain- 
ing Agreement,  /f  you  need  more  information,  please  call  1-800-367-5893  or  contact  your  local 
Community  Mutual  Provider  Network  Operations  office. 


COMMUNITY  MUTUAL 

Blue  Cross® 

Blue  Shield® 


® Registered  to  Blue  Cross  & Blue  Shield  Association 
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myelopathy. 

But  it  does  appear  clear  that 
neurologic  symptoms  can  be  the 
first  manifestation  of  the  disease, 
he  says.  Those  individuals  on  the 
front  line  of  patient  care  must 
recognize  that  neurologic  aspects 
can  occur  without  evidence  of 
immunodeficiency.  In  conclusion, 
he  suggests  that  a national 
treatment  plan  should  be 
developed  for  AIDS  patients. 

The  Psychiatric 
Management  of  AIDS 

How  many  of  you  have  seen 
AIDS  patients  in  your  practice, 
asks  Jeffery  C.  Hutzler,  MD, 
Director  of  the  Outpatient 
Program  in  the  Department  of 
Psychiatry  at  the  Cleveland  Clinic. 
After  a show  of  hands  — 
approximately  half  the  audience  — 
he  points  out,  “No  matter  where 
you  practice,  you’re  going  to  see 
these  patients,  because  they’re 
coming  home  to  die.’’ 

A quick  roundup:  There  are  an 
estimated  1.5  million  HIV  infected 
persons  in  the  U.S.  By  1991, 
270,000  cases  of  AIDS  are 
expected.  The  virus  was  discovered 
in  1981,  but  may  have  been  around 
since  1968.  Homosexual/bisexual 
males  make  up  61%  of  the  cases 
of  AIDS;  19%,  IV  drug  users;  7%, 
homosexual/bisexual  IV  drug 
users;  and  3%,  no  identifiable  risk 
factor.  And  the  cost  of  AIDS  — 
an  estimated  $50,000  per  AIDS 
patient. 

It’s  hard  to  get  the  message 
about  AIDS  to  the  IV  drug  users. 
Dr.  Hutzler  says;  it’s  hard  to 
pinpoint  this  population  group. 

But  some  social  workers  are  going 
out  on  a limb  to  spread  the  word 
about  AIDS  to  addicts.  One 
Cleveland  social  worker  roamed 
the  back  streets  in  that  city  at 
night  to  pass  out  free  needles,  he 
says. 

A joint  Cleveland-Ann  Arbor 
study  indicates  that  AIDS  patients 
are  not  only  desperately  sick,  but 
they  are  also  fearful  and  resentful 
about  being  in  that  condition, 
which  is  important  to  keep  in 


mind  when  treating  AIDS  patients, 
he  says. 

One  of  the  paradoxes  of  the 
disease  is  that  we  may  quicken  the 
pace  of  the  illness  by  telling  a 
patient  that  he  or  she  has  AIDS. 
The  patient  may  then  become 
more  stressed  and  prone  to 
depression,  and  perhaps  die  even 
sooner,  he  warns. 


Jeffery  C.  Hutzler,  MD,  Director 
of  the  Outpatient  Program  in  the 
Department  of  Psychiatry  at  the 
Cleveland  Clinic. 


Early  psychiatric  assessment  and 
HIV  testing 

A psychiatric  assessment  should 
be  part  of  an  early  evaluation  of 
all  AIDS  patients.  Dr.  Hutzler 
says,  with  the  following  issues 
included: 

(1)  past  psychiatric  history 

(2)  baseline  neuropsychiatric 
testing 

(3)  evaluation  of  family,  friends 
and  lover 

(4)  team  meetings  with  nurses, 
nutritionists,  social  workers, 
psychiatrist,  psychologist  and 
house  officers.  “We  meet  every 
two  weeks  to  discuss  AIDS 
patients  so  we  keep  consistent  in 
our  responses  and  treatment.’’ 

Dr.  Hutzler  offers  the  following 
suggestions  for  HIV  evaluation 
and  testing: 

(1)  Counsel  the  patient  before  and 
after  the  HIV  test  in  45-minute 
sessions. 

(2)  Take  hemophilia  treatment 
history. 


(3)  Evaluate  sexual  history.  Dr. 
Hutzler  recommends  asking 
questions  in  a routine,  offhand 
manner.  Ask  about  safe  sex 
and  condom  use.  Advise  that 
repeated  infectivity  could 
compound  problems. 
Recommend  that  the  patient 
stop  using  drugs,  which  may 
make  the  patient  careless 
about  his  or  her  sexual  habits. 

(4)  Evaluate  gender  identification, 
sexual  maturity  and  sexual 
ambiguity  issues. 

(5)  Continue  psychotherapy  in 
three  to  six  brief  visits  with 
patient. 

Early  psychiatric  issues 

An  early  psychiatric  assessment 
of  the  patient  helps  to  predict 
future  psychiatric  problems,  avoids 
the  necessity  of  a “crisis’’ 
assessment,  and  sets  up  the 
psychiatrist  as  a resource  person 
for  the  family  and  patient.  Dr. 
Hutzler  explains. 

After  you  give  a patient  an 
AIDS  diagnosis,  be  prepared  for  a 
stress  response,  which  can  last  up 
to  six  to  eight  weeks,  he  continues. 
A patient  may  go  through  a series 
of  emotional  changes  including 
some  of  the  following:  (1)  initial 
outcry,  (2)  numbness,  (3)  anxiety, 
(4)  anger,  and  (5)  integration. 

Anger  is  a good  sign.  Dr.  Hutzler 
points  out,  because  it  signals  a 
move  toward  integration. 

Much  of  what  you  initially  tell  a 
patient  about  having  AIDS  may 
not  be  comprehended,  he 
continues.  You  might  tell  your 
patient,  “I  know  you’re  feeling 
numb  right  now;  I’ll  need  to  talk 
to  you  again.” 

Dr.  Hutzler  says  that  among  the 
best  treatment  for  the  AIDS 
patient  is  talking.  It’s  very 
rewarding  for  the  patients  to  talk 
about  their  lives  — what  is 
important  to  them,  what  gives 
meaning  to  their  lives. 

Keep  in  mind  that  AIDS 
patients  go  through  a mid-life 
crisis  very  early.  They  need  an 
opportunity  to  re-evaluate  their 
lives  and  to  talk  through  their 
feelings,  he  says. 
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Counseling  in  the  early  stages  of 
the  disease  should  include 
education,  group  support, 
behavioral  techniques  such  as 
hypnosis  and  relaxation  tapes,  and 
altruistic  research  (what  can  you 
do  for  others?). 

Family  counseling  issues 

The  relationship  between  the 
family  and  the  AIDS  patient  can 
help  or  hinder  the  psychological 
well-being  of  the  patient.  Families 
interact  in  many  different  and 
interesting  ways,  he  points  out. 
Some  family  psychological  issues 
to  consider  include: 

(1)  The  systems  theory,  which 
suggests  that  a family 
functions  as  a unit,  each 
member  performing  a different 
role. 

(2)  Is  the  family  enmeshed  or 
distant?  “Enmeshment  is 
killing  with  kindness,”  he  says. 


The  enmeshed  family  tends 
toward  overinvolvement;  there’s 
always  someone  in  the  hospital 
room,  for  example.  You  may 
have  to  gently  tell  the  family 
that  the  patient  needs  room. 
Dr.  Hutzler  suggests.  With  the 
distant  family,  on  the  other 
hand,  you  may  have  to  break 
down  barriers  in  an  attempt  to 
bring  the  family  closer 
together. 

(3)  Generational  boundaries.  It’s 
unhealthy  for  the  patient  and 
the  family  when  certain  family 
members  are  too  close  — the 
mother  and  son  or  father  and 
daughter,  for  example.  Dr. 
Hutzler  recommends  shoring 
up  the  marriage;  i.e.,  don’t  let 
a boundary  be  placed  between 
father  and  mother. 

(4)  Triangulation.  This  happens 
when  messages  come  from 
others  instead  of  the  patient. 


You  have  to  tell  the  patient  to 
speak  to  you  directly. 

(5)  Splitting.  This  can  occur  if  the 
patient  attempts  to  divide  and 
conquer  — the  nursing  staff, 
the  family.  What  results  are 
alliances  and  negative  staff 
attitudes.  “The  solution  to 
this,  and  I can’t  emphasize 
this  enough,”  Dr.  Hutzler  says, 
“is  team  meetings.  Take  charge 
and  form  a consensus.” 

Family  therapies 

“Seeing  AIDS  patients  can  be 
very  painful  at  times,  but  seeing  a 
family  coming  back  together  can 
be  very  rewarding,”  says  Dr. 
Hutzler.  Family  counseling  is  a 
good  opportunity  for  clarification 
of  relationships  and  education 
about  the  disease. 

In  order  for  a family  to  come 
together,  they  must  often  let  go  of 
continued  on  page  45 
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When  the  words  don’t  come  easily 


Informing  someone  that  a 
member  of  his  or  her  family 
has  died  is  never  a pleasant 
experience  for  the  physician.  When 
a patient  dies  from  AIDS  — a 
disease  laden  with  social  stigma  — 
telling  the  family  can  be  even  more 
difficult. 

Ironically,  while  it  has  been  long 
established  that  what  a physician 
says  to  a family  during  those  few 
crucial  moments  can  have  immense 
impact  even  years  later,  few 
physicians  or  nurses  have  ever  been 
taught  how  to  help  patients’ 
families  come  to  term  with  their 
loss. 

“We  have  no  problem  talking 
about  death,”  observes  John 
James,  co-founder  of  the  Grief 
Recovery  Institute  in  Beverly  Hills, 
California.  “We  have  problems 
talking  about  people’s  reactions  to 
death.  And  that’s  called  grief.” 
James,  who  was  in  Columbus 
recently  to  address  the  1988  Fall 
Conference  of  Local  AIDS  Tasks 
Forces,  continues:  “The  problem  is 
that  the  griever  is  invariably 
surrounded  by  people  who  do  not 
do  things  from  the  heart.  They’re 
surrounded  by  people  who  do 
things  from  the  head,”  namely 
physicians  and  nurses  who  must 
maintain  their  composure  in  order 
to  continue  performing  their  jobs. 

James  pauses  before  asking  the 
audience,  composed  mainly  of 
health-care  professionals,  “How 
many  of  you  have  heard  at  some 
point  in  your  education,  ‘You  can’t 
get  too  emotionally  involved’? 

Well,  I’m  here  to  tell  you  that  they 
lied  to  you.  It’s  our  nature  to  be 
feeling.” 

Unfortunately,  James  quickly 
notes,  physicians’  reactions  in  such 
situations  are  not  so  much 
indicative  of  a problem  within  the 
profession,  but  rather  of  a larger 
problem  within  society. 

“There’s  lots  of  erroneous 
misinformation  on  grief  recovery,” 
James  says,  which  most  of  us 
begin  to  accumulate  during 
childhood.  For  example,  he  asks, 
how  many  of  us  can  remember  as 
a child  learning  that  a pet  had 
died?  And  how  many  of  us  can 
further  recall  that  to  assuage  our 


grief,  our  parents  replaced  that  pet 
with  a new  one? 

That,  James  says,  was  a piece  of 
misinformation. 

“We’ve  all  been  taught  that 
when  you  feel  bad.  Stop!  When 
you  lose  something,  the  solution  is 
to  get  another  one.”  That  may  be 
true  of  wallets  and  car  keys,  “But 
the  thought  that  you  can  replace 
someone  or  something  (such  as  a 
pet)  is  erroneous,”  James 
contends. 

While  it’s  important  that  the 
caregiver  have  some  working 
knowledge  of  the  grieving  process, 
knowing  the  right  things  to  say 
and  the  right  actions  to  take  in 
such  a situation  should  be  of 
equal  concern. 

To  illustrate,  James  points  to  a 
recent  study  that  identified  141 
comments  that  are  typically 
directed  at  grievers  after  a family 
member  or  close  friend  has  died. 
Of  those,  122  (85  percent)  were 
deemed  not  helpful,  while  the 
remaining  19  (15  percent)  were 
considered  helpful.  “There’s  a 95 
percent  chance,”  James  says, 
almost  incredulously,  “that  the 
griever  will  hear  every  single  one 
of  those  within  three  days” 
following  the  death  of  a loved  one. 
Phrases  such  as  “You’re  young, 
you  can  always  have  another 
child,”  “At  least  he  died  quickly,” 
and  the  worst,  in  James’  opinion, 
“I  know  exactly  how  you  must 
feel.” 

“All  of  these  comments  are  well 
meaning,  well  intended,”  James 
notes,  but  they  are  generally  not 
helpful  and  may  serve  only  to 
complicate  the  grieving  process. 

The  comments  are  often  made, 
not  out  of  callousness,  he  adds, 
but  because  the  person  — be  it 
relative,  friend  or  caregiver  — is 
simply  at  a loss  for  words.  “How 
many  times,  as  health-care 
professionals,  have  you  said  these 
things  because  you  didn’t  know 
what  else  to  say?”  James  asks. 
More  than  a few  hands  were 
raised. 

“I’m  asking  you  to  start  to  see 
this  mother,  father,  lover,  whoever, 
as  some  steam  kettle  and  our 
society  has  just  jammed  all  this 


stuff  down  its  throat.  Now,  if  you 
put  a flame  underneath  that  kettle 
and  there’s  water  in  it,  and  you 
stop  it  up,  you’re  going  to  build 
up  some  energy. 

“If  that  stopper  remains  in  the 
throat  of  the  kettle,”  he  continues, 
“we’re  going  to  develop  some  hot 
spots,”  namely  ulcers,  high  blood 
pressure,  headaches  and  insomnia. 

In  order  to  prevent  their  former 
patients’  families  and  friends  from 
becoming  patients  themselves,  he 
suggests,  it  is  important  that  the 
caregiver  act  in  an  appropriate 
manner. 

But  what  are  appropriate 
reactions  to  a patient’s  death? 

How  does  a physician  express 
sympathy  without  becoming  so 
emotional  that  he  or  she  is  unable 
to  perform  the  job?  How  does  a 
physician  remain  professional 
without  appearing  callous  or  cold? 
The  Compassionate  Friends,  Inc., 
a nationwide  support  group  for 
bereaved  parents  and  siblings, 
offers  a few  suggestions: 

• Give  parents  permission  to  talk 
about  their  feelings.  Cry  with 
them  if  you  are  truly  sad.  Your 
position  of  authority  and  your 
permission  to  feel  anger,  sadness, 
etc.,  gives  their  feelings  validity. 

• Refer  to  the  child  or  other 
family  member  by  name, 
especially  after  death.  No  family 
wants  to  hear  their  loved  one 
referred  to  as  “the  patient.” 

• Allow  family  members  as  much 
time  as  necessary  with  their 
loved  one  after  death.  This  time 
is  vital  to  their  healing  process. 

• If  you  want  to  put  your  arm 
around  a family  member’s 
shoulder,  or  if  you  want  to  say 
“I’m  sorry,”  don’t  hold  back. 
Touching  is  a basic  form  of 
communication  and  comfort. 

• Don’t  rush  off  after  informing  a 
family  of  a relative’s  death.  The 
family  will  undoubtedly  have 
questions  that  will  need  to  be 
answered  in  a caring, 
compassionate  manner. 

• If  at  all  possible,  go  to  the 
visitation  or  funeral.  It  shows 
the  family  that  you,  too,  cared 
about  their  relative.  — Michelle 
J.  Carlson 
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The  AIDS 

secrets  and  preconceptions  in  the 
process.  Dr.  Hutzler  relates  one 
story  of  a 38-year-old  bank 
executive  who  cautioned  him 
before  the  counseling  session, 

“I’m  gay,  but  don’t  tell  my 
parents  and  sister.  They  don’t 
know.’’  Shortly  afterward,  the 
sister  caught  up  with  the  doctor 
and  said,  “I  know  my  brother’s 
gay,  but  don’t  tell  my  parents.’’ 
Next,  the  mother  drew  him  aside. 
“I  know  my  son  is  gay,  but  don’t 
tell  my  husband.’’  As  it  turned 
out,  the  father  also  knew  that  his 
son  was  gay.  The  family  had 
simply  been  operating  under  a 
flimsy  facade  for  years. 

Couples  therapy 

It  may  also  be  helpful  to  involve  the 
patient’s  lover  in  the  psychological 
counseling  process.  Some  important 
issues:  the  pattern  of  their 
relationship;  the  suicide  potential 
of  the  mate  (they  sometimes  make 
a pact,  so  ask  about  it);  and  the 
amount  of  guilt  and  anger. 

In  addition,  he  says,  deal  with 
your  staff  on  issues  of  sensitivity 
toward  gay  relationships. 

Middle  stage  psychiatric  issues 

This  is  the  time  to  do  grief 
work,  says  Dr.  Hutzler.  Any 
physician  can  do  this  by  encouraging 
communication  among  the  family 
and  between  the  family  and  the 
lover.  This  is  the  time  to  resolve 
some  life  issues,  he  adds. 

Late  stage  psychiatric  issues 

A life  review  for  people  who  are 
dying  is  very  important  — similar 
to  what  older  people  do  before 
they  die.  Encourage  patients  to 
undergo  their  own  life  reviews. 
Allow  them  to  talk  about  their 
memories.  “It’s  very  helpful  as  a 
way  to  validate  their  life 
experience,’’  he  points  out.  Other 
important  issues;  transcendental 
redirection,  religious  issues, 
medical  support,  family 
counseling. 

Pharmacology 

HIV  patients  tend  to  have  more 
anxiety  than  AIDS  patients,  who 
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have  usually  already  accepted  their 
condition.  The  HIV  patient  may 
have  to  be  treated  with 
antidepressants.  For  mid-  to 
moderate-anxiety.  Dr.  Hutzler 
recommends  Xanax,®  Ativan®  and 
Restoril.®  If  the  anxiety  is  more 
severe,  he  suggests 
Mellaril,®  Haldol,®  and 
Stelazine.® 

Keep  in  mind  that  you  must  use 
much  less  medication  for  AIDS 
patients.  Adhere  to  a rigid 
tapering-off  schedule  and  watch 
for  substance  abuse  histories,  he 
says. 

For  depression  symptoms  such 
as  sleeping  trouble,  crying  spells 
and  lack  of  concentration.  Dr. 
Hutzler  recommends  using 
medication  such  as  Sinequan®  or 
Pamelor.®  But,  he  emphasizes, 
watch  serum  levels;  the  patient 
could  be  toxic  on  the  same  dose  at 
different  times.  Watch  very  closely, 
he  says,  and  again,  give  lower 
doses. 


(2)  The  Worried  Well.  This  is  the 
patient  who  is  convinced  that  he 
or  she  has  AIDS  despite  negative 
HIV  tests.  Dr.  Hutzler  relates  the 
story  of  a physician  who  was  so 
scared  after  getting  a needlestick 
that  he  stopped  having  sex  with  his 
wife.  After  three  sessions.  Dr. 
Hutzler  determined  that  the 
physician’s  marriage,  not  health, 
was  in  trouble,  and  after 
counseling,  the  phobia  went  away. 
Dr.  Hutzler  says  he  sees  the 
worried  well  syndrome  as  a 
metaphor  for  death  — usually 
representing  trouble  in  one’s 
marriage  or  job. 

Staff  burnout 

“Physicians  think  they  are 
Hercules,’’  says  Dr.  Hutzler.  They 
should  be  encouraged  to  take  more 
vacations,  set  limits  on  their 
practices,  and  share  their  feelings. 

A support  group  that  enables  the 
staff  to  share  their  pain  and 
concerns  about  caring  for  AIDS 


Keep  in  mind  that  you  must  use  much  less 
medication  for  AIDS  patients.  Adhere  to  a 
rigid  tapering-off  schedule  and  watch  for 
substance  abuse  histories. 


For  pain  syndrome,  try  to 
determine  the  severity  of  the  pain 
— chronic  vs.  mild  pain,  for 
example.  Try  to  stay  away  from  an 
addictive  response  and  opt  for 
something  that  allows  the  patient 
to  stay  alert,  he  says. 

If  the  patient  shows  any  sign  of 
delirium,  which  is  usually  a result 
of  medication,  immediately  stop 
the  medication,  he  says. 

The  HIV  patient  with  no 
symptoms 

A few  problems  to  watch  for: 

(1)  drug  or  alcohol  abuse.  HIV 
patients  with  no  symptoms  tend  to 
abuse  substances  because  of 
anxiety.  Warn  the  patient  that  this 
further  weakens  the  immune 
system.  Dr.  Hutzler  suggests. 


patient  is  an  excellent  idea, 
especially  with  an  outsider  to  run 
the  group. 

Ethical  concerns 

In  conclusion.  Dr.  Hutzler 
touched  upon  some  ongoing 
ethical  concerns  associated  with 
AIDS:  mandatory  testing,  AIDS  at 
work,  children  with  AIDS, 
protecting  the  health-care  worker, 
DNR  orders,  confidentiality,  and 
screening  for  surgery.  (“It’s 
unethical  to  screen  for  AIDS 
without  telling  the  patient,’’  he 
says.)  OSMA 
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Agency  Reference 

To  find  the  PICO  agent(s)  in  your  area,  consult  the  listing  below. 


AKRON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
P.O.  Box  8629 

Youngstown,  Ohio  44507-8629 
Ohio  toU-free:  800-362-6577 
(Also  serving  Conneaut) 

BEACHWOOD 

R.  Macknin  Insurance  Agency,  Inc. 
3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2574 

CANTON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Barkdull  & Guckenberger 
125  E.  Court  Street 
Cincinnati,  Ohio  45202 
(513)  381-3100 
FMS  Insurance  Agency 
125  E.  Court  Street 
Cincinnati,  Ohio  45202 
(513)  381-0811 

Hoffman,  Ries  & Associates 
7770  Cooper  Road 
Cincinnati,  Ohio  45242 
(513)  791-5401 

Rudd  Insurance  Agency,  Inc. 
239  West  Court  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Haas  Insurance  Agency 
25000  Center  Ridge  Road 
Parkway  Place  #4 
Westlake,  Ohio  44145 
(216)  871-8720 


26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
Columbia  Station,  Ohio  44028 
(216)  235-8585 

R.  Macknin  Insurance  Agency,  Inc. 
3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 
24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-69m 
United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 
COLUMBUS 

Neil  Governor  & Associates 
38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

Grubers'  Columbus  Agency,  Inc. 
3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

The  Johnson  Insurance  Agency 
685  N.  Hague  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 
Marsh  & McLennan,  Inc. 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  461-6400 

McCaffrey  Insurance  Agency 
2935  Kenny  Road,  Suite  100 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson-Parkhill  Insurance  Agency 
617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Associated  Insurance  Consultants,  Inc. 
The  Executive  Building 
1250  W.  Dorothy  Lane 
Dayton,  Ohio  45409 
(513)  293-6000 

Baldwin  & Whitney  Agency,  Inc. 
15  E.  Fourth  Street 
P.O.  Box  1814 
Dayton,  Ohio  45401 
(513)  223-3181 

(Also  serving  Montgomery,  Miami, 

Greene,  Preble  and  Darke  counties) 


Bob  Doyle 

Miami  Valley  Insurance  Associates 
3617  Dayton-Xenia  Road 
Dayton,  Ohio  45432 
(513)  429-5600 
(Serving  Montgomery  and 
Greene  Counties) 

ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 
Ohio  Toll-Free: 
800-356-8415 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
822  South  7th  Street 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  E.  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

StoUy  Insurance,  Inc. 

1730  Allentown  Road 
P.O.  Box  1666 
Lima,  Ohio  45805 
(419)  227-2570 

(Serving  Allen,  Auglaize,  Putnam, 
Hancock  and  VanWert  Counties) 

MEDINA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
Ohio  Toll-Free: 
800-356-8415 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 

NEW  BOSTON 

Riffe  & Bennett 
Insurance  Agency,  Inc. 

422  Center  Street 
New  Boston,  Ohio  45662 
(614)  456-4191 
(Serving  Scioto,  Pike  and 
Lawrence  counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Geo.  Gilmore  & Son  Insurance 
109  North  5th  Street 
P.O.  Box  237 
Steubenville,  Ohio  43952 
(614)  282-9791 

TOLEDO 

Benham  Insurance  Associates,  Inc. 
5133  S.  Main  Street 
P.O.  Box  369 
Sylvania,  Ohio  43560 
(419)  882-7117 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co. 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
P.O.  Box  8629 

Youngstown,  Ohio  44507-8629 
Ohio  toU-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
P.O.  Box  8629 

Youngstown,  Ohio  44507-8629 
(216)  788-6577 
Ohio  toU-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 
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$1,000,000 


Neurosurgery 


For  the  defendant 


$ 300,000 


General  Surgery 


For  the  defendant 


$ 200,000 

I 


General  Surgery 


For  the  defendant 


.arge  medical  professional  liability  judgments  and  settlements  often  receive  considerable  publicity, 
'hese  are  just  a few  examples  of  PICO's  successful  defense  of  unwarranted  claims.  They  deserve  a 
ittle  attention. 


’ICO/OSMA 
3R0UP  PROGRAM 
•OR  MEDICAL  PROFESSIONAL 
JABILITY  COVERAGE 


Occurrence  Plan 
Merit  Rating  Plan 

Five  Step  Plan 


Physicians  Insurance  Company  of  Ohio 
Bates  Drive,  PO.  Box  281 
Pickerington,  Ohio  43147 
(614)  864-7100 
In  Ohio:  1-800-282-7515 
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OHIO  Medicine 


Subpoenas  fijr  Medical 
Records  Served 
Upon  Physicians 

By  Louis  J.  Licata,  Esq. 
and  Thomas  H.  Allison,  Esq. 


What  are  a physician’s 
responsibilities  under  the  law  when 
he  or  she  receives  a subpoena 
ordering  the  production  of  a 
patient’s  medical  records?  When 
such  a subpoena  is  served,  the 
physician  may  feel  as  if  he  is  on 
the  horns  of  a dilemma:  Either 
refuse  to  comply  with  the 
subpoena  on  the  grounds  of  the 
physician-patient  privilege,  thus 
potentially  subjecting  himself  to 
action  by  the  court,  or  produce  the 
requested  records  and,  if  his 
patient  has  not  expressly 
authorized  their  release,  potentially 
subject  himself  to  liability  for 
breach  of  physician-patient 
confidentiality  in  an  action  by  his 
patient.  In  an  effort  to  offer  some 
guidelines  for  dealing  with  these 
subpoenas,  this  article  will  outline 
the  nature  of  the  subpoena  process 
and  the  physician’s  legal  duties 
and  responsibilities  within  this 
process,  both  to  the  judicial  system 
and  to  his  individual  patients. 

The  Physician-Patient  Privilege 

To  promote  the  public  policy  of 
encouraging  frank  communication 
between  a physician  and  his 
patient,  Ohio  has  statutorily 
recognized  and  protected  the 
physician-patient  relationship.  The 
legislature  has  determined  that  a 
physician  cannot  be  compelled  to 


testify  or  otherwise  reveal  any 
“communication  made  to  him  by 
his  patient  in  that  relation  or  his 
advice  to  his  patient”  except  under 
certain  specific  circumstances. 
Additionally,  the  common  law  has 
long  recognized  that  the  physician- 
patient  relationship  is  a very 
special  one  in  which  the  physician 
stands  in  a fiduciary  relationship 
to  his  patient.  In  this  relationship, 
the  physician  owes  a duty  to  his 
patient  not  to  divulge  the  patient’s 
private  affairs  without  his  consent. 
When  served  with  a subpoena 
requesting  medical  records,  a 
physician’s  quandary  then 
becomes:  “Should  I protect  my 
patient’s  confidence  and  risk  court 
action  or  comply  with  the  court’s 
order  and  risk  incurring  the  wrath 
of  my  patient?” 

The  Subpoena  Process 

At  this  point,  a basic 
understanding  of  the  nature  of  the 
subpoena  process  will  aid  further 
discussion.  The  Ohio  Rules  of 
Civil  Procedure  govern  all  phases 
of  civil  court  actions,  including  the 
discovery  process.  “Discovery”  is 
the  process  prior  to  trial  by  which 
parties  may  learn,  i.e.,  discover,  all 
non-privileged  information 
possessed  by  the  adverse  party. 
Discovery  includes  the  taking  of 
oral  depositions,  the  production  of 


various  written  materials  for 
examination  and  copying  and  the 
use  of  the  subpoena  process  to 
compel  a non-party  to  testify  and 
produce  written  documents. 

A subpoena  is  simply  a judicial 
command  to  either  appear  and 
testify  (subpoena  ad  testificandum) 
or  to  produce  certain  documents 
and  things  (subpoena  duces 
tecum).  This  order  may  be  issued 
by  the  clerk  of  the  court  in  which 
the  action  is  pending  or  by  an 
official  authorized  to  take 
depositions,  i.e.,  a notary  public.  If 
a person  fails  to  obey  a subpoena 
without  “adequate  excuse,”  then 
he  may  be  found  in  contempt. 

Generally,  a subpoena 
demanding  the  medical  records  of 
a non-party  physician  is  issued  not 
by  the  court,  but  rather  by  a court 
reporting  firm  employed  by 
counsel  for  the  party  seeking  to 
obtain  the  medical  records  and 
deposition  testimony  of  the  non- 
party  physician.  A valid  subpoena 
must: 

(1)  state  the  name  of  the  court; 

(2)  state  the  title  of  the  action; 

(3)  command  that  the  individual 
to  whom  it  is  directed  either 
attend  and  give  testimony  at  a 
specific  time  and  place;  or 

(4)  be  embossed  with  the  official 
seal  of  the  issuing  court  or 
notary. 
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Subpoenas  for  Medical  Records 


• • • 


continued 


To  be  legally  effective,  a 
subpoena  must  be  validly 
“served.”  Generally,  service  of  a 
subpoena  is  accomplished  by  an 
individual  from  the  court  reporting 
firm  designated  to  serve  subpoenas 
by  order  of  the  court.  Service  can 
be  accomplished  by  delivering  a 
copy  of  the  subpoena  to  the 
named  person  or  reading  it  to  him 
in  person  or  leaving  it  at  his  usual 
place  of  residence.  A subpoena  is 
technically  not  validly  served  if  it 
is  merely  left  at  a physician’s 
office  with  a member  of  his  office 
staff. 

The  traditional  question  facing  a 
physician  who  has  been  served 
with  a subpoena  is:  “Do  I have  an 
‘adequate  excuse,’  such  as  the 
physician-patient  privilege,  not  to 
comply?”  On  the  other  hand,  the 
physician  may  ask  himself  if  the 
patient  has  acted  in  a way  to 
invoke  a statutory  waiver  of  the 
privilege.  In  either  event,  the 
physician  is  generally  not  in  a 
position  to  determine  whether  the 
privilege  exists  or  has  been  waived. 

The  new  Tort  Reform  law 
reduces  these  concerns  somewhat 
because  it  deems  the  privilege 
waived  when  a patient  files  a 
lawsuit  where  his  medical 
condition  may  be  an  issue. 
However,  this  new  law  will  apply 
only  to  cases  involving  incidents 
occurring  after  its  effective  date  of 
January  5,  1988. 

Old  Law  of  Physician-Patient 
Privilege 

Under  the  old  law  of  physician- 
patient  privilege,  a physician 
properly  served  with  a valid 
subpoena,  which  is  accompanied 
by  an  authorization  for  the  release 
of  medical  records  signed  by  the 
patient,  can  freely  release  those 
records  without  the  fear  of  reprisal 
from  his  patient. 

If  the  subpoena  is  served 
without  a release,  then  the 
physician  should  not  produce  the 
records  until  he  determines  that 
the  privilege  has  been  waived.  This 


determination  can  be  made  in 
several  ways.  Perhaps  the  best  way 
for  a physician  to  protect  himself 
from  liability  in  this  situation  is  to 
contact  the  patient’s  attorney  and 
request  a waiver  of  the  privilege  in 
writing,  either  by  the  patient  or  by 
the  attorney  acting  on  the  patient’s 
behalf.  Another  option  is  to 
contact  the  attorney  seeking  the 
records  to  inquire  whether  the 
privilege  has  been  waived.  This  is 
not  as  preferable  because  the 
attorney  he  is  contacting  is 
typically  not  the  patient’s  attorney. 

If  a physician  releases  medical 
records  without  the  patient  having 
waived  the  privilege,  then  he  may 
be  subjecting  himself  to  a lawsuit 
by  his  patient  for  breach  of  their 
confidential  relationship. 
Significantly,  some  cases  have  held 
that  a physician  may  be  liable  for 
this  type  of  breach. 

The  New  Law  — 1987  Tort 
Reform  Legislation 

To  a great  extent,  the  non-party 
physician’s  dilemma  regarding 
subpoenaed  medical  records  has 
now  been  greatly  reduced  by  the 
passage  of  the  comprehensive  tort 
reform  legislation  signed  into  law 
by  Governor  Celeste  on  October  5, 
1987.  This  new  legislation 
regarding  the  physician-patient 
privilege  will  apply  to  lawsuits  that 
are: 

(1)  commenced  on  or  after 
January  5,  1988; 

(2)  based  on  claims  that  arise  on 
or  after  January  5,  1988;  and 

(3)  concern  conduct  that  occurs 
on  or  after  January  5,  1988. 

The  new  statute  significantly 
broadens  the  exceptions  to  the 
physician-patient  privilege.  As 
always,  the  privilege  is  waived  and 
the  physician  must  release  his 
records  if  either  the  patient  or  his 
personal  representative  specifically 
consents  to  or  authorizes  their 
release.  Under  the  new  statute,  the 
privilege  is  also  waived  if  the 
patient  or  his  legal  representative 
files: 


(1)  a medical  claim; 

(2)  an  action  for  wrongful  death; 

(3)  a workman’s  compensation 
claim;  or 

(4)  any  other  type  of  civil  action. 
If  a patient  files  any  of  these 
actions,  the  physician  may  be 
compelled  to  testify  or  submit  to 
other  discovery  procedures  “only 
as  to  a communication  made  to 
him  by  the  patient  in  question  in 
that  relation,  or  his  advice  to  the 
patient  in  question,  that  related 
causally  or  historically  to  physical 
or  mental  injuries  that  are 
relevant”  to  the  action.  The  statute 
defines  a “communication”  as 
“acquiring,  recording  or 
transmitting  any  information,  in 
any  manner,  concerning  any  facts, 
opinions  or  statements  necessary 
to  enable  a physician  to  diagnose, 
treat,  prescribe  or  act  for  a 
patient.” 

Further,  the  statute  specifically 
states  that  such  communications 
include  “any  medical,  office  or 
hospital  communication  such  as  a 
record,  chart,  letter,  memorandum, 
laboratory  test  and  results.  X-ray, 
photograph,  financial  statement, 
diagnosis  or  prognosis. 

With  this  in  mind,  it  would 
appear  that  if  a patient  files  an 
action,  then  the  privilege  has  been 
waived  as  to  the  non-party 
physician’s  medical  records  as  long 
as  those  records  are  relevant  to  the 
action.  This  caveat  will  allow  a 
patient  to  argue  that  the  privilege 
still  applies  to  medical  records  that 
are  irrelevant  to  the  action.  How 
this  relevancy  limitation  will  be 
interpreted  by  the  courts  is 
uncertain. 

Other  “Adequate  Excuses”  for 
Non-Compliance 

As  explained  above,  the 
physician-patient  privilege  may 
provide  an  “adequate  excuse”  for 
noncompliance  with  a subpoena 
duces  tecum  for  a patient’s 
medical  records.  In  addition,  the 
physician  may  assert  a right  not  to 
comply  with  a subpoena  pursuant 
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to  the  Civil  Rules  which  allow  a 
person  to  whom  a subpoena  is 
directed  to  make  a motion  (a 
formal  request)  to  the  court  for 
modification  of  or  to  quash  the 
subpoena  on  the  grounds  that  it  is 
“unreasonable  or  oppressive.” 

Costs 

The  Civil  Rules  specifically 
provide  for  payment  of  “one  day’s 
attendance  and  the  mileage 
allowed  by  law”  to  an  individual 
subpoenaed  to  testify  in  a civil 
case.  The  law  currently  allows  $12 
for  a full  day  or  $6  for  a half-day 
plus  ten  cents  per  mile  for  travel 
from  one’s  residence  to  the  place 
of  the  deposition.  If  the  witness 
lives  outside  the  county  in  which 


the  action  is  pending,  the  fees  must 
be  tendered  without  demand  to 
technically  achieve  valid  service  of 
the  subpoena.  If  the  witness  lives 
within  the  county,  the  fees  need  to 
be  tendered  only  on  demand. 

The  Rules  also  provide  that  a 
person  to  whom  a subpoena  is 
directed  may  move  the  court  for 
advancement  of  “reasonable 
costs”  of  production  of  records, 
documents  and  tangible  things. 
Such  a motion  must  be  made 
before  the  time  specified  to 
produce  the  records.  Generally,  in 
the  context  of  a subpoena  duces 
tecum  for  the  production  of 
medical  records,  the  attorney 
seeking  the  records  will  be  more 
than  pleased  to  reimburse  the 


“reasonable  cost”  of  copying. 

Conclusion 

In  summary  then,  in  actions  to 
which  the  new  law  regarding  the 
physician-patient  privilege  applies, 
a physician  will  usually  be  safe 
from  reprisals  from  his  patient  if 
he  provides  the  requested  records. 
However,  if  any  question  exists  in 
the  physician’s  mind  as  to  his 
potential  liability  if  he  provides  the 
information  or  if  the  subpoena  is 
one  which  goes  to  an  action  under 
the  prior  law,  a quick  call  to  one’s 
own  attorney  would  probably  still 
be  the  best  medicine.  — Louis  J. 
Licata,  Esq.,  and  Thomas  H. 
Allison,  Esq.,  of  Arter  & Hadden, 
Cleveland. 


A PRESCRIPTION  FOR  PHYSICIANS. 


Bothered  by: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpracfice  insurance  cosfs? 

★ Nof  enough  fime  for  fhe  family? 

★ No  fime  fo  keep  currenf  with  technology  and  new  methods? 

★ No  fime  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 
TOLL  FREE 
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Collected  hy  Herbert  E.  Gillen 


Editor’s  Note:  He’s  still  at  it!  In 
July  1987  OHIO  Medicine  reported 
that  OSMA  Executive  Director 
Herbert  E.  Gillen  made  a practice 
of  collecting  “frazzled  phrases’’  — 
interesting  statements  that  caught 
his  ear  (or  imagination)  as  he  sat 
in  otherwise  dreary  meetings.  Due 
to  popular  demand,  we’re  printing 
Volume  Two  of  Herb’s  Frazzled 
Phrases.  Again,  if  some  of  the 
comments  look  familiar,  don’t  be 
surprised.  Chances  are.  Herb 
grabbed  his  pen  just  as  you  waxed 
poetic. 


5JTT": ^ — ^ 


Herbert  E.  Gillen,  OSMA  Executive  Director 


As  in  the  first  volume,  analogies 
are  the  preferred  form  of 
expression  in  most  OSMA 
meetings: 


It’s  like  a mouth  full  of  hot  soup. 


That’s  like  paying  a surgeon  for 
not  cutting. 


It  was  such  a long  run  for  such 
a short  slide. 


It’s  like  the  puppy  dog  that 
caught  the  fire  engine  and  didn’t 
know  what  to  do  with  it. 


That’s  like  a hyena  jumping  at 
the  testicles  of  a dead  animal. 


Apparently,  member  physicians 
also  like  to  share  their  hard-earned 
wisdom  by  regularly  stating 
“truisms”  about  life  and  medicine: 


It’s  easier  to  throw  a grenade 
than  to  catch  one. 


The  view  only  changes  for  the 
lead  dog. 

A slice  of  the  middle  is  never 
missed. 


Doing  nothing  is  sometimes 
better  than  doing  something. 


You  can’t  always  lay  the  dust, 
you  have  to  stir  it  up  once  in  a 
while. 


One  slice  is  your  best  shot  in 
case  you  can’t  get  the  whole 
melon. 


You  can  lead  a horse  to  water 
but  if  you  can  get  him  to  float  on 
his  back,  then  you  have  something. 


You  can’t  cook  with  cold  grease. 


When  you  have  a lot  of  people 
working  on  something,  it  always 
comes  out  dumb  and  stupid. 


You  can’t  get  milk  from  a 
chicken. 


You  have  to  break  some  eggs  in 
order  to  make  an  omelette. 
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Of  course,  cliches  also  have  their 
niche  in  the  communications 
process: 

Go  the  way  the  wind  is  blowing. 

We  don’t  want  to  reinvent  the 
wheel. 

Tail  wagging  the  dog. 

Cart  before  the  horse. 

A bird  in  the  hand  is  worth  two 
in  the  bush. 

The  chickens  have  all  come 
home  to  roost. 


Have  your  cake  and  eat  it  too. 


The  hogs  have  all  gone  to 
market. 


You  can’t  throw  the  baby  out 
with  the  bath  water. 


That’s  a horse  of  a different 
color. 


The  opera  is  not  over  until  the 
fat  lady  sings. 


Definitions,  while  perhaps  not 
much  used  In  general  conversation, 
seem  particularly  popular  at 
physician  meetings: 


Economist:  Someone  who  puts 
practice  into  theory. 


Education:  Education  is  the 
process  of  going  from  cocksure 
ignorance  to  thoughtful 
uncertainty. 


Fanaticism:  Redoubling  your 
efforts  after  forgetting  your  goal 
— (attributed  to  Somerset 
Maugham). 


Guilt:  Unquieted  guilt  always 
turns  to  anger. 


Judgment:  Good  judgment  is  the 
result  of  experience.  Experience  is 
the  result  of  bad  judgment. 


Statistics:  Statistics  are  like  a 
bikini  — what  they  show  is 
important,  but  what  they  hide  is 
essential. 


Zealot:  A person  who  won’t 
change  his  mind  and  can’t  change 
the  subject. 


Fatness:  It’s  the  past  tense  of 
fitness. 


Finally,  it’s  those  phrases  that 
take  a wrong  turn  as  they  slip  out 
in  the  heat  of  debate  which  gives 
Herb’s  pastime  its  name: 

They’ve  urinated  in  the  soup 
and  gone  home. 

You’re  looking  at  one  half  of  a 
laced  doily. 

The  horizon  is  exploding  and 
there  are  many  balls  in  the  air. 

Don’t  ever  get  into  a scrap 
unless  you’re  on  a parallel. 

Kinda  like  ducks  nipping  at  the 
marble. 

Erudite  physicians,  be  warned! 
Herb’s  collecting  material  for 
Volume  Three.  OSMA 


Herbert  E.  Gillen  is  Executive 
Director  of  the  Ohio  State  Medical 
Association. 
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Pictorial  Highlights 
of  the 

American  College  of  Physicians 

Ohio  Chapter 

in  association  with  the 


Ohio  Society  of  Internal  Medicine 


OSIM  President  Janet  K.  Pixel,  MD, 
presents  the  Gavel  Club  Plaque  to 
Immediate  Past-President  William  H.  Gates, 

MD,  Cincinnati. 

Ohio  Scientific  Meeting 

October  22-23,  1988 


54  OHIO  Medicine 


Ralph  Wallerstein,  MD,  President, 
American  College  of  Physicians. 


Janet  K.  Bixel,  MD,  and  Irwin  R.  Reisberg,  MD, 
Akron. 


Participant  browses  through  exhibit  area. 


Participants  discuss  technological  advances 
in  the  exhibit  area. 


The  OSIM  Executive 
Committee  of  the  Board 
of  Trustees  (1.  to  r.): 
Robert  P.  Sheon,  MD, 
Toledo;  William  F. 
Ruschhaupt,  III,  MD, 
Cleveland;  Janet  K.  Bixel, 
MD,  Columbus, 

President;  A.  Robert 
Davies,  MD,  Columbus; 
and  William  H.  Gates, 
MD,  Cincinnati. 
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HUMAN  IMMUNODEFICIENCY  VIRUS  SEROPOSITIVITY 
IN  INTRAVENOUS  DRUG  USERS  IN  OHIO 

Paul  J.  Seligman,  MD 
Robert  J.  Campbell,  MS 
Gordon  P.  Keeler,  MAS 
Thomas  J.  Halpin,  MD,  MPH 


A seroprevalence  survey  of  508  intravenous  (IV)  drug 
users  enrolled  in  methadone  treatment  programs  in 
Ohio  for  evidence  of  infection  with  the  human 
immunodeficiency  virus  (HIV)  demonstrated  a posi- 
tivity prevalence  of  1.4%.  This  seropositivity  preva- 
lence is  low  compared  with  10%  to  72%  positive 
from  surveys  conducted  in  the  IV  drug-using  popula- 
tions of  New  York,  New  Jersey,  Detroit  and  San  Fran- 
cisco. Although  needle  sharing  was  common  (71% 
since  1983),  the  number  of  sharing  partners  was 
usually  limited  and  regular.  A potential  for  cross- 
infection from  urban  centers  with  higher  seropositiv- 
ity prevalence  was  indicated  by  patterns  of  travel  and 
needle  sharing  while  traveling  to  higher  risk  metro- 
politan centers  such  as  New  York.  Hispanics  ap- 
peared to  be  at  greater  risk  for  HIV  infection  (OR  17.7, 
95%  Cl  2.4-133.0),  as  were  male  IV  drug  users  with 
gay/bisexual  lifestyles  (OR  14.1,  95%  Cl  1.3-153.0). 
HIV  positive  individuals  were  identified  in  Cleveland 
(1.6%),  Dayton  (3.1%),  and  Columbus  (0.8%),  but  not 
in  the  four  other  Ohio  metropolitan  areas  participat- 
ing in  the  survey.  Study  participants  indicated  that 
knowledge  of  AIDS  had  changed  their  IV  drug-using 
habits  with  60%  reporting  that  fear  of  AIDS  had 
caused  them  to  give  up  IV  drugs  or  needle  sharing. 
Sampling  from  methadone  clinics  may  underesti- 
mate the  HIV  seropositivity  in  Ohio’s  IV  drug-using 
community;  however,  it  appears  that  relatively  few 


From  the  AIDS  Activity  Unit,  Ohio  Department  of 
Health,  Columbus,  Ohio.  Dr.  Seligman  is  now  with  the 
Division  of  Surveillance,  Hazard  Evaluations  and  Field 
Studies,  National  Institute  for  Occupational  Safety  and 
Health,  Cincinnati,  Ohio. 


IV  drug  users  in  Ohio  are  currentiy  infected  with  HIV. 
The  low  prevalence  of  HIV  infection  in  the  Ohio  IV 
drug-using  community  provides  the  opportunity  to 
intervene  in  limiting  the  spread  of  the  virus  by  edu- 
cating individuals  to  reduce  or  eliminate  risk  factors 
for  the  transmission  of  the  disease. 


Introduction 

Epidemiologic  studies  indicate  that  intravenous  (IV)  drug 
users  are  a population  at  high  risk  for  human  immunodeficiency 
virus  (HIV)  infection. ^ ® The  prevalence  of  HIV  seropositiv- 
ity in  IV  drug  users  in  New  York  City  ranges  from  51%-72%.'“ 
Reported  HIV  seropositivity  in  methadone  programs  in  San 
Francisco  is  between  4.7%  and  10%.'  '*  In  a Detroit  hospital- 
based  study,  12.5%  of  IV  drug  abusing  patients  were  HIV  posi- 
tive.’ As  of  April  5,  1987,  17  (5%)  cases  of  acquired  immunodefi- 
ciency syndrome  (AIDS)  among  IV  drug  users,  who  denied  being 
gay  or  bisexual,  were  reported  in  Ohio. 

In  April  1986  the  Ohio  Department  of  Health  (ODH),  in 
cooperation  with  the  state  Bureau  of  Drug  Abuse,  undertook 
a study  to  determine  the  prevalence  of  HIV  infection  among 
Ohio  IV  drug  users.  A study  population  of  clients  enrolled  in 
methadone  treatment  programs  throughout  the  state  was  selected 
because  this  group  represented  the  best  proxy  for  the  IV  drug- 
abusing  population.  In  addition  to  determining  prevalence  of 
HIV  infection  in  this  population,  the  survey  offered  the  oppor- 
tunity to  determine  the  level  of  awareness  among  IV  drug  users 
of  the  risk  factors  associated  with  the  transmission  of  HIV  infec- 
tion and  to  initiate  educational  and  counseling  activities  to  inter- 
vene in  the  spread  of  the  AIDS  virus. 

Methods 

In  1986  there  were  11  licensed  Methadone  Treatment  Pro- 
grams (MTPs)  in  Ohio.  Nine  MTPs  (Cleveland-3,  Columbus, 
Cincinnati,  Dayton,  Akron,  Toledo  and  Youngstown)  in  the  seven 
largest  metropolitan  areas  in  Ohio  participated  in  the  survey. 
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All  surveys  were  conducted  between  April  and  November  1986. 
The  county  drug  boards  in  each  of  these  areas  and  the  directors 
of  the  MTPs  reviewed  the  survey  protocol  and  questionnaire. 

Protocol 

Each  MTP  was  responsible  for  advertising  the  availability 
of  free  and  anonymous  AIDS  testing  during  the  week  prior  to 
the  day  of  the  survey.  Individual  MTP  clients  were  recruited  by 
ODH  staff  at  the  time  each  client  attended  the  clinic  for  medica- 
tion. Participation  in  the  survey  was  voluntary  and  did  not  effect 
treatment  in  the  MTP.  All  MTP  clients,  regardless  of  their  will- 
ingness to  participate  in  the  study,  were  offered  educational 
materials  describing  risk  factors  for  HIV  transmission  and  pre- 
vention guidelines  designed  specifically  for  IV  drug  users.  All 
volunteer  participants  were  given  an  identification  number  and 
an  informed  consent  document,  which  was  followed  with  a dis- 
cussion of  the  meaning  of  the  HIV  serotesting.  Risk  factors  for 
the  transmission  of  HIV  and  prevention  strategies  were  discussed, 
educational  materials  were  provided,  a questionnaire  was  admin- 
istered by  ODH  staff,  and  a venous  blood  sample  was  obtained. 
Results  of  the  HIV  testing  and  personal  counseling  were  offered 
to  participants  four  weeks  after  the  testing  by  ODH  staff.  Each 
MTP  received  summary  data  upon  completion  of  the  survey. 
The  protocol  was  reviewed  and  approved  by  the  ODH  Institu- 
tional Review  Board. 

Questionnaire 

The  questionnaire  was  administered  by  a member  of  the 
ODH  staff.  Information  gathered  included:  age,  race,  sex,  history 
of  transfusion,  sexual  practices  (number  of  male  and  female  part- 
ners, history  of  a sexually  transmitted  disease,  prostitution), 
previous  HIV  testing,  history  of  pregnancy,  and  a drug  use  his- 
tory. The  history  of  IV  drug  use  included:  the  number  of  years 
using  IV  drugs,  the  most  recent  use  of  IV  drugs,  the  sharing 
of  needles  (most  recent  sharing,  location,  frequency,  number 
of  partners  and  use  of  “shooting  galleries”),  a history  of  travel 
outside  of  Ohio  which  involved  sharing  needles,  and  the  types 
of  IV  drugs  used.  Finally,  study  participants  were  asked  if  knowl- 
edge of  AIDS  had  affected  their  IV  drug  use  habits  and,  if  so, 
how  their  habits  had  been  changed. 

Determination  of  HIV  antibody 

A 10  milliliter  peripheral  venous  blood  sample  was  obtained 
from  each  study  participant  when  possible.  Each  sample  was 
tested  for  HIV  antibody  using  an  enzyme-linked  immunosorbent 
assay  (EIA)  at  one  of  Ohio’s  five  contract  laboratories  for  HIV 
antibody  testing.  For  Cleveland,  Akron  and  Youngstown,  the 
laboratory  used  the  Litton  test.  For  Cincinnati,  Columbus, 
Toledo  and  Dayton,  the  Abbott  test  was  used.  All  samples  were 
considered  EIA-antibody  positive  if  absorbence  exceeded  the  cut- 
point  designated  by  the  manufacturer.  If  a sample  was  repeatedly 
reactive,  but  was  less  than  twice  the  reactivity  cut-point  on  the 
Litton  test  or  less  than  seven  times  the  reactivity  cut-point  on 
the  Abbott  test,  then  a Western  blot  confirmatory  test  was  per- 
formed (Ref.  CDC  Guidelines).  One  specimen  in  this  category 
was  repeatedly  EIA  positive,  but  had  insufficient  serum  for  a 
Western  blot  determination,  and  was  counted  as  a positive  case 
in  the  analysis.  If  the  reactivity  on  the  Litton  test  was  equal  or 
greater  than  two  times  the  cut-point  or  equal  or  greater  than 
seven  times  the  cut-point  for  the  Abbott  test,  then  the  study  sera 


were  considered  positive  and  a Western  blot  confirmatory  test 
was  not  performed. 

Results 

Of  the  approximately  1,160  individuals  enrolled  in  the  nine 
MTPs  at  the  time  of  the  study  598  (52%)  agreed  to  participate. 
A questionnaire  was  not  administered  to  those  who  refused  to 
participate.  The  primary  reasons  expressed  to  the  ODH  recruiting 
staff  for  refusing  to  participate  included  lack  of  time  to  be  tested 
due  to  the  need  to  get  to  a job,  fear  of  phlebotomy,  denial  of 
being  at  risk  for  AIDS,  and  the  often-expressed  feeling  that 
AIDS  was  a gay  disease.  No  systematic  data  reflecting  the  age, 
race,  gender,  drug  use  history,  etc.,  was  collected  on  the  refusers. 
At  three  of  the  MTPs,  study  participants  were  similar  in  age, 
race  and  sex  distribution  to  the  entire  enrolled  populations. 

Of  the  598  individuals  completing  the  questionnaire,  532 
(89%)  gave  a history  of  IV  drug  use.  The  remaining  66  individ- 
uals were  enrolled  in  the  MTPs  for  non-IV  related  drug  addic- 
tions or  were  counselors  in  the  programs.  The  design  of  the 
protocol  and  the  need  to  protect  confidentiality  did  not  allow 
for  the  distinction  between  MTP  participants  and  counselors 
in  the  analysis  of  the  data. 

Of  the  532  individuals  with  IV  drug  use  histories,  blood  sam- 
ples were  obtained  on  508  (95%).  Venous  blood  samples  could 
not  be  obtained  on  24  individuals  due  to  the  inability  to  find 
a peripheral  venous  site  from  which  to  take  a sample.  The  demo- 
graphic characteristics,  patterns  of  drug  use  behavior  and  risk 
factors  for  the  transmission  of  HIV  in  this  population  were  deter- 
mined using  the  508  individuals  for  which  seroresults  were  avail- 
able. Of  these  508  individuals,  seven  (1.4%)  were  seropositive 
for  HIV  (Table  1).  The  majority  of  participants  were  between 
30  and  39  years  old  (53%),  and  were  predominantly  males  (61%). 
The  sexual  orientation  of  the  group  was  primarily  heterosexual, 
with  18  individuals  (3.6%)  giving  a history  of  homosexual  or 
bisexual  contacts.  The  racial  distribution  was  320  whites  (63%), 
157  blacks  (31%)  and  20  Hispanics  (4%).  Of  the  215  females 
in  the  study,  61  (28%)  gave  a history  of  prostitution. 

The  majority  of  the  study  participants  had  recent  IV  drug- 
use  experience,  with  345  (85%)  of  the  participants  giving  a his- 
tory of  having  injected  a drug  within  the  12  months  prior  to 
the  study,  230  (57%)  of  whom  had  injected  in  the  two  months 
prior  to  the  study  (Table  2).  Half  of  the  population  (52%)  had 
injected  a drug  prior  to  age  20,  and  93%  had  injected  by  age 
30.  Two-thirds  (68%)  gave  a history  of  sharing  needles  and  40% 
reported  having  used  a “shooting  gallery”  since  1983.  For  those 
reporting  having  shared  a needle  on  travels  outside  of  Ohio  (138), 
New  York  City  (15),  Detroit  (9)  and  Florida  cities,  including 
Miami  (20),  were  the  most  frequently  reported  sites. 

Of  the  433  participants  who  were  asked  if  knowledge  of 
AIDS  had  changed  their  drug  using  behaviors  or  habits,  258 
(60%)  responded  affirmatively,  noting  that  they  had  entered  a 
methadone  program,  got  off  IV  drugs,  stopped  sharing  needles, 
and/or  started  using  only  clean  needles  as  a result  of  AIDS. 

Of  the  seven  HIV  positive  cases,  three  individuals  gave  his- 
tories of  having  injected  drugs  in  New  York  City  (Table  3 — 
#’s  1,  2 and  7).  Of  these  three,  one  individual  had  a recent  trans- 
fusion history  (#1),  one  W2is  bisexual  and  one  gave  a history 
of  prostitution  in  New  York  City  (ttl).  For  the  four  remaining 
cases  the  only  reported  risk  factors  were  sharing  needles  (#’s  4, 
5 and  6)  and/or  using  a shooting  gallery  (#’s  3,  4 and  5). 
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Table  1: 

Prevalence  of  HIV  Antibodies 


In  IV  Drug  Users 
Ohio,  1986 

Characteristics  No.  Tested 

No.  Positive 

% Positive 

All  subjects 

508 

7 

1.4 

Sex 

Male 

310 

4 

1.3 

Female 

198 

3 

1.5 

Race 

White 

320 

2 

0.6 

Black 

157 

3 

1.9 

Hispanic 

20 

2 

10.0 

Other 

11 

0 

Age  (years) 

< 20 

97 

1 

I.O 

20-29 

75 

0 

0 

30-39 

268 

5 

1.9 

40  + 

68 

1 

1.5 

Sexual  Orientation^ 

Male  heterosexual 

300 

3 

1.0 

Female  heterosexual 

188 

2 

1.1 

TOTAL 

488 

5 

1.0 

Male  gay /bisexual 

8 

1 

12.5 

Female  gay/bisexual 

10 

1 

10.0 

TOTAL 

18 

2 

11.1 

History  of  Prostitution' 

*♦  (females  only) 

Yes 

61 

1 

1.6 

No 

153 

2 

1.3 

♦sexual  orientation  missing  for  two  individuals 

♦♦prostitution  history  missing  for  one  female 

Blacks  and  Hispanics  were  noted  to  have  a greater  prevalence 
of  HIV  seropositivity  (OR  3.1,  95%  Cl  0.5-55.1,  and  OR  17.7, 
95%  Cl  2.4-133.0,  respectively),  as  were  males  who  gave  a history 
of  gay  or  bisexual  lifestyles  (OR  14.1,  95%  Cl  1.3-153.0)  Tkble  4). 

Discussion 

A serosurvey  for  HIV  infection  among  Ohio’s  IV  drug-using 
community  enrolled  in  methadone  treatment  programs  con- 
ducted between  April  and  November  1986  revealed  a low  preva- 
lence (1.4%)  of  HlV-antibody  seropositivity.  While  many  indi- 
viduals participating  in  these  treatment  programs  may  continue 
to  inject  IV  drugs,  this  survey  provides  evidence  of  an  awareness 
among  IV  drug  users  of  the  behaviors  associated  with  a risk 
of  transmission  of  the  HIV  virus  and  a response  to  this  awareness 
by  changing  drug  use  behaviors  and  habits.  Both  the  low  initial 
prevalence  of  HIV  antibody  positives  in  this  community  and 
the  concomitant  changes  in  high-risk  behaviors  offer  the  oppor- 
tunity to  intervene  in  preventing  the  spread  of  HIV. 

This  survey  represents  the  first  reported  statewide  data  on 
the  prevalence  of  HIV  infection  among  IV  drug  users  in  a large, 
industrial  Midwest  state.  Previous  studies  in  New  York  City'" 
and  San  Francisco'  '*  have  demonstrated  a higher  prevalence  of 
HIV  infection  (72%  and  10%,  respectively)  among  methadone 
program  clients  than  observed  in  this  study.  All  three  of  the  HIV 
positive  individuals  who  reported  sharing  needles  outside  of 
Ohio  in  this  survey  listed  New  York  City  as  the  exclusive  site 


Table  2: 

Risk  Factors  for  Transmission  of  HIV 
Among  IV  Drug  Users 
Ohio,  1986 


Risk  Factor 

a 

(%) 

Age  at  1st  IV  injection  (years) 

<20 

274 

(51) 

(N  = 532) 

20-29 

224 

(42) 

30-39 

30 

( 6) 

>40 

4 

( 1) 

Last  time  injected  IV  drug  prior 

<2  months 

230 

(57) 

to  study  (N  = 406)^ 

2-12  months 

115 

(28) 

13-24  months 

17 

( 4) 

25-60  months 

29 

( 7) 

61  + months 

15 

( 4) 

Last  time  shared  a needle 

1986 

273 

(51) 

(N  = 532) 

1985 

53 

(10) 

1984 

26 

( 5) 

1983 

24 

( 5) 

Prior  to  1983 

156 

(29) 

or 

never 

Ever  used  a “shooting  gallery’’ 

Yes 

212 

(40) 

(N  = 529) 

No 

317 

(60) 

Ever  shared  a needle  on  travel 

Yes 

138 

(66) 

outside  of  Ohio  (N  = 209)^^ 

No 

71 

(34) 

Most  frequently  reported  sites  of  needle  sharing 

Cities  it 

States 

# 

New  York  City  15 

Florida 

20 

Detroit  9 

New  York 

16 

Chicago  7 

California 

9 

Miami  6 

Michigan 

9 

Atlanta  5 

Illinois 

7 

Other  FL  cites  14 

Texas 

7 

Knowledge  of  AIDS  changed 

Yes 

258 

(60) 

pattern  of  drug  use^  (N  = 433) 

No 

170 

(39) 

Don’t  know 

5 

( 1) 

♦question  not  asked  at  first  survey  site 
♦♦323  reported  no  travel  outside  of  Ohio  since  1981 


where  they  had  shared  needles.  One  male  gave  a history  of  homo- 
sexual contacts  as  a risk  factor  for  HIV  infection.  One  individual 
gave  a history  of  having  received  more  than  three  units  of  blood 
transfused  on  two  separate  occasions  in  1982  and  most  recently 
in  October  1983  in  a hospital  in  New  York  City. 

As  of  January  22,  1987,  there  were  396  AIDS  cases  reported 
to  the  Ohio  Department  of  Health  meeting  the  CDC  surveillance 
definition.  Of  this  number,  18  (4.5%)  were  among  non-gay  IV 
drug  users.  However,  among  the  24  AIDS  cases  reported  in 
females,  5 (21%)  were  among  IV  drug  users.  Among  self-referred 
IV  drug  users  without  histories  of  homosexual  contacts  who  have 
presented  themselves  to  Ohio’s  nine  HIV  testing  sites  as  of  Febru- 
ary, 1987,  9.5%  (23/241)  were  HIV  positive.  It  is  possible  that 
these  testing  sites  may  identify  IV  drug-abusing  clients  at  higher 
risk  for  encountering  and  transmitting  HIV  than  those  enrolled 
in  methadone  programs,  although  no  drug-use  behavior  data 
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Table  3: 

Line  Listing  of  HIV  Positive  Cases 


Case  It 

Age 

Race 

Sex 

Orientation 

Transfusion 

STD 

Prostitution 

SharedC 

Gallery 

Inject  Travel 

1 

51 

Black 

M 

Hetero 

Yes* 

Yes 

No 

Yes 

(10/86) 

Often 

Yes@ 

2 

38 

White 

M 

Bisexual 

No 

No 

No 

Yes 

(1971) 

No 

Yes@ 

3 

37 

Black 

F 

Bisexual 

No 

No 

No 

No 

Few  Times 

No 

4 

34 

Black 

M 

Hetero 

No 

No 

No 

Yes 

(4/86) 

Often 

No 

5 

31 

White 

F 

Hetero 

No 

No 

No 

Yes 

(5/86) 

Few  times 

No 

6 

33 

Hisp 

M 

Hetero 

No 

No 

No 

Yes 

(5/86) 

No 

No 

7 

30 

Hisp 

F 

Hetero 

No 

No 

Yes@ 

No 

Few  times 

Yes@ 

* — New  York  City,  10/83,  3+  units 

@ — New  York  City 

<t  — Date  last  shared  a needle 


Table  4: 

Prevalence  of  HIV  Antibodies 
By  Race  and  Sexual  Orientation 
in  508  IV  Drug  Users 


Ohio, 

1986 

No. 

No.  Positive 

Odds  Ratio 

Race* 

Tested 

(%) 

(95%  Cl) 

White 

320 

2 

(0.6) 

1 

Black 

157 

3 

(1.9) 

3.1  (0.5-55.1) 

Hispanic 

20 

2 

(10.5) 

17.7  (2.4-133.0) 

Sexual  Orientation 

Male  heterosexual 

300 

3 

(1.0) 

1 

Female  heterosexual 

188 

2 

(1.1) 

1.1  (0.2-6.6) 

Male  gay /bisexual 

8 

1 

(12.5) 

14.1  (1.3-153.0) 

Female  gay/bisexual 

10 

1 

(10.0) 

10.3  (0.9-124.5)** 

*11  with  Native  American,  Asian  or  other  racial  backgrounds 
**sexual  orientation  missing  for  two  individuals 
***compared  with  female  heterosexuals 


are  available  from  the  testing  sites. 

Given  the  reasons  that  motivate  individuals  to  enter  MTPs, 
it  would  appear  likely  that  the  survey  underestimates  the  preva- 
lence of  HIV  infection  among  all  IV  drug  users  in  Ohio.  Motiva- 
tions to  reduce  or  eliminate  use  of  IV  drugs,  particularly  the 
fear  of  contracting  AIDS,  may  differ  substantially  from  drug 
users  not  enrolled  in  a treatment  program.  On  the  other  hand, 
the  observation  that  57%  of  those  enrolled  in  the  methadone 
programs  who  volunteered  for  the  study  had  used  “street”  drugs 
within  two  months  of  the  time  of  the  study  indicates  that  the 
study  population  sample  may  represent  in  part  the  IV  drug  users 
not  in  formal  treatment  programs. 

Until  such  time  as  there  is  an  effective  treatment  for  or  vac- 
cine to  prevent  disease  from  HIV  infection,  interventions  to 
eliminate  behaviors  that  increase  the  risk  of  spreading  the  virus 
offer  the  only  hope  in  limiting  the  scope  of  the  AIDS  epidemic. 
While  this  study  suggests  that  high-risk  behaviors  in  IV  drug 
users  may  be  changing  in  response  to  knowledge  about  AIDS, 
further  studies  are  needed  to  define  the  specific  educational  com- 
ponents most  effective  in  increasing  participation  in  drug  treat- 
ment programs  and  other  risk-reduction  activities.  Educational 


efforts  to  reduce  HIV  transmission  in  the  Ohio  drug-using  popu- 
lation, with  a low  initial  prevalence  of  infection,  offer  the  best 
opportunity  to  limit  an  epidemic  of  tragic  proportions. 
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THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


CGTOcbr 


Pulvules" 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiralory  inteclions.  including  pneumonia, 
caused  by  Streptococcus  pneumoniae,  Haemophilus  inftuemae.  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci!. 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECIOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO  PENICIllIN 
SENSITIVE  PATIENTS  PENICILLINS  ANO  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  m differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

0 Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  ad|ustments  m 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrheal  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever!  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and.  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  lest 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinilest*  tablets  but  not  with  Tes-Tape’  (glucose 
enzymatic  test  strip,  Lilly)  losiosai 

Additional  information  available  from  Pv  Z35i  amp 

Ell  Lilly  and  Company.  Indianapolis.  Indiana  4628b 

Eli  Lilly  Industries.  Inc 

Carolina.  Puerto  Rico  00630 


® 1988,  ELI  LILLY  AND  COMPANY  CR-5012-B-849345 
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LOSS  AWARENESS  BULLETIN 


Rating  Your  Risk  Exposure 


Certain  practice  patterns 

often  produce  effects  which 
can,  either  individually  or 
in  combination  with  each  other, 
lead  to  a malpractice  suit.  In 
earlier  editions  of  the  Loss 
Awareness  Bulletin,  we  have 
explored  various  areas  that  have 
been  identified  as  contributory 
factors  in  malpractice  lawsuits. 
Below  is  a brief  quiz  to  help 
physicians  assess  elements  in  their 
own  practices  which  can  present 
immediate  or  later  difficulties. 
They  are  offered  here  as  part  of 
our  continuing  emphasis  upon  risk 
management  and  loss  prevention. 
The  statements  below  reflect 
various  concepts  in  risk 
management  which  have  surfaced 
in  the  claims  experience  of 
Physicians  Insurance  Company  of 
Ohio. 


CONTINUING  MEDICAL 
EDUCATION 


Healing  of  Problem  Wounds 
When:  January  18,  1989 

Time:  8 AM  to  4:30  PM 

Where:  Meridia  Huron  Hospital 

13951  Terrace  Road 
Cleveland,  Ohio  44112 
Credit:  not  specified 

Fee:  $50 

Sponsor:  Department  of  Surgery; 
Department  of  Plastic 
and  Reconstructive 
Surgery;  Co-sponsored 
by  Hyperbaric  Medical 
Service 

Contact:  Margaret  Niessner 

Medical  Staff  Office 
Meridia  Huron  Hospital 
address  listed  above 
216-761-3300,  Ext.  2899 


Medical  reports  from  labs,  consulting  specialists,  etc. 
are  reviewed  by  me  before  they  are  placed  in  the 


patient’s  file. 

Yes 

□ 

No 

□ 

There  is  a clear  procedure  to  inform  the  patient  of 

□ 

□ 

office  and  other  lab  results. 

Yes 

No 

Urgent  lab  tests  can  be  and  are  performed  in  the 

□ 

□ 

office. 

Yes 

No 

There  is  a rigid  follow-up  system  when  patients  have 

□ 

□ 

been  referred  for  diagnostic  testing  or  consultation. 

Yes 

No 

All  X-rays  of  my  patients  are  read  by  a radiologist. 

Yes 

□ 

No 

□ 

I request  all  necessary  records  when  I see  a patient  in 

□ 

□ 

consultation. 

Yes 

No 

All  of  the  physicians  who  cover  for  me  are  qualified 

□ 

□ 

by  training  to  do  so. 

Yes 

No 

Telephone  conversations  at  the  front  desk  or  personal 

conversations  by  the  staff  cannot  be  overheard  by 

□ 

□ 

patients  while  in  the  waiting  room. 

Yes 

No 

Someone  notifies  my  patients  in  the  waiting  room  if  I 

□ 

□ 

am  running  behind  in  seeing  patients. 

Yes 

No 

Do  my  scheduled  patients  spend  more  than  30 

□ 

□ 

minutes  in  the  waiting  room? 

Yes 

No 

On  the  average,  does  it  take  a patient  less  than  two 

□ 

□ 

weeks  to  get  an  appointment? 

Yes 

No 

Is  there  a procedure  for  my  staff  to  follow  up  on 

□ 

□ 

missed  appointments? 

Yes 

No 

Are  the  results  of  the  follow-up  on  missed 

□ 

□ 

appointments  entered  in  the  patient’s  chart? 

Yes 

No 

New  patients  complete  a patient  history,  which  is 

taken  by  me  or  by  another  qualified  person  in  the 

□ 

□ 

office? 

Yes 

No 

Specific  questions  are  asked  about  allergies, 

sensitivities,  bad  results,  etc.  with  information  entered 

□ 

□ 

in  the  patient’s  chart? 

Yes 

No 

Prescription  pads  are  kept  out  of  sight  of  patients. 

Yes 

□ 

No 

□ 

Drugs  are  kept  out  of  sight. 

Yes 

□ 

No 

□ 

Drugs  are  kept  in  a locked  area. 

Yes 

□ 

No 

□ 

An  adequate  drug  record  is  kept  of  all  narcotic  drugs. 

Yes 

□ 

No 

□ 

If  a patient  questions  my  professional  fees,  I want  to 

know  about  it  and  will  advise  the  staff  how  to 

□ 

□ 

respond. 

Yes 

No 

continued 

on  page  74 
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American  Physicians  Life  (APL),  OSMA’s  endorsed 
life  and  health  insurance  carrier,  provides  the  fol- 
lowing quality  products  and  services  to  Ohio 
physicians. 


OSMA 
Group  Life 
& Health 
Plan 

OSMA 

TENURE 

Interest 
Sensitive 
Life  Plans 

Tax 

Deferred 

Annuities 


group  term  insurance  packaged  with 
competitive  major  medical  coverage 


low  cost  ten  year  term  insurance  with 
built-in  guarantees 

permanent  protection  offering  high 
interest  earnings  and  great  plan 
flexibility 

no-load  long  term  savings  plan  with 
tax  deferred  earnings 


Income  non-cancellable,  guaranteed  renewa- 
Protection  ble  to  age  65  disability  income  protec- 
tion with  own-occupation  coverage 

Retirement  impressive  array  of  investment  vehi- 
Plan  cles  available 

Funding 

At  APL,  we  are  committed  to  providing  member 
physicians,  their  families  and  employees  with  the 
best  protection  at  the  lowest  possible  cost. 


^AMERICAN  PHYSICIANS  LIFE 


Bates  Drive 
P O Box  281 

Pickerington,  Ohio  43147 


Endorsed  by 
OSMA, 


1-800"742-1275 
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Toledo  and  Lucas  County  Launch 
“Ask  the  Academy” 


In  April  1986,  the  Community 
Relations  and  Communications 
Commission  of  the  Academy 
of  Medicine  of  Toledo  and  Lucas 
County  came  up  with  what  seemed 
like  a good  idea. 

Members  of  the  Academy  would 
respond  to  medical  questions 
posed  by  readers  of  the  Toledo 
Blade  in  a regular  or  semi-regular 
column,  and  in  return  receive  a 
little  name  recognition,  as  well  as 
a general  feeling  of  goodwill 
toward  local  physicians. 

The  only  catch  was  selling  the 
Blade  on  the  idea. 

“Basically,  they  viewed  us  as 
amateurs,”  the  Academy’s 
Executive  Director  Lee  Wealton 
now  recalls. 

Blade  managing  editor  Edson 
Whipple  admits  to  having  a few 
concerns  when  the  subject  was 
first  broached. 

“We  didn’t  have  any  problem 
with  the  concept  of  a medical 
advice  column,”  he  clarifies. 
Instead,  there  were  worries  as  to 
whether  or  not  the  Academy  could 
sustain  the  effort  of  producing  a 
monthly  column,  and  would  there 
be  legitimate  answers  to  questions? 

“We  didn’t  want  answers  that 
were  just  filling  space,”  Whipple 
explains.  “They  had  to  be  answers 
that  served  the  reader  in  some 
capacity.” 

There  was  hesitation,  too,  over 
whether  the  column  would  slip 
into  a political  stance.  Would  it  be 
used  to  espouse  the  negatives  of 


social  medicine,  for  example,  or  to 
debate  the  sources  for  Medicare 
funding? 

“We  don’t  shy  away  from 
political  issues  in  the  paper,”  says 
Whipple,  “but  we  didn’t  want 
politics  in  the  column.” 

The  availability  of  nationally 
syndicated  health  columns 
proposed  still  another  drawback. 
With  such  heavyweights  as  Peter 
Gott  — a proven  readership  draw 
— available,  and  for  very  little 
money,  it’s  difficult  to  justify  the 
need  for  another  medical  column, 
says  Whipple.  Especially  one  that 
has  not  proven  itself. 

“We  asked  if  something  similar 
existed  elsewhere  so  we  could  get 
some  feedback  on  how  the  format 
worked,  what  the  trouble  spots 
were  and  so  on,”  says  Whipple. 

Wealton  volunteered  to  track 
down  other  county  medical 
societies  who  were  running 
columns  in  daily  newspapers  — 
but  was  hard-pressed  to  find  one. 

“We  checked  first  with  the 
OSMA  to  see  what  other  counties 
in  the  state  were  running  columns 
in  large  dailies,”  Wealton  says. 

And  although  individuals  and 
groups  who  contributed  medical 
advice  columns  to  weeklies  could 
be  located  — there  were  no 
counties  in  the  state  attempting  to 
do  what  Toledo  was  trying  to  do. 
So  Wealton  turned  the  search 
nationwide. 

The  AMA,  however,  was  also 
unable  to  discover  any  county 


medical  society  working  on  a 
column  with  a daily  paper. 

“We  put  a request  out  on  (two 
communications  networks). 
Connections  and  FedNet,  but  got 
no  response,”  Wealton  continues. 

Eventually,  it  was  the  Blade 
itself  that  produced  the  evidence 
that  a column  written  by  local 
physicians  could  work.  The  paper 
began  to  run  an  advice  column 
produced  by  a health-care  facility 
located  in  another  part  of  the 
state. 

“We  wrote  a rather  scathing 
letter  to  the  Blade  that  told  them 
if  this  column  works,  so  would 
ours,”  says  Wealton. 

Other  groups  — primarily  local 
health-care  facilities  — jumped  on 
the  bandwagon  and  lobbied  the 
Blade  on  the  Academy’s  behalf. 

Whipple  agrees  that  the  start  of 
the  other  column  aroused  some 
controversy.  It  also  made  the  Blade 
staff  question  the  need  for  the 
Academy  column  even  more 
closely,  but  the  newspaper  finally 
relented. 

“We  saw  that  maybe  there  were 
some  local  concerns  that  weren’t 
being  addressed  by  the  other 
columns,  so  we  agreed  to  run  it,” 
he  explains. 

The  column  premiered  on 
September  16,  1988,  giving  the 
Academy  of  Medicine  of  Toledo 
and  Lucas  County  the  distinction 
of  being  the  first  county  society  in 
the  country  to  run  a health 
column  in  a daily  newspaper. 
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Ask  the  Academy 


“Right  now,  the  column  runs 
the  third  Friday  of  every  month,” 
says  Lynne  Mangan,  the  Academy’s 
Director  of  Communications. 

The  column  could  increase 
frequency  — depending  on  how 
well  it’s  received. 

“We’re  getting  good  response 
from  our  first  column,”  Mangan 
continues.  In  fact,  in  a paper  that 
generally  draws  one  to  two  letters 
per  column,  the  “Ask  the 
Academy”  column  garnered  about 
a dozen  responses  its  first  time 
out. 

One  of  the  advantages  of  a 
locally  produced  column  (and  a 
stipulation  made  by  the  Blade 
before  agreeing  to  run  the  column) 
is  that  each  letter  is  answered 
whether  or  not  it  appears  in  print. 

“The  Blade  is  allowing  us  to 
decide  which  letters  are  printed,” 
Mangan  adds. 

When  the  questions  come  in, 
they  are  collected,  and  a meeting 
with  Gerald  Marsa,  MD,  Chairman 
of  the  Community  Relations  and 
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cardiac  patients;  the  difference 
between  a strain  and  a sprain;  a 
troublesome  scalp  condition;  and 
what  effect  computer  terminals 
have  on  eyes. 

“We  weren’t  happy  with  the  first 
headline,”  Mangan  comments. 

“Penicillin  Urged  for  People 
With  Heart  Murmurs”  waved 
above  that  initial  column  — clearly 
misinterpreting,  says  Mangan,  one 
of  the  physician’s  responses. 

“And  we  would  have  liked  the 
column  a little  closer  to  the  top,” 
she  continues. 

The  first  column  also  lacked  the 
statement  that  all  answers  are 
provided  by  physician  members  of 
the  Academy  of  Medicine  of 
Toledo  and  Lucas  County  — a 
problem  that  should  be  corrected 
by  the  next  column,  adds  Wealton. 

Nevertheless,  the  Academy  was 
generally  pleased  with  the  initial 
effort,  and  are  excited  about  its 
future  prospects. 

“We  hope  to  expand  to  a weekly 
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wishing  to  start  a column  in  their 
local  paper  — weekly  or  daily  — 
may  want  to  heed  the  following 
advice  of  managing  editor 
Whipple: 

• Study  the  paper  before  you 
approach  it.  Does  it  already  run 
a health  column?  If  so,  how 
will  your  column  be  different? 
“The  paper  will  want  to  know 
that  your  column  is  going  to  fill 
a specific  gap  in  its  coverage,” 
says  Whipple.  The  local  angle, 
he  adds,  is  a strong  selling 
point.  Use  it. 

• Convince  the  editor  that  you 
will  deliver  accurate, 
authoritative  information.  “Our 
science  editor  reviews  the 
Academy’s  column  each  month 
to  assure  us  that  the  issues  are 
on  target  with  what  readers 
want  to  know,”  says  Whipple. 
However,  not  all  papers  will 
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Communications  Commission,  is 
arranged.  He  sits  down  with 
Academy  staff  to  review  the 
collection  of  letters,  and  makes 
suggestions  as  to  which  specialist 
should  be  consulted  for  each 
question  — occasionally  furnishing 
names  of  possible  respondents. 

The  staff  comes  up  with  a list  of 
other  respondents. 

“All  of  the  doctors  we’ve  asked 
to  answer  a letter  have  been  very 
cooperative,”  says  Wealton. 

Admittedly,  however,  the 
questions  for  the  first  column 
came  from  Blade  reporters. 

“They  were  good  questions, 
too,”  Wealton  says  with  a laugh. 

The  first  column  covered 
questions  about  penicillin  use  in 


column,”  Mangan  says. 

Presently,  the  other  medical 
column  — the  one  produced  by 
the  health-care  facility,  is  running 
weekly,  but  Whipple  doesn’t  have 
a problem  with  the  Academy’s 
column  expanding  to  the  same 
timeframe,  if  the  readership 
justifies  it. 

Of  course,  whether  or  not 
readers  of  the  Blade  can  sustain 
the  need  for  both  health  columns 
has  yet  to  be  determined. 

“We  haven’t  analyzed  the 
questions  and  answers  to  see  if 
there  is  crossover,”  says  Whipple. 
“Right  now,  our  feeling  is  that 
there  are  enough  ills  out  there  for 
both  columns.” 

And  maybe  enough  goodwill, 
too. 

Other  county  medical  societies 


have  a science  editor  to  reassure 
them,  so  it’s  up  to  you  to 
convince  the  editor  that  your 
column  is  not  just  so  much 
dead  air.  Have  the  person  who 
will  author  the  column  or  be 
responsible  for  it  in  tow,  so 
editors  can  see  what  type  of 
individual  they’re  dealing  with. 
Have  some  ideas  for  the  format 
of  the  column,  and  be  ready  to 
discuss  others.  It  doesn’t  hurt, 
says  Whipple,  to  prepare  some 
prototypes  of  what  you  have  in 
mind  . . . but  don’t  be  surprised 
if  the  editor  suggests  something 
entirely  different  ...  a column 
by  a single  expert  (that 
alternates  with  other  experts 
each  month,  for  example),  or  a 
different  way  to  gather 
questions.  Be  flexible  and 


64 


OHIO  Medicine 


willing  to  discuss  the 
possibilities,  advises  Whipple. 

• Be  able  to  prove  to  the  editor 
that  you  can  keep  the  column 
running.  “I  don’t  want  to  tell 
the  readers  I’m  starting  a 
column  if  I’m  only  going  to  be 
running  it  once  or  twice,”  says 
Whipple.  Here  again,  you  might 


prepare  enough  material  ahead 
of  time  to  prove  you  have  the 
contents  and  the  personnel  to 
keep  the  column  going. 

• Finally,  be  patient.  Recognize 
that  the  decision  is  not  going  to 
be  made  overnight.  “The 
Academy’s  column  was 
discussed  by  everyone  from  the 


publisher  and  executive  editor 
on  down  to  the  features  editor,” 
says  Whipple.  Making  a 
decision  takes  time  for  any 
newspaper.  Allow  plenty,  but  be 
persistent  in  requesting  an 
answer.  — Karen  S.  Edwards 


in  Trumbull  County 


A sticker 
used  by  Dr. 
Wehby  to 
promote  his 
anti-drug 
campaign. 


Saying  “Nope  to  Dope” 

When  Trumbull  County 

Medical  Society  Executive 
Director  Doris  Dean  read 
the  article  on  John  Wehby,  MD, 
and  his  “Say  Nope  to  Dope” 
campaign  in  the  April,  1988  issue 
of  OHIO  Medicine,  “A  light  went 
on  in  my  head,”  she  says.  Every 
year,  for  the  past  seven,  the 
Trumbull  County  society 
participates  in  “Healthwise,”  a 
health  fair  and  exhibition  held 
annually  at  a local  area  shopping 
mall.  Throughout  the  year.  Dean 
searches  for  literature  and  ideas  to 
use  at  the  two-day  exhibition  — 
but  after  coming  across  Dr. 

Wehby,  she  says,  her  search  ended. 

“His  campaign  seemed  so  right 
for  us,”  Dean  continues.  “For  the 
past  few  years,  we’ve  targeted  the 
subject  of  teen-agers  and  drug 
abuse  in  our  presentations  at 
‘Healthwise.’  ” 

And  for  good  reason.  Not  only 
is  the  problem  of  teens  and  drugs 
an  ongoing  one  in  Trumbull 
County  — as  it  is  across  the 
country  — but  it’s  a subject  in 
which  the  Trumbull  County 
Medical  Society’s  Auxiliary  takes 
an  active  role. 

“Our  Auxiliary  is  very  actively 
involved  in  drug  programs  for 
teens,”  says  Dean.  “That’s  why  we 
wanted  to  incorporate  the  ‘Say 
Nope  to  Dope’  campaign  into  our 
exhibit  this  year.  It  fit  so  perfectly 
into  what  we  try  to  do  year- 
round.” 

She  secured  Dr.  Wehby’s 
permission,  then  sought  the 
approval  of  both  the  medical 
society’s  Executive  Council  and  its 


Joint  Committee  on  Community 
Health  Concerns. 

Neither  group  expressed  any 
objections. 

“It  just  seemed  like  it  was 
meant  to  be,”  says  Dean. 

Dr.  Wehby  sent  up  6,000  pieces 
of  his  “Say  Nope  to  Dope” 
material  (primarily  badges  and 
stickers)  for  exhibit,  and  Kruse 
Kontrol,  a Cincinnati-based  band 
featuring  songwriter/performer 
Mark  Glenn  made  two  stage 
presentations  during  the  exhibit 
— including  a “Say  Nope  to 
Dope”  song  they  have  written 
especially  for  Dr.  Wehby’s 
campaign. 

“The  reception  at  the  exhibition 
was  amazing,”  says  Dean.  “People 


were  so  enthusiastic,  they  tried  to 
take  some  of  the  materials  down 
from  our  exhibit  board.” 

The  society  had  plenty  of  people 
to  distribute  the  material  that  was 
available,  however.  At  least  20 
teen-agers  from  various  high 
school  groups  circulated  through 
the  mall,  passing  out  the  “Say 
Nope  to  Dope”  literature  to  teens 
in  attendance. 

“That  alone  is  unusual,”  says 
Dean.  “Generally  exhibitors  are 
not  allowed  to  leave  their  booths 
to  distribute  their  material.  It  just 
goes  to  show  you  how  widely 
accepted  this  promotion  is.” 

About  30  members  of  the 
Auxiliary  were  also  on  hand  to 

continued  on  page  67 
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TELLYOUR 
PRTIENTS  THBR 
CHOLESTEROL  NUMBER... 
BEFORE  THETASK. 


Reducing  high  blood  cholesterol  reduces  the  risk  of  heart  disease.  That's  why  we're  telling  Americans— 
through  a national  public  service  advertising  campaign— to  know  their  cholesterol  number.  Your  patients 
may  soon  be  asking  you  for  their  number  and  what  it  means. 

And  when  they  do,  we  can  help.  The  National  Cholesterol  Education  Program,  administered  by  the 
National  Heart,  Lung,  and  Blood  Institute,  has  developed  adult  treatment  guidelines  to  help  you  identify 
high-risk  patients  and  use  the  appropriate  diet  and/or  drug  therapy  for  those  with  elevated  cholesterol  levels. 

Help  your  patients  reduce  their  risk  of  heart  disease.  For  a free  copy  of  the  Report  of  the  Expert  Panel 
on  Detection,  Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults,  complete  the  form  below. 


Name 

Specialty 

Address 

City State Zip 

Mail  to:  Cholesterol  Adult  Treatment  Guidelines 
National  Cholesterol  Education  Program 
National  Heart,  Lung,  and  Blood  Institute 
C-200-GA 

Bethesda,  MD  20892 

NATIONAL  CHOLESTEROL  EDUCATION  PROGRAM 

NATIONAL  HEART,  LUNG,  AND  BIOOD  INSHTUTE 

National  Institutes  of  Health  • Public  Health  Service  • U.S.  Department  of  Health  and  Human  Services 
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Say  Nope  to  Dope  . . . 


pass  out  Dr.  Wehby’s  buttons  and 
stickers  and  to  help  operate  the  20 
or  so  health  videotapes  that  were 
included  in  the  medical  society’s 
exhibit.  Auxiliary  members  who  are 
also  nurses  helped,  too,  with  the 
vision  and  blood  pressure  screening 
tests  offered  at  “Healthwise”  by 
the  medical  society. 

Dean  credits  this  year’s  Auxiliary 
president,  Eileen  Loria  (Mrs. 

Louis)  and  her  co-chairpersons: 
Mimi  Milheim  (Mrs.  Irvine);  Mary 
Villareal  (Mrs.  Domingo)  and 
Marjorie  Dangaran  (Mrs.  Artemio) 
for  getting  (and  keeping)  this 
year’s  exhibition  off  the  ground. 

“Our  object  in  presenting  Dr. 
Wehby’s  campaign  was  to 
introduce  its  message  to  Trumbull 
County.  We  invited  teens  and  high 
school  counselors  to  attend  the 
event  and  participate  in  it  in  hopes 
that  the  schools  would  carry  on 
the  message,’’  says  Dean. 

She  reports  that  both  she  and 
Dr.  Wehby  have  been  approached 
by  several  area  schools  asking  for 
more  information  about  the 
campaign  ...  for  buttons  ...  for 
Kruse  Kontrol  and  their  lyrical  way 


of  phrasing  the  “Nope  to  Dope’’ 
message. 

In  other  words,  the  word  about 
drugs  is  getting  out  in  Trumbull 


County  — and  the  community  has 
the  Trumbull  County  Medical 
Society  and  its  Auxiliary  to  thank. 
— Karen  S.  Edwards 


Business  internships  for  physicians 


The  original  mini-internship 
program  gave  business 
professionals  the 
opportunity  to  leave  their 
briefcases  at  the  office  and  spend 
the  day  on  rounds  with  a 
physician.  Physicians  now  have  the 
chance  to  leave  their  lab  coats  and 
scrubs  behind  and  take  a walk  on 
the  business  side  as  part  of  the 
reverse  mini-internship  program 
launched  by  the  Academy  of 
Medicine  of  Columbus  and 
Franklin  County. 

At  the  last  mini-internship 
meeting,  a couple  of  the 
participants  suggested  that 
physicians  might  benefit  from  a 
taste  of  the  business  world.  Those 
physicians  who  were  present 
thought  it  was  an  excellent  idea, 
according  to  Ann  Clinger,  the 


Academy’s  Deputy  Executive 
Director. 

The  Academy  then  got  the  ball 
rolling.  Some  of  the  recent 
“interns”  were  asked  if  they 
wanted  to  reverse  roles  — this 
time,  they  would  have  the  chance 
to  show  the  physicians  around. 
“There  wasn’t  one  who  said  they 
weren’t  interested,”  Clinger  says. 

The  program  began  on  a small 
scale  — two  physicians  would  each 
spend  a half  day  at  a business. 

The  concept  worked  so  well  the 
first  time  that  the  Academy  hopes 
to  expand  the  program,  perhaps 
doubling  the  number  of 
participants  the  next  time  around. 

Another  idea  being  discussed  is 
sending  a physician  into  the 
political  arena  — a mini-internship 
in  politics.  A physician  could 
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Business  internships  for 

spend  the  day  with  a legislator  in 
session  and  get  some  sense  of  the 
intricacies  of  politicking  and 
bill-building. 

The  inspiration  behind  both  of 
the  mini-internship  programs  — to 
open  up  communications  between 
professions,  to  share  perspectives 
on  health-care  issues  — is  the 
same,  Clinger  explains.  “The 
businessman  sees  the  total  time  the 
physician  spends  with  the  patient 
. . . that  it’s  not  a 9-to-5  job.  The 
physician  will  now  get  a chance  to 
do  the  reverse”  — to  see  the 
innerworkings  of  a business 
operation. 

For  Marilyn  J.  Huheey,  MD,  a 
Columbus  ophthalmologist,  the 
half  day  she  spent  at  O.M.  Scott, 
a lawn  care  company  in  Marysville, 
was  time  well-spent.  “I  certainly 
learned  a lot,”  she  said.  “It  makes 
you  understand  that  part  of  the 
price  of  every  product  you  buy 
includes  the  cost  of  protecting  the 
company’s  employees.” 

The  cost  of  ensuring  safety 
precautions  and  workers’ 
compensation  is  an  integral  part  of 
health-care  costs.  Dr.  Huheey 
explains.  Each  O.M.  Scott 
employee  receives  a yearly  medical 
exam  and  X-rays.  Lately,  the 
company  has  been  lucky  — over 
800,000  working  hours 
(approximately  a year  and  one- 
half)  with  no  time-lost  injuries. 

The  fact  that  this  statistic  is 
displayed  at  the  front  of  the 
company  underscores  the 
importance  of  maintaining  safety 
on  the  job  and  the  potential  health 
costs  of  work-related  injuries. 

Among  other  things  that  Dr. 
Huheey  observed  and  recorded 
about  her  visit  . . . that  health-care 
plans  at  the  company  had 
undergone  several  transformations 
in  the  last  100  years  — from 
privately  reimbursed  medical  bills 
to  a large  conglomerate  company 
health  plan  . . . that  the  company 
is  constantly  looking  for  ways  to 
contain  the  cost  of  health  care  — 
a new  way  is  by  offering  health 
“credits”  as  a reward  for  healthy 
lifestyles  . . . that  the  company 
reimburses  for  such  things  as 


physicians  . . . continued 

substance  abuse  counseling  and 
smoking  cessation  . . . and  that 
health-care  benefits  are  very  costly 
to  provide. 

One  of  the  important  lessons  of 
the  mini-internship  program  is  that 
both  physicians  and  business 
professionals  share  common 
concerns  and  goals  for  maintaining 
good  health.  In  a nutshell,  good 
health  makes  good  business  sense. 

During  the  mini-internship 
dinner,  “Enthusiasm  ran  very 
high.  It’s  always  like  that  after  the 
internship,”  Clinger  says.  And 
based  on  the  feedback, 
participants  felt  they  had 
accomplished  their  objectives  of 
better  communication  and  shared 
ideas. 

Other  physicians  have  already 
volunteered  for  the  next  round  of 
business  internships  — something 
that  both  Dr.  Huheey  and  Clinger 
agree  is  a good  idea.  “It’s 
important  that  medicine  and 
business  have  this  time  to 
communicate  and  see  each  other’s 
side,”  Clinger  says. 

A mini-internship  — in  business, 
medicine  or  politics  — offers  a 
glimpse  into  the  working  day,  the 
unique  problems  and  the 
atmosphere  of  another  profession. 
For  this  reason,  the  experience  may 
prove  to  be  eye-opening. 

Gerald  Penn,  MD,  a Columbus 
pathologist,  was  the  other 
physician  who  took  part  in  the 
reverse  mini-internship.  He  spent  a 
half  day  at  Industrial  Fabricators 
Incorp.,  in  Columbus,  getting  a 
firsthand  look  at  operations. 

After  his  visit,  the  president  of 
the  company  sent  a letter  of 
thanks  to  the  Academy,  along  with 
a Xeroxed  article  entitled  “What’s 
Up  Doc?”  He  expressed  his 
concern  that  “the  medical 
profession  is  being  cast  in  an 
unsavory  light”  in  the  article. 

Perhaps  this  is  the  kind  of  result 
that  speaks  best  for  the  success  of 
the  mini-internship  program  and 
its  ability  to  bridge  gaps  in 
understanding  — when  one 
profession  takes  time  out  to  show 
concern  for  another  profession. 

— Deborah  A thy 


OSMA  Councilors 

Listed  below  are  the  OSMA  Councilors 
and  the  districts  they  represent.  If  you  have 
any  questions  or  concerns  regarding 
OSMA,  please  address  them  to  your 
Councilor. 

First  District 

Stanley  J.  Lucas,  MD 
2905  Burnet  Avenue 
Cincinnati,  Ohio  45219 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

Walter  A.  Reiling,  ]r.,  MD 
2200  Philadelphia  Drive,  Suite  548 
Dayton,  Ohio  45406 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

William  H.  Kose,  MD 
200  W.  Pearl  Street 
Findlay,  Ohio  45840-3713 
Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 

]ohn  A.  Devany,  MD 
2743  W.  Central  Avenue 
Toledo,  Ohio  43606 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Henry  G.  Krueger,  MD 

24700  Lorain  Road 

North  Olmstead,  Ohio  44070 

Ashtabula,  Cuyahoga,  Geauga,  and 

Lake 

Sixth  District 

/.  James  Anderson,  MD 
5204  Mahoning  Ave.,  Suite  103 
Youngstown,  Ohio  44515 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nermin  D.  Lavapies,  MD 
1220  Hughes  Avenue 
Martins  Ferry,  Ohio  43935 
Belmont,  Carroll,  Coshocton, 
Harrison,  Jefferson,  Monroe  and 
Tuscarawas 
Eighth  District 
John  F.  Kroner,  Jr.,  MD 
Box  708 

Athens,  Ohio  45701 

Athens,  Fairfield,  Guernsey,  Licking, 

Morgan,  Muskingum,  Noble, 

Perry,  and  Washington 
Ninth  District 

Richard  Villarreal,  MD 
613  Center  Street 
Wheelersburg,  Ohio  45694-1795 
Gallia,  Hocking,  Jackson,  Lawrence, 
Meigs,  Pike,  Scioto,  and  Vinton 
Tenth  District 

H.  William  Porterfield,  MD 
3650  Olentangy  River  Rd. 

Columbus.  Ohio  43214 
Delaware,  Fayette,  Franklin,  Knox, 
Madison,  Morrow,  Pickaway,  Ross, 
and  Union 
Eleventh  District 

Charles  G.  Adams.  MD 
5896  Liberty  Avenue 
Vermilion,  Ohio  44089 
Ashland,  Erie,  Holmes,  Huron, 

Lorain,  Medina,  Richland,  and  Wayne 
Twelfth  District 

Jack  L.  Summers,  MD 
75  Arch  Street 
Suite  B2 

Akron,  Ohio  44304 
Portage  and  Summit 
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THE  POWER  TO  PREVENT 
SUBSTITUTIONS  FOR  THE  ONLY 
ZERO-ORDER  ORAL  THEOPHYLLINE 
IS  RIGHT  IN  YOUR  HANDS. 


THEO-DUR 


(theophylline  anhydrous) 

Therms  no  substitute 


Sustained 

Action 

Tablets 


for  success. 


Please  see  following  page  for  brief  summary  of  prescribing  information 
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THEO-DUR 

THEOPHYLLINE  (Anhydrous) 

Sustained  Action  Tablets 

INDICATIONS:  THEO-OUR  is  indicated  lor  relief  and/or  prevention  of  symptoms  of  asthma  and  for  reversible  broncho- 
spasm  associated  with  chronic  bronchitis  and  emphysema 

CONTRAINDICATIONS;  THEO-DUR  is  contraindicated  in  individuals  who  have  shown  hypersensitivity  to  Iheophylline 
or  any  Of  the  tablet  components 

WARNINGS:  Status  asthmalicus  should  be  considered  a medical  emergency  and  is  defined  as  that  degree  of  broncho- 
spasm  which  IS  not  rapidly  responsive  to  usual  doses  of  conventional  bronchodilators  Optimal  therapy  for  such 
patients  frequently  requires  both  additional  medication,  parenterally  administered  and  close  monitoring,  preferably  in 
an  intensive  care  setting 

Although  increasing  the  dose  of  theophylline  may  bring  about  relief,  such  treatment  may  be  associated  with  toxicity 
The  likelihood  of  such  toxicity  developing  increases  significantly  when  the  serum  theophylline  concentration  exceeds 
20  mcg/ml  Therefore,  determination  of  serum  theophylline  levels  is  recommended  to  assure  maximal  benefit  without 
excessive  risk 

Serum  levels  above  20  mcg/ml  are  rarely  found  after  appropriate  administration  of  recommended  doses  However,  in 
individuals  in  whom  theophylline  plasma  clearance  is  reduced  lor  any  reason  even  conventional  doses  may  result  m 
increased  serum  levels  and  potential  toxicity  Reduced  theophylline  clearance  has  been  documented  in  the  following 
readily  identifiable  groups  1)  patients  with  impaired  renal  or  liver  function.  2)  patients  over  55  years  of  age  particularly 
males  and  those  with  chronic  lung  disease  3)  those  with  cardiac  failure  from  any  cause  4)  neonates  and  5|  those 
patients  taking  certain  drugs  (macrolide  antibiotics  and  cimetidine)  Decreased  clearance  of  theophylline  may  be 
associated  with  either  influenza  immunization  or  active  infection  with  influenza 
Reduction  of  dosage  and  laboratory  monitoring  is  especially  appropriate  in  the  above  individuals  Less  serious  signs 
of  theophylline  toxicity  (i  e nausea  and  restlessness)  may  occur  frequently  when  initiating  therapy  but  are  usually 
transient,  when  such  signs  are  persistent  during  maintenance  therapy,  they  are  often  associated  with  serum  concen- 
trations above  20  mcg/ml  Unfortunately,  however.^senous  side  effects  such  as  ventricular  arrhythmias,  convulsions  or 
even  death  may  appear  as  the  first  sign  of  toxicity  without  any  previous  warning  Slated  differently  serious  toxicity  is 
not  reliably  preceded  by  less  severe  side  ellects 

Many  patients  who  require  theophylline  may  exhibit  tachycardia  due  to  their  underlying  disease  process  so  that  the 
cause/effecl  relationship  to  elevated  serum  theophylline  concentrations  may  not  be  appreciated 
Theophylline  products  may  cause  dysrhythmia  and/or  worsen  pre-existing  arrhythmias  and  any  significant  change  in 
rate  and/or  rhythm  warrants  monitoring  and  further  investigation 
The  occurrence  of  arrhythmias  and  sudden  death  (with  histological  evidence  of  necrosis  of  the  myocardium)  has 
been  recorded  in  laboratory  animals  (minipigs,  rodents  and  dogs)  when  theophylline  and  beta  agonists  were  adminis- 
tered concomitantly,  although  not  when  either  was  administered  alone  The  significance  of  these  findings  when 
applied  to  human  usage  is  currently  unknown 

PRECAUTIONS:  THEO-DUR  TABLETS  SHOULD  NOT  BE  CHEWED  OR  CRUSHED 

General.  Theophylline  half-life  is  shorter  in  smokers  than  in  non-smokers  Therefore  smokers  may  require  larger  or 
more  frequent  doses  Morphine  and  curare  should  be  used  with  caution  in  patients  with  airway  obstruction  as  ihey 
may  suppress  respiration  and  stimulate  histamine  release  Alternative  drugs  should  be  used  when  possible  Theophyl- 
line should  not  be  administered  concurrently  with  other  xanthine  medications  Use  with  caution  in  patients  with  severe 
cardiac  disease,  severe  hypoxemia,  hypertension,  hyperthyroidism  acute  myocardial  injury  cor  pulmonale,  congestive 
heart  failure,  liver  disease,  in  the  elderly  (especially  males)  and  in  neonates  In  particular  great  caution  should  be  used 
in  giving  theophylline  to  patients  with  congestive  heart  failure  Frequently,  such  patients  have  markedly  prolonged  the- 
ophylline serum  levels  with  theophylline  persisting  in  serum  for  long  periods  following  discontinuation  of  the  drug  In- 
dividuals who  are  rapid  metabolizers  of  theophylline,  such  as  the  young,  smokers,  and  some  non-smoking  adults,  may 
not  be  suitable  candidates  for  once-daily  dosing  These  individuals  will  generally  need  to  be  dosed  at  12  hour  or  some- 
times 8 hour  intervals  Such  patients  may  exhibit  symptoms  of  bronchospasm  near  the  end  of  a dosing  interval  or 
may  have  wider  peak  to-trough  differences  than  desired 

Use  theophylline  cautiously  in  patients  with  history  of  peptic  ulcer  Theophylline  may  occasionally  act  as  a local  irri- 
tant to  the  G I tract  although  gastrointestinal  symptoms  are  more  commonly  centrally  mediated  and  associated  with 
serum  drug  concentrations  over  20  mcg/ml 

Information  lor  Patients;  The  physician  should  reinforce  the  importance  of  taking  only  the  prescribed  dose  and  time 
interval  between  doses  THEO-DUR  tablets  should  not  be  chewed  or  crushed  When  dosing  ThEO-DUR  on  a once  daily 
(q24h)  basis,  tablets  should  be  taken  whole  and  not  split  As  with  any  controlled-release  theophylline  product,  the  pa- 
tient should  alert  the  physician  if  symptoms  occur  repeatedly  especially  near  the  end  of  the  dosing  interval 
DRUG  INTERACTIONS;  Drug-Drug;  Toxic  synergism  with  ephedrine  has  been  documented  and  may  occur  with  some 
other  sympathomimetic  bronchodilators  In  addition  the  following  drug  interactions  have  been  demonstrated 
Drug  Effect 

Theophylline  with  lithium  carbonate  Increased  excretion  of  lithium  carbonate 

Theophylline  with  propranolol  Antagonism  of  propranolol  effect 

Theophylline  with  cimetidine  Increased  theophylline  blood  levels 

Theophylline  with  troleandomycin  erythromycin  Increased  theophylline  blood  levels 

Drug -Food;  JHEO  DUR  1 00  mg  Sustained  Action  Tablets  have  not  been  adequately  studied  to  determine  whether  their 
bioavailability  is  altered  when  given  with  food  Available  data  suggest  that  drug  administration  at  the  time  of  food  m 
geslion  may  influence  the  absorption  characteristics  of  theophylline  controlled-release  products  resulting  m serum 
values  different  from  those  found  after  administration  in  the  fasting  state 
A drug-food  effect,  if  any,  would  likely  have  its  greatest  clinical  significance  when  high  theophylline  serum  levels  are 
being  maintained  and/or  when  large  single  doses  (greater  than  13  mg/kg  or  900  mg)  of  a controlled-release  theophyl- 
line product  are  given 

THEO-DUR  (200  300,  and  450  mg)  Sustained  Action  Tablets  The  rate  and  extent  of  absorption  of  theophylline  from 
THEO-DUR  200  mg  300  mg  and  450  mg  tablets  when  administered  fasting  or  immediately  after  a moderately  high  fat 
content  breakfast  is  similar 

Drug-Laboratory  Test  interactions:  When  plasma  levels  of  theophylline  are  measured  by  spectrophotometric 
methods,  coffee,  tea.  cola  beverages,  chocolate,  and  acetaminophen  contribute  falsely  high  values 
Carcinogenesis.  Mutagenesis,  and  Impairment  of  Fertility:  Long  term  animal  studies  have  not  been  performed  to 
evaluate  the  carcinogenic  potential  mutagenic  potential,  or  the  effect  on  fertility  of  xanthine  compounds 
Pregnancy;  Category  C— Animal  reproduction  studies  have  not  been  conducted  with  theophylline  It  is  not  known 
whether  theophylline  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction  capaci- 
ty Xanthines  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers;  It  has  been  reported  that  theophylline  distributes  readily  into  breast  milk  and  may  cause  adverse  el 
fects  in  the  infant  Caution  must  be  used  if  prescribing  xanthine  to  a mother  who  is  nursing  taking  into  account  the 
risk-benefit  of  this  therapy 

Pediatric  Use;  Safety  and  effectiveness  of  THEO-DUR  administered 

1 Every  24  hours  in  children  under  12  years  of  age  have  not  been  established 

2 Every  12  hours  in  children  under  6 years  of  age  have  not  been  established 

ADVERSE  REACTIONS;  The  most  consistent  adverse  reactions  are  usually  due  to  overdose  and  are 

1 Gastrointestinal  nausea,  vomiting,  epigastric  pain,  hematemesis  diarrhea 

2 Central  nervous  system  headaches,  irritability,  restlessness,  insomnia  reflex  hyperexcitability  muscle  twitching 
clonic  and  tonic  generalized  convulsions 

3 Cardiovascular  palpitation,  tachycardia  extrasysloles  flushing  hypotension  circulatory  failure  ventricular  ar- 
rhythmias 

4 Respiratory  tachypnea 

5 Renal  albuminuria,  increased  excretion  of  renal  tubular  and  red  blood  cells,  potentiation  of  diuresis 

6 Other  rash  hyperglycemia  and  inappropriate  AOH  syndrome 

OVERDOSAGE.  Management:  If  potential  oral  overdose  is  established  and  seizure  has  not  occurred 
A Induce  vomiting 

B Administer  a cathartic  (this  is  particularly  important  it  sustained-release  preparations  have  been  taken) 

C Administer  activated  charcoal 
If  patient  is  having  a seizure 
A Establish  an  airway 
B Administer  oxygen 

C Treat  the  seizure  with  intravenous  diazepam,  0 1 to  03  mg/kg  up  to  10  mg 
D Monitor  vital  signs,  maintain  blood  pressure  and  provide  adequate  hydration 
Post  Seizure  Coma. 

A Maintain  airway  and  oxygenation 

B If  a result  of  oral  medication,  follow  above  recommendations  to  prevent  absorption  of  the  drug,  but  intubation  and 
lavage  will  have  to  be  performed  instead  of  inducing  emesis,  and  the  cathartic  and  charcoal  will  need  to  be 
introduced  via  a large  bore  gastric  lavage  tube 

C Continue  to  provide  full  supportive  care  and  adequate  hydration  while  waiting  for  drug  to  be  metabolized  In  gener- 
al the  drug  is  metabolized  sufficiently  rapid  so  as  not  to  warrant  consideration  of  dialysis,  however,  if  serum  levels 
exceed  50  mcg/ml  charcoal  hemoperfusion  may  be  indicated 
CAUTION;  Federal  law  prohibits  dispensing  without  prescription  For  full  prescribing  information  see  package  insert 
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The  Age  of  Miracles 

By  Guy  Williams;  Academy  Chicago  Publishers, 
1987;  234  pages;  $1695  (Cloth),  $895  (Paper) 


This  is  a history  of  medicine 
in  the  19th  century.  The 
author  believes  that  the  last 
century  was  an  age  of  miracles, 
since  advances  in  medical  science 
during  that  period  permitted 
physicians  to  treat  pain  effectively 
and  created  the  public  expectation 
that  good  health  could  be  regarded 
as  normal. 

Williams’  approach  to  medical 
history  is  a series  of  tales  about 
the  great  names  in  the  19th 
century  medicine,  such  as  Hunter, 
Lister,  Pasteur,  Semmelweis, 
Nightingale,  Pinel,  Roentgen  and 
Curie.  Interspersed  are  chapters 
about  social  phenomena.  This 
makes  for  easy  reading.  The  great- 
names  approach  is  the  means  of 
describing  advances  in  antisepsis, 
anesthesia,  nursing,  transfusions, 
tropical  disease,  mental  illness  and 
radiology.  History  as  the  chronicle 
of  great  men,  the  Carlylian 
approach,  is  relatively  easy  to  write 
and  to  understand,  but  tends  to 
oversimplify  and  ignore  the 
thousands  of  important  small  steps 
made  by  thousands  of  investigators 
on  whom  the  great  men  have 
always  had  to  rely. 

Some  of  the  most  interesting 
chapters  concern  social  items. 


Taking  the  waters  at  European 
spas,  though  not  strictly  a 19th 
century  innovation,  became  quite 
fashionable  at  places  such  as  Bath 
in  England  and  elsewhere  on  the 
continent.  Alternative  forms  of 
therapy  such  as  herbalism  and 
homeopathy  were  popular. 
Homeopathy  was  extremely  good 
to  Hahnemann,  its  patriarch,  who 
died  a millionaire. 

A history  of  medicine  written  by 
an  Englishman  is  always  of  interest 
to  Americans,  for  its  point  of 
view.  This  American  would  like  to 
ask  the  author  why  British 
surgeons  are  addressed  as  mister, 
unlike  physicians  who  are  called 
doctor,  why  pharmacists  are  called 
chemists,  and  why  private  schools 
are  called  public  schools.  These 
items  are  not  discussed.  A few 
discussed  items  are  curious  from 
the  American  point  of  view. 
Benjamin  Franklin  is  described  as 
a scientist  and  publicist.  Printer, 
publisher,  politician  certainly,  but 
publicist?  Williams  says  sitz  baths 
are  used  to  bathe  the  head,  while 
the  other  end  of  the  body  usually 
is  bathed  in  this  fashion  on  this 
side  of  the  Atlantic.  Considering 
the  vast  number  of  medical 
advances  made  in  the  19th  century. 


and  the  huge  number  of 
individuals  involved,  many 
histories  of  19th  century  medicine 
can  and  have  been  written. 
Williams,  as  an  Englishman, 
emphasizes  the  advances  made  in 
the  British  isles.  Garrison’s  classic. 
An  Introduction  to  the  History  of 
Medicine  (1929,  reprinted  1960),  a 
large  American  tome,  devotes  a 
lengthy  chapter  to  medicine  in  the 
last  century.  Here  the  approach  is 
somewhat  different.  Garrison  says 
that  during  the  first  half  of  that 
century  the  French  made  the  most 
important  contributions,  and  in 
the  second  half,  the  Germans 
excelled  in  rigorous  scientific 
discipline.  Williams  and  Garrison 
agree  that  the  early  work  in 
anesthesia  during  the  1840s  and 
antisepsis  in  surgery  during  the 
1860s  were  extremely  important 
advances.  Williams’  descriptions  of 
these  events  and  the  sections  on 
social  history  give  this  book  charm 
and  are  worth  reading.  The  author 
comes  from  a medical  family,  but 
is  not  a physician,  and  writes  in  a 
manner  that  can  be  understood  by 
physicians  and  laymen  alike.  — 
James  G.  Ravin,  MD 


January  1989 
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DAVID  CROCKER,  MD, 

Cleveland;  Yale  University  School 
of  Medicine,  New  Haven,  CT, 

1940;  age  77;  died  August  29, 

1988;  member  OSMA. 

ROSCIUS  C DOAN,  MD,  Mercer 
Island,  WA;  Case  Western  Reserve 
University  School  of  Medicine, 
1931;  age  82;  died  October  20, 
1988;  member  OSMA  and  AMA. 

GLENN  C DOWELL,  SR.,  MD, 

Canton;  Ohio  State  University 
College  of  Medicine,  1928;  age  86; 
died  September  27,  1988;  member 
OSMA  and  AMA. 

BENJAMIN  FELSON,  MD, 

Cincinnati;  University  of 
Cincinnati  College  of  Medicine, 
1936;  age  75;  died  October  22, 
1988;  member  OSMA  and  AMA. 

CLARENCE  FRAAS,  MD, 

Dayton;  University  of  Cincinnati 
College  of  Medicine,  1921;  age  92; 
died  October  31,  1988;  member 
OSMA  and  AMA. 

JOSEPH  E.  GHORY,  MD, 

Cincinnati;  Ohio  State  University 
College  of  Medicine,  1939;  age  73; 
died  October  6,  1988;  member 
OSMA  and  AMA. 

RICHARD  S.  GRAVES,  MD, 

Kettering;  George  Washington 
University  School  of  Medicine, 
Washington,  D.C.,  1943;  age  70; 
died  November  3,  1988;  member 
OSMA  and  AMA. 

HERBERT  A.  JONES,  MD, 

Hartville;  Wayne  State  University 
School  of  Medicine,  Detroit,  MI, 
1943;  age  71;  died  October  25, 
1988;  member  OSMA  and  AMA. 

GERALD  T.  KENT,  MD, 

Cleveland;  Case  Western  Reserve 
University  School  of  Medicine, 
1940;  age  74;  died  September  5, 
1988;  member  OSMA  and  AMA. 


ELMORE  A.  KINDEL,  SR.,  MD, 

Cincinnati;  University  of 
Cincinnati  College  of  Medicine, 
1930;  age  83;  died  October  23, 
1988;  member  OSMA  and  AMA. 


HOMER  H.  KOHLER,  MD, 

Cincinnati;  University  of 
Cincinnati  College  of  Medicine, 
1938;  age  75;  died  September  12, 
1988;  member  OSMA  and  AMA. 


EDWARD  KUEHN,  MD,  Medina; 
Ohio  State  University  College  of 
Medicine,  1958;  age  55;  died 
September  15,  1988;  member 
OSMA  and  AMA. 


MYUNG  JAE  LEE,  MD, 

Cincinnati;  College  of  Medicine 
Seoul  National  University,  Seoul, 
South  Korea,  1967;  age  45;  died 
September  30,  1988;  member 
OSMA  and  AMA. 


JOHN  E.  MARTIN,  MD, 

Columbus;  Ohio  State  University 
College  of  Medicine,  1936;  age  78; 
died  November  6,  1988;  member 
OSMA  and  AMA. 


NINTCHO  NINTCHEFF,  MD, 

Cleveland;  Faculte  de  Medecine  de 
I’Edole  de  Medecine,  Montpellier 
Herault,  France,  1933;  age  92;  died 
October  1,  1988;  member  OSMA 
and  AMA. 


ROSE  M.  PETTI,  MD,  Studio 
City,  CA;  Case  Western  Reserve 
University  School  of  Medicine, 
1932;  age  83;  died  October  3,  1988; 
member  OSMA  and  AMA. 


EDWARD  A.  ROWAT,  MD, 

Cincinnati;  Universitaet  Graz, 
Medizinische  Fakultaet,  Graz, 
Austria,  1949;  age  66;  died 
October  15,  1988;  member  OSMA 
and  AMA. 


DAVID  R.  SCOTT,  MD,  Hamilton; 
Baylor  College  of  Medicine, 
Houston,  TX,  1927;  age  86;  died 
October  21,  1988;  member  OSMA 
and  AMA. 

KYUNG  WOO  SHIN,  MD, 

Willoughby;  Severance  Med. 
College  Yonsei  University,  Seoul, 
Korea,  1940;  age  76;  died  October 
5,  1988;  member  OSMA  and 
AMA. 

RAY  E.  SIMENDINGER,  MD, 

Lebanon;  University  of  Cincinnati 
College  of  Medicine,  1954;  age  63; 
died  September  25,  1988;  member 
OSMA  and  AMA. 

HENRY  A.  SPRINGER,  MD, 

Cincinnati;  University  of 
Cincinnati  College  of  Medicine, 
1916;  age  95;  died  September  22, 
1988;  member  OSMA  and  AMA. 

CLIFTON  B.  TURNER,  MD, 

Cleveland;  Case  Western  Reserve 
University  School  of  Medicine, 
1952;  age  64;  died  October  24, 

1988;  member  OSMA. 

HOWARD  VAN  ORDSTRAND, 

MD,  Cleveland;  University  of 
Kansas  School  of  Medicine, 
Lawrence-Kansas  City,  Kansas, 
1935;  age  77;  died  September  24, 
1988;  member  OSMA  and  AMA. 

GLENN  H.  WALKER,  MD, 

Longmont,  CO;  University  of 
Nebraska  College  of  Medicine, 
Omaha,  NE,  1937;  age  77;  died 
September  6,  1988;  member 
OSMA  and  AMA. 

CHARLES  R.  WILCOX,  MD, 

Columbus;  John  Hopkins 
University  School  of  Medicine, 
Baltimore,  ME,  1926;  age  90;  died 
November  3,  1988;  member  OSMA 
and  AMA. 

JUDSON  D.  WILSON,  MD, 

Columbus;  Indiana  University 
School  of  Medicine,  Indianapolis, 
IN,  1929;  age  86;  died  September 
21,  1988;  member  OSMA  and 
AMA. 


72 


OHIO  Medicine 


from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin  provides  exceptional 

patient  acceptance- 

700  million  doses  in  ten  years. 


Millions  140 


TEN  YEARS  OF  PATIENT  ACCEPTANCE 


projected 


♦ In  ten  years  of  clinical  experience,  nausea, 
sedation  or  constipation  have  rarely  been 
reported.^ 


. ..and  longer  lasting  pain  relief- 
^ up  to  6 hours. 


♦ Vicodin  contains  hydrocodone  not  codeine. 
In  one  study,10  mg  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg  of  codeine.^ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthanGOmg 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  cm 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every  4 to  6 hours 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in 

24  hours).  1 Data  on  file,  Knoll  pharmaceuticals 

2.  Hopkinson  JH  III.  Cure  fherfies  24:503-516,  1978 

3,  Beaver  WT.  Arch  Intern  Med,  141 :293-300,  1981 


hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit 
forming)  and  acetaminophen  500  mg 

The  original  hydrocodone  analgesic. 


Please  see  adjacent  page  for  brief  summary  of  prescribing  information. 


Loss  Awareness  Bulletin 


continued 


-vicodiriL. 

(hydicx:o<3one  bitorttote  5 mg  IWorning  Mov  be  habii  forming] 
and  ocelommophen  500  mg] 


INDICATIONS  ANDUSAGE;  For  the  relief  of  moderdtetomoderately  severe  pain. 
CONTRAINDICATIONS;  Hypersensitivity  to  acetaminophen  or  hyarocodone 
WARNINGS; 

Allergic-Type  Reaction;  VICODIN  contains  sodium  metabisulf  ite,  a sulfite  that 
may  cause  allergic-type  reactions  including  anaphylactic  symptoms  and  life- 
threateninq  or  less  severe  asthmatic  episodes  in  certain  susceptible  people 
The  overall  prevalence  of  sulfite  sensitivity  in  the  general  population  is 
unknown  and  probably  low  Sulfite  sensitivity  is  seen  more  frequently  in  asth- 
matic than  non-asthmatic  people 

Respiratory  Depression;  At  high  doses  or  in  sensitive  patients,  hydrocodone 
may  produce  dose-related  respiratory  depression  by  acting  directly  on  brain 
stem  respiratory  centers.  Hydrocodone  also  affects  centers  that  control  respi- 
ratory rhythm,  and  may  produce  irregular  and  periodic  breathing  If  signifi- 
cant respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride,  (see  ADVERSE  REACTIONS  Respiratory  Depression) 
Head  Injury  and  Increas^  Intracranial  Pressure;  The  respiratory  depressant 
effects  of  narcotiG  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracra- 
nial lesions  or  a preexisting  increase  in  intracranial  pressure  Furthermore, 
narcotics  produce  adverse  reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  Abdominal  Conditions;  The  administration  of  narcotic  may  obscure 
the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions 

PRECAUTIONS: 

Special  Risk  Patients;  As  with  any  narcotic  analgesic  agent,  VICODIN  should  be 
used  with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
prostatic  hypertrophy  or  urethral  stricture  The  usual  precautions  should  be 
observed  and  the  possibility  of  respiratory  depression  should  be  kept  in  mind 
Information  for  Patients:  VICODIN,  like  all  narcotic,  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  of  potentially  hazard- 
ous tasKs  such  as  driving  a car  or  operating  machinery,  patients  should  be 
cautioned  accordingly. 

Cough  Reflex;  Hydrocodone  suppresses  the  cough  reflex,  as  with  all  narcotic, 
caution  should  oe  exercised  when  VICODIN  is  used  postoperatively  and  in 
patients  with  pulmonary  disease 

Drug  Interactions;  Patients  receiving  other  narcotic  analgesic,  antipsychotic, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  VICODIN  may  exhibit  an  additive  CNS  depression  When  combined 
therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced 
The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  prep- 
arations may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone 
The  concurrent  use  of  anticholinergic  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy;  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women 
VICODIN  should  be  used  dunng  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  risk  to  the  fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  prior  to  delivery  will  be  physically  dependent  The  withdrawal  signs 
include  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  increased 
respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever  The 
intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of 
material  opioid  use  or  dose  There  is  no  consensus  on  the  best  method  of 
managing  withdrawal.  Chlorpromazine  0 7 to  1.0  mg/kq  q6h,  and  paregoric  2 
to  4 drops/kg  o4h,  have  been  used  to  treat  withdrawal  symptoms  in  infants 
The  duration  of  therapy  is  4 to  28  days,  with  the  dosage  decreased  as  tolerated 
Labor  and  Delivery;  As  with  all  narcotic,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  in  some  degree  of  respiratory 
depression  in  tne  newborn,  especially  if  higher  doses  are  used 
Nursirtg  Mothers;  It  is  not  known  whether  this  drug  is  excreted  in  human  milk 
Because  many  drugs  are  excreted  in  human  milk  and  because  of  the  potential 
for  serious  adWrse  reactions  in  nursing  infants  from  VICODIN,  a decision  should 
be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS; 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness, psychic  dependence,  mood  changes 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur,  they  are  more  fre- 
quent in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
azines  are  useful  in  suppressing  these  effects;  however,  some  phenothiazine 
derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic 
required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount 
of  narcotic  required  to  produce  a given  level  of  analgesia  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary 
retention  have  been  reported 
Respiratory  Depression;  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION;  Dosage  should  be  adjusted  according  to  the 
severity  of  the  pain  and  the  response  of  the  patient  However,  tolerance  to 
hydrocodone  can  develop  with  continued  use  and  the  incidence  of  untoward 
effects  IS  dose  related 

Tbe  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  hours  as  needed 
for  pain.  The  total  24  hour  dose  should  not  exceed  8 tablets 
Revised  June.  1987 


Knoll  Pharmaceuticals 

A Unit  of  BASF  K&F  Corporation 
Whippany,  New  Jersey  07981 

BASF  Group 


a 

knoll 


All  contacts  with  a patient  — regardless  of  type  of 
contact  — are  recorded  in  writing. 

I insist  on  knowing  if  a patient  has  a complaint 
about  his  care  or  if  a problem  develops;  I do  not 
delegate  this  responsibility  to  an  assistant  or  nurse. 

My  office  has  an  established  procedure  to  handle 
requests  for  patient  records  when  initiated  by  the 
patient’s  family,  an  attorney  or  insurance  company. 


Yes 


Yes 


Yes 


□ 

No  □ 

□ 

No  □ 

□ 

No  □ 

There  is  no  firm  system  to  score  or  rate  a physician’s  responses  to 
these  statements,  but  the  greater  the  total  number  of  “no”  answers,  the 
more  probable  the  risk.  OSMA 


The  Loss  Awareness  Bulletin  is  provided  each  month  through  the  OSMA's 
Task  Force  on  Professional  Liability  and  its  subcommittee  on  Loss 
Awareness. 


In  appetite,  weight,  or  ’ 
' ■’  sleep  patterns 

■ Low  energy 

■ Feelings  of  hopelessness,  loss,  guilt 

■ Thoughts  of  death,  suicide 

■ Difficuity  thinking  or  remembering 

■ Loss  of  interest  in  everything 

Effective  treatments  are  available. 


For  more  information,  contact: 

D/ ART  Public  Inquiries,  Room  15C-05 
Notionoi  Institute  of  Mental  Health 
Rockville,  MD  20857 
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CLASSIFIED  ADVERTISING 


Employment 

Opportunities 


BE/BC,  two  adult  neurologists,  one  pedi- 
atric neurologist  for  large  neurological 
group  in  Southeast.  Salary  and  benefits 
including  malpractice  and  relocation. 
Clinical  experience  in  EEC,  EMG,  evoked 
response,  doppler  ultrasound.  Send 
resume  to  SEI  Health  Services,  7725  Little 
Avenue,  Charlotte,  NC  28226  or  call 
James  Hacker  at  (704)  542-7100. 

DIRECTOR  OF  PSYCHIATRY  — 

Group  Health  Associates,  a multispecialty 
group  practice  (professional  corporation), 
is  searching  for  a director  for  our  Depart- 
ment of  Psychiatry.  The  department  con- 
sists of  five  full-time  counselors  and  two 
and  one-half  full-time  psychiatrists.  Our 
practice  is  heavily  outpatient  oriented, 
includes  alcoholism  and  substance  abuse 
care. 

Our  group  provides  an  excellent  prac- 
tice environment  and  a solid  compensa- 
tion plan.  Eligibility  to  participate  in 
ownership  of  the  group  begins  after  two 
years  of  practice.  C.V.’s  and  inquiries  to: 
BARRY  C.  MALINOWSKI,  M.D., 
Group  Health  Associates,  2915  Clifton 
Avenue,  Cincinnati,  OH  45220. 

EMERGENCY  PHYSICIAN  — $45-55 
per  hour.  ACLS-certification  required. 
ATLS  preferred.  Primary  care  experience 
a plus.  Excellent  medical  staff  backup  for 
major  medical/surgical  emergencies. 
Moderate  volume  ER.  Benefits  include 
four  weeks  vacation,  incentive  bonus  dur- 
ing the  first  year,  paid  malpractice  and  an 
incentive  plan.  Contact:  Emergency  Con- 
sultants, Inc.,  2240  S.  Airport  Rd.,  Room 
26,  Traverse  City,  MI  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 

EVANSVILLE,  INDIANA  — Immediate 
position  available  for  Board-certified 
family  practitioner  in  busy,  growing  net- 
work of  ambulatory  care  centers.  Excel- 
lent income.  Flexible  scheduling.  Contact 
MEC  Medical  Center,  3844  First  Avenue, 
Evansville,  IN.  Attn:  Rebecca  Parker  or 
call  (812)  428-6161. 

FAMILY  PRACTICE  — We  are  seeking 
a BE  or  BC  family  practice  physician  who 
desires  a full-time  practice  employing  the 


broad  range  of  family  practice  skills  in  an 
ambulatory  care  setting.  Our  ambulatory 
care  center  is  well  established  in  northeast- 
ern Ohio  and  provides  an  excellent  oppor- 
tunity to  build  a private  practice  from  a 
large  walk-in  patient  base.  The  ambula- 
tory care  center  is  physician-owned  and 
managed. 

Family  physicians  have  primary  care 
responsibilities  which  may  include  both 
in-hospital  and  out-patient  treatment, 
ambulatory  care  and  occupational  care. 

Attractive  opportunities,  competitive 
wage  and  excellent  benefits  are  offered. 
Please  submit  curriculum  vitae  and  a let- 
ter of  personal  and  professional  goals  to: 
Timothy  Newman,  M.D.,  PO  Box  5294, 
Fairlawn,  OH  44313. 

FLORIDA  — THE  PALM  BEACHES, 

full-time  positions  in  ambulatory  care 
centers  for  45-  to  55-year-old  physicians 
who  are  burned  out  on  administering  a 
practice  and  want  to  treat  patients  and 
enjoy  a quality  lifestyle.  Work  3-4  days 
and  average  42  hrs/wk,  no  night  call  or 
hospital  obligations,  $70,000,  excellent 
benefits,  malpractice  insurance  paid, 
requires  Florida  license.  Send  resume  to 
Professional  Healthcare  Management, 
P.O.  Box  15691,  W.  Palm  Beach,  FL 
33416. 

GENERAL  SURGEON  — Seeking  a 
Board-certified/Board-eligible  surgeon  to 
join  the  staff  at  our  hospital  located  in  an 
area  of  vigorous  and  stable  economy  with 
highly  diversified  industry.  Interested  indi- 
viduals please  submit  C.V.  to  Michael 
Ehler,  Executive  Director,  Wilson 
Memorial  Hospital,  915  West  Michigan 
Street,  Sidney,  OH  45365. 

HOUSE  PHYSICIAN  — Toledo  area,  St. 
Luke’s  Hospital,  Maumee,  Ohio.  Full  time 
or  part  time.  Must  have  Ohio  state  license 
and  current  ACLS  certification.  For  infor- 
mation contact  B.J.  Reyes,  M.D.,  (419) 
893-5968. 

HOUSE  PHYSICIANS  needed  for  65- 
bed,  medical/surgical  hospital  on  west 
side  of  Cleveland.  Superior  compensation 
for  qualified  individuals  trained  in 
internal  medicine  or  appropriate  primary 
care  specialty.  Full-  and  part-time  posi- 
tions available.  Shifts  are  12-24  hours, 
starting  January  1,  1989.  Please  send  C.V. 
to:  P.O.  Box  2600,  Lakewood,  OH  44107. 

INTERNAL  MEDICINE  — Practice  for 
sale.  Physician  retiring  after  38  years 
wishes  to  sell  successful  practice.  Excellent 


opportunity  for  Board-eligible  or  Board- 
certified  physician  in  internal  medicine/ 
cardiology.  Located  in  S.W.  Ohio.  Practice 
is  associated  with  four  area  hospitals  and 
has  an  excellent  referral  system.  Interested 
parties  may  contact  Mr.  Gary  Geiss,  3052 
Queen  City  Ave.,  Cincinnati,  OH  45238. 

JOIN  A LEADER  — We’re  the  Ohio 
Permanente  Medical  Group,  Inc.,  and  we 
need  your  help  to  keep  up  with  rapid 
growth  of  the  Kaiser  Permanente  Program 
in  Northeastern  Ohio.  OPMG  is  the 
multispecialty  group  practice  that  pro- 
vides health-care  services  to  the  more  than 
185,(XX)  Kaiser  members  in  the  Cleveland- 
Akron  area.  We  are  looking  for  Board- 
certified/Board-eligible  physicians  in  the 
following  specialties:  allergy,  otolaryngol- 
ogy, family  practice,  internal  medicine, 
OB/GYN,  orthopedics,  psychiatry,  radiol- 
ogy, general  surgery,  urology. 

Our  wealth  of  experience  of  over  40 
plus  years  (25  in  Ohio)  makes  Kaiser 
Permanente  a mature,  solid  leader  in  the 
managed  care  sector  of  the  health-care 
industry.  The  rewards  of  practice  with  us 
are  substantial  — excellent  salary  and 
benefit  packages,  company-paid  retire- 
ment plan,  full  malpractice  coverage,  a 
stimulating,  collegial  environment  in 
which  to  practice  quality  medicine,  and 
more  . . . 

Kaiser  Permanente’s  Ohio  Region  is 
located  in  the  heart  of  the  dynamic,  resur- 
gent, industrial  Midwest.  The  area  offers 
the  best  of  big  city  sophistication  and  cul- 
ture in  an  affordable,  accessible  living 
area. 

Please  send  your  resume  to:  Ronald  G. 
Potts,  M.D.,  Medical  Director,  Ohio 
Permanente  Medical  Group,  Inc.,  1300  E. 
9th  Street,  Suite  1100,  Cleveland,  OH 
44114.  Or  you  may  call  us  collect  at  (216) 
623-8780. 


MD  NEEDED  FOR  OHIO  CLINIC  — 

We  are  a combination  walk-in  & industrial 
medicine  clinic.  Please  send  C.V.  & salary 
requirements  to  P.O.  Box  205,  c/o  OHIO 
Medicine,  1500  Lake  Shore  Drive,  Colum- 
bus, OH  43204-3824. 

MEDICAL  DIRECTOR  — The  Jewish 
Hospital  of  Cincinnati,  Inc.  is  seeking  a 
BC/BE  Surgeon  for  the  position  of  Med- 
ical Director,  Department  of  Surgery.  This 
position  is  affiliated  with  the  University 
of  Cincinnati  in  its  surgical  residency.  The 
Jewish  Hospital  is  a tertiary  care  hospital 
of  602  beds.  Opportunities  exist  for  clin- 
ical investigation  and  practice.  Respond 


& 


January  1989 
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with  C.V.  and  three  (3)  references  to:  Stan- 
ley L.  Block,  M.D.,  3200  Burnet  Avenue, 
Cincinnati,  OH  45229. 

NEEDED  — FAMILY  PRACTICE 
DOCTOR  to  join  same  to  cover  busy 
2-man  practice  located  North  Central 
Ohio  near  Lake  Erie.  Guaranteed  income 
with  excellent  fringe  benefits.  For  more 
information  call  or  write:  Kim  E.  Knight, 
M.D.,  815  Northwest  St.,  Bellevue,  OH 
44811,  (419)  483-6267. 

NORTHWEST  OHIO,  Family  physician. 
Small  town,  multispecialty  group,  adja- 
cent to  hospital.  Seek  eighth  family  doc. 
Efficient  office  with  lab.  X-ray,  profes- 
sional management.  Stable  community, 
rivers,  college,  low  unemployment.  Sheree 
Clark,  MD,  Defiance  Clinic,  1400  E.  Sec- 
ond St.,  Defiance,  OH  43512  (419)  784- 
1414. 

NORTHWEST  OHIO:  Family  physician 
needed  to  assist  in  delivery  of  health  care 
to  rural  community  residents.  Association 
with  growing  32-bed  hospital.  Would 
share  coverage  with  three  other  full-time 
family  physicians.  Income  guarantee, 
office,  salaries  for  employees,  and  all 
benefits  included.  Located  20  miles  north- 
east of  Fort  Wayne,  Indiana.  Combines 
rural  practice  with  urban  amenities.  For 
additional  information  contact:  Peggy  C. 
Miller,  Community  Memorial  Hospital, 
208  North  Columbus,  Hicksville,  OH 
43526.  Telephone:  (800)  686-6552. 

OBERLIN,  OHIO  — 22-person  multispe- 
cialty group  seeks  additional  BC/BE 
family  physicians,  internist,  OB/GYN, 
dermatologist,  orthopedist  and  general 
surgeon.  North  central  Ohio  college  town 
serving  drawing  area  of  290,000.  Salaried 
position  first  year;  full  shareholder  status 
available  in  second  year.  Send  CV  to  Dr. 
VanDyke,  224  W.  Lorain,  Oberlin,  OH 
44074. 

OBSTETRICS  AND  GYNECOLOGY  — 

Confidence  in  this  opportunity’s  success 
is  high,  and  is  reflected  by  the  income 
guaranteed.  Northeastern  Midwest; 
100,000  in  metro  area.  Dynamic  400+  bed 
hospital  with  excellent  step-up  Level  I 
nursery,  state-of-the-art  technological  sup- 
port, Level  III  nursery  within  20  minutes. 
Complete  package  includes  malpractice 
and  full  practice  management  services. 
Only  Board-certified/Board-eligible  spe- 
cialists. Respond  in  confidence  to:  Jim 
Huber,  Fox  Hill  Associates,  250  Regency 


Court,  Waukesha,  W1  53186,  1-800-338- 
7107. 

OCCUPATIONAL/FAMILY  PRAC- 
TICE — We  are  seeking  a physician  with 
interest  in  occupational/family  practice 
medicine.  Candidate  should  be  BE  or  BC, 
familiar  with  treatment  of  workers’  comp 
injuries,  pre-employment  physicals  and 
desire  to  build  a family  practice.  Our  cen- 
ter is  well  established  in  northeastern  Ohio 
and  serves  over  150  industries  and  has  a 
large  walk-in  patient  base.  The  center  is 
physician-owned  and  managed. 

Competitive  wage  and  excellent  benefits 
are  offered.  Please  submit  curriculum 
vitae  and  letter  of  personal/professional 
goals  to:  Timothy  Newman,  M.D.,  PO 
Box  5294,  Fairlawn,  OH  44313. 

OCCUPATIONAL  MEDICINE  TRAIN- 
ING. Mini-Residency  beginning  June  5- 
16,  1989  and  continuing  October  16-20, 
1989  and  March  19-23,  1990.  Clinical  & 
Administrative  Occupational  Medicine, 
Epidemiology  & Biostatistics,  Industrial 
Hygiene,  Toxicology,  Regulations,  etc.  Ill 
Cat  1 credits  for  AMA,  AAFP  and 
ACEP;  111  Cat  2-D  credits  for  AOA.  $700 
per  week.  Douglas  Linz,  M.D.,  College  of 
Medicine,  Mail  Location  182,  Cincinnati, 
Ohio  45267-0182,  (513)  558-0046. 

OCCUPATIONAL  PHYSICIAN:  Multi- 
specialty physician  group  seeks  qualified 
individual  with  interest  in  industrial  medi- 
cine. Range  of  practice  includes  injuries, 
physicals,  disabilities,  consultations  and 
more.  Opportunity  for  on-site  medical 
directorships.  We  offer  an  excellent  oppor- 
tunity with  outstanding  salary,  bonus 
incentives  and  full  membership  potential. 
Malpractice  paid,  education  benefits  and 
flexibility.  Should  be  at  least  Board-eligi- 
ble in  occupational  medicine,  internal 
medicine  or  family  practice  with  interest 
and  experience  in  company-oriented 
medicine.  Send  CV  to  Kevin  Trangle, 
M.D.,  MEDNET,  18599  Lake  Shore  Blvd., 
Euclid,  OH  44119. 

OHIO,  CLEVELAND.  Private  practice 
opportunities  available  within  an  urgent 
care  setting,  with  fee-for-service  compen- 
sation in  addition  to  annual  salary  of 
$75,000-380,000.  Board-certified/eligible 
— FP/GP/EM/Surg/IM  preferred.  For 
more  information  contact  Mitchell  Leven- 
thal,  M.D.  at  (216)  642-1440,  or  send  C.V., 
in  confidence,  to  6133  Rockside  Road, 
Suite  10,  Independence,  OH  44131. 


PHYSICIANS  — Provider  Placement 
Services  specializes  in  the  relocation  of 
physicians  throughout  the  U.S.,  with 
special  emphasis  in  the  Southeast.  Cur- 
rently, we  have  several  hospitals/clinics/ 
groups  with  openings.  All  fees  paid  by 
employer.  All  inquiries  kept  in  strict  confi- 
dence. No  obligation.  Send  C.V./resume 
to:  PPS,  ATTN:  Mr.  Scott,  2221  Univer- 
sity Blvd.,  W.,  Jacksonville,  FL  32217,  or 
call  toll  free  1-800-848-8772. 

OCCUPATIONAL  MEDICINE  — We 
are  seeking  an  occupational  medicine 
physician  BC  or  BE,  MD,  to  join  an  estab- 
lished occupational  medicine  practice  in 
an  ambulatory  care  setting,  located  in 
northeastern  Ohio. 

The  qualified  candidate  will  assume 
responsibility  for  the  occupational  health 
services  including  pre-employment  physi- 
cals, workers’  comp  injuries,  disability 
evaluations,  medical  surveillance,  develop- 
ing and  implementing  occupational  pro- 
grams for  various  industries  and  primary 
care. 

Attractive  opportunity,  competitive 
wages  and  excellent  benefits  are  offered. 
Please  forward  curriculum  vitae  and  letter 
of  personal/professional  goals  to:  Direc- 
tor of  Physician  Affairs,  Pro  Comp  Care, 
PO  Box  5294,  Fairlawn,  OH  44313. 

OHIO,  NORTHEAST/CLEVELAND: 

Emergency  department  director  is  being 
sought  for  40,0(X)+  patient  volume  emer- 
gency department  in  Greater  Cleveland 
area.  Must  be  Board-certified  in  emergen- 
cy medicine  with  previous  appropriate  ad- 
ministrative experience.  Benefits  package 
worth  150K,  which  includes  retirement 
program,  comprehensive  health  package, 
disability  insurance,  life  insurance,  profes- 
sional liability,  continuing  education  and 
vacation.  Physician  is  eligible  for  partner- 
ship in  two  years.  Interested  individuals, 
please  submit  CV  to:  P.O.  Box  2600,  Lake- 
wood,  OH  44107. 

OHIO,  NORTHEAST/CLEVELAND: 

Emergency  department  physicians  needed 
for  40,000+  patient  volume  hospital 
emergency  department  in  Greater  Cleve- 
land area.  Physician  must  be  Board-certi- 
fied in  emergency  medicine,  residency- 
trained  in  emergency  medicine,  or  be 
Board-prepared  in  emergency  medicine. 
Salary  and  benefits  package  worth  S130K. 
Included  is  liability,  disability  and  life  in- 
surance, retirement  program,  vacation, 
continuing  education  and  comprehensive 
health  coverage.  Full  partnership  eligibili- 
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ty  in  two  years.  Interested  individuals, 
please  submit  CV  to;  P.O.  Box  2600,  Lake- 
wood,  OH  44107. 

PART-TIME  ER  WORK  — $30-$45  per 
hour.  Recent  ACLS-certification  required, 
ATLS,  primary  care  experience  a plus. 
Excellent  medical  staff  backup  for  major 
medical/surgical  cases.  ERs  vary  from 
quiet  to  moderate.  Contact:  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road, 
Room  26,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 

PHYSICIAN  — Applicant  must  be 
Board-eligible  or  Board-certified.  Chilli- 
cothe,  Ohio,  is  a 50-minute  drive  south  of 
Columbus,  Ohio,  and  possesses  oppor- 
tunities for  cultural,  recreational  and 
leisure  activities.  Excellent  salary  and 
federal  benefits.  Please  send  inquiries  and 
curricula  vitae  to  William  L.  Haskins, 


M.D.,  VA  Medical  Center,  17273  SR  104, 
Chillicothe,  OH  45601  (614)  773-1141,  Ext: 
7717.  EOE. 


PHYSICIAN-INTERNIST.  Ambulatory 
care  and  acute  medicine.  Applicant  must 
be  Board  eligible  or  Board-certified.  Chil- 
licothe, Ohio,  is  a 50-minute  drive  south 
of  Columbus,  Ohio,  and  possesses  oppor- 
tunities for  cultural,  recreational  and 
leisure  activities.  Excellent  salary  and 
federal  benefits.  Please  send  inquiries  and 
curricula  vitae  to  William  L.  Haskins, 
M.D.,  VA  Medical  Center,  17273  SR  104, 
Chillicothe,  OH  45601  (614)  773-1141,  Ext: 
7717.  EOE. 


PHYSICIANS  — THE  OHIO  AIR  NA- 
TIONAL GUARD,  178TFG,  Springfield, 
Ohio,  has  immediate  openings  for  part- 
time  family  practitioners,  general  practi- 


tioners, pediatrics,  general  surgery,  ortho- 
pedics, general  surgery,  internal  medicine, 
and  OB/GYN.  In  the  Ohio  Air  National 
Guard  you  can  earn  a regular  paycheck 
without  taking  much  time  away  from  your 
medical  practice.  In  fact,  most  of  our 
physicians  serve  just  two  days  per  month 
and  15  days  each  year.  The  National 
Guard  offers  you  a generous  retirement 
plan  at  age  60,  base  exchange,  commissary 
privileges,  space  available  travel  and  term 
life  insurance.  Some  of  the  training 
offered  by  the  Air  National  Guard  can 
provide  you  with  your  required  Continu- 
ing Medical  Education  training.  As  an  Air 
National  Guard  member,  you  may  attend 
the  Air  Force  School  of  Aerospace  Medi- 
cine, a seven-week  course  of  invaluable 
training  that  will  entitle  you  to  wear  the 
wings  of  an  Air  Force  Flight  Surgeon. 
Once  you’ve  earned  the  wings,  you’ll  pro- 
vide medical  services  to  the  pilots  and 
flight  crew  personnel  in  the  air  and  on  the 
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care  for  your  special  needs.  And,  we'll 
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Call  today  for  more  information. 
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continued 


ground.  Enrich  your  life  and  career.  Call 
us  today  to  find  out  more  about  the 
opportunities  waiting  for  you  as  an  Ohio 
Air  National  Guard  physician.  Call  us 
COLLECT  at  (513)  323-6704. 


PRIMARY  CARE  OPENINGS  — Out- 
standing opportunity  for  qualified  physi- 
cians with  established  multispecialty 
group.  Well-equipped  lab  and  X-ray  in 
office.  Excellent  compensation  and  paid 
malpractice.  J.C.A.  hospital  with  E.R. 
coverage,  attractive  social  and  educational 
surroundings.  Send  C.V.  to  Lodi  Medical 
Group,  Inc.,  402  Highland  Dr.,  Lodi,  OH 
44254. 


PSYCHIATRIST  — Immediate  opening 
for  staff  psychiatrists,  full  time  and  part 
time,  Board-eligible/Board-certified,  in  a 
state-operated,  JCAH-accredited,  380-bed 
inpatient  psychiatric  hospital.  Multi-disci- 
pline approach  with  psychiatrist  as  a treat- 
ment team  leader,  expected  to  exercise 
strong  leadership  in  quality  care  of  pa- 
tients. Programs  for  admissions,  extended 
care,  geriatrics  and  psychiatric  rehabilita- 
tion. License  to  practice  in  the  state  of 
Ohio  is  required.  Excellent  salary  and 
fringe  benefits,  including  paid  vacation 
and  personal  leave,  sick  and  educational 
leave,  health,  vision,  dental  and  life  insur- 
ance, and  Public  Employees’  Retirement- 
ment  System.  Contracts  are  available. 
Travel  costs  may  be  negotiated.  EEO  Em- 
ployer, M/F/H.  Send  resume  to  W.J.  Rob- 
erts, Director  of  Personnel,  or  Nathanael 
Sidharta,  MD,  Medical  Director,  Massil- 
lon State  Hospital,  Box  540,  Massillon, 
OH  44648,  or  call  (216)  833-3135,  ext.  223 
or  229. 


PSYCHIATRIC  POSITIONS.  Annashae 
is  a recognized  leader  in  health-care  man- 
agement and  staffing.  If  you  are  seeking 
a change  or  just  starting  out  we  encourage 
you  to  write  or  call  us.  We  currently  have 
openings  in  Ohio,  PA,  and  other  states. 

We  offer  competitive  salaries,  pleasant 
community  settings,  professional  environ- 
ments, full-  and  part-time  openings  and 
the  opportunity  to  establish  a private  prac- 
tice. 

Contact  Annashae  Corporation,  6593 
Wilson  Mills  Road,  Mayfield  Village,  OH 
44143-3404,  (216)  449-2662.  All  inquiries 
are  held  in  the  strictest  of  confidence. 


PSYCHIATRISTS  — FULL/PART- 
TIME. Immediate  openings  for  Board- 


certified/Board-eligible  psychiatrists,  to 
join  our  multi-disciplinary  treatment 
staff.  We  are  a progressive,  JCAH-ac- 
credited, 400-bed  psychiatric  hospital.  Full 
time  starting  at  $67,995  with  an  excellent 
benefit  and  retirement  package.  Please 
send  CV  in  confidence  to  Personnel 
Manager,  Toledo  Mental  Health  Center, 
Caller  /S'10002,  Toledo,  OH  43699-0002. 


RADIOLOGIST  NEEDED  — Excellent 
opportunity.  Hospital  practice.  Northwest 
Ohio.  All  modalities  including  MRI  and 
interventional.  Position  leads  to  full  part- 
nership. Contact:  Peter  Reed,  M.D., 
Memorial  Hospital,  1001  Bellefontaine 
Ave.,  Lima,  Ohio  45804  (419)  226-5055. 


Equipment 


CARDIOLOGY  EQUIPMENT  — 8- 

channel  telemetry  rehab  exercise  equip- 
ment, computerized  Viagraph  GXE  sys- 
tem, treadmill,  defib..  Picker  M-mode/ 
2-D  ultrasound/strip  chart/VHS/VCR, 
Holter  monitor  computerized  Autoscan 
EKG  printouts,  2-channel  patient  record- 
ers, transtelephonic  pacer  EKG  printer,  2 
Burdick  EKG’s,  3 equipped  exam  room 
furnishings,  12-unit  phone/intercom/dic- 
tation systems,  chart  cabinets  for  4,000 
patients,  waiting  room/lounge/office  fur- 
nishings, file  cabinets,  typewriters,  copy 
machines,  medical  and  office  supplies. 
Located  in  2,700  sq.  ft.  modern  office, 
available  for  leasing  if  interested  in  prac- 
tice opportunity.  $50,000.  Write  c/o  Ohio 
Cardiology  Ref.  Ctr.,  4450  Belden  Village 
Street  NW,  Canton,  OH  44718. 


EQUIPMENT  FOR  SALE  — Traction 
Table-OMED,  two  Ultrasounds  — Intelect 
Model  #200  & #500,  knee  exerciser- 
OMED,  shoulder  exerciser-OMED, 
OMED  hot  pack  heater.  Inquire  through: 
Wi !.  Hsu,  1552  North  Road,  Warren,  OH 
44484,  (216)  856-5522. 


X-RAY  EQUIPMENT  FOR  SALE  — 
Keleket  Windsor  106,  120  KV-300  MA. 
Flouroscopy.  Contact:  F.H.  Pascual,  MD, 
475  N.  Abbe  Road,  Elyria,  OH  (216)  365- 
4646. 
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Classified  Advertising  Rates 

$1.50  per  word  for  regular  ads 
with  bold  title,  $1.75  per  word  for 
ads  appearing  in  a box.  Payment 
for  the  ad  must  accompany 
advertising  request.  Ads  must  be 
typed.  Closing  date  for  classified 
ads  is  first  day  of  month  preceding 
publication. 

The  OSMA  Journal  reserves  the 
right  to  refuse  or  delete  classified 
ads  without  explanation  and  to 
refer  advertisements  of  a 
commercial  nature  to  the  display 
advertising  department,  at  the 
publisher’s  discretion. 

Send  classified  ads  to: 

OHIO  Medicine 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 
Attention:  Classified  Ad  Manager 
Telephone  orders  for  classified 
ads  are  not  accepted. 
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We’re  Looking  for 
Contributors  . . . 

Do  you  have  a cause  you  would 
like  to  support?  A grievance  you 
wish  to  air?  Why  not  write  a 
‘Second  Opinion  "?  Send  your 
contribution  to:  The  Executive 
Editor,  OHIO  Medicine,  1500  Lake 
Shore  Drive,  Columbus,  Ohio 
43204-3824. 


Next  month 
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classified  ad 
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Announcing 

Lloyd  Noland 

Continuing  Medical  Education 
Postgraduate  Courses 

at  three  attractive  locations 

at  The  Grosuenor  Resort,  Walt  Disney,/  World, 

Lake  Buena  Vista,  Florida: 

Internal  Medicine  Seminar  Pediatric  Infectious  Disease 

Advances  and  Changing  Trends  Seminar 

March  15-18,  1989  “Fall  ’89  Update” 

October  11-14,  1989 


at  Sea  Pines  Plantation,  Hilton  Head  Island,  SC: 


General  Surgery  Seminar 
“Update  and  Review” 
June  6-10,  1989 

Pediatric  Infectious  Disease 
Seminar 

“Current  Update” 

June  20-24,  1989 

Orthopaedic  Sports  Medicine 
Seminar 
July  5-8,  1989 


Adult  Infectious  Disease  Seminar 
“Current  Update” 

June  13-17,  1989 

Family  Practice  Seminar 
“Update  and  Review” 

June  27^uly  1,  1989 

Advances  in  Cardiology 
July  11-15,  1989 


at  The  Greenbrier,  White  Sulphur  Springs,  IW; 

Advances  and  Controversies  in 
Internal  Medicine  Seminar 
November  2—5,  1989 


Call  or  write  the  Office  of  Medical  Education, 

Lloyd  Noland  Hospital  and  Health  Centers 
701  Lloyd  Noland  Parkway,  Fairfield,  Alabama 
for  details  and  brochures. 

Telephone  (205)  783-5276 

Lloyd  Noland  Hospital  and  Health  Centers  is  ACCME  accredited  and 
programs  are  approved  for  PRA-AMA  and  AAFP  credit. 
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AM  A Report: 


Up-To-Date  News  From  the  American  Medical  Association 

• AMA  expands  AIDS  education...  Physicians  from  medical  societies  in  30  major 
communities  where  there  is  a high  incidence  of  AIDS  and  HIV  infections  will  be  offered  training 
to  interact  with  schools  and  other  institutions  for  youths  to  encourage  maximally  effective  AIDS 
information  programs  under  a grant  the  AMA  has  just  received  from  the  Centers  for  Disease 
Control  (CDC).  The  grant  supports  the  AMA’s  continuing  efforts  to  educate  young  people 
about  AIDS  and  teach  them  how  to  protect  themselves  from  contracting  the  fatal  affliction. 
These  activities  are  part  of  its  high-priority  program  to  improve  adolescent  health.  During  the 
first  year  of  the  grant,  which  is  annually  renewable  up  to  five  years,  AMA  will  provide  medical 
society  representatives  with  methodological  approaches  to  support  local  educational  initiatives 
as  an  extension  of  medicine’s  natural  leadership  role  within  their  communities.  The  medical 
societies  that  will  be  invited  to  participate  in  the  program  have  been  pre-selected  on  the  basis 
of  the  relative  degree  of  AIDS  within  their  communities.  High-incidence  communities  where 
intense  educational  programs  already  are  being  conducted  will  be  excluded.  As  another 
aspect  of  the  program,  AMA  will  develop  and  provide  to  all  medical  societies  materials 
detailing  productive  ways  they  can  support  youth  education  activities  in  their  communities. 
AMA’s  youth  education  activities  will  be  overseen  by  a newly-appointed,  12-member  AIDS 
Advisory  Board  composed  of  physician  organizations  and  national  school  associations  and 
others  representing  health  education.  For  additional  information  contact  John  Henning,  PhD, 
Science  and  Technology,  at  the  AMA,  (312)  645-4566. 

• Family  physicians  shortage...  A shortage  of  family  practice  physicians  will  occur  if  more 
support  from  the  medical  profession  is  not  forthcoming.  That’s  the  conclusion  of  the  Future  of 
the  Family  Practice  Physician,  a report  of  the  AMA’s  Council  on  Long-Range  Planning  and 
Development.  The  study,  done  in  cooperation  with  the  American  Academy  of  Family 
Physicians,  found  that  family  practice  suffers  from  a lack  of  recognition  both  publicly  and 
professionally.  Although  more  and  more  patients  express  interest  in  a single  provider  of 
primary  care,  the  public  believes  this  type  of  physician  no  longer  exists.  Key  areas  identified 
as  affecting  the  specialty’s  future  include  graduate  medical  education,  reimbursement, 
managed  care,  professional  liability  and  ethics.  For  limited,  free  copies  of  the  report,  call  (800) 
621-8335. 

• Resident  Debt...  Residents  are  taking  on  more  debt  and  realizing  only  minimal  salary 
increases  — all  while  working  longer  hours.  These  are  among  the  findings  of  an  analysis 
conducted  by  the  AMA’s  Center  for  Health  Policy  Research  regarding  changes  that  have  taken 
place  in  post-graduate  training  programs.  The  analysis  is  based  on  data  generated  by  1983 
and  1987  surveys  of  resident  physicians.  The  center’s  findings  were  published  in  an  article, 
“The  Changing  Environment  of  Resident  Physicians,”  in  Health  Affairs,  published  by  Project 
HOPE.  A two-page  summary  of  the  article,  published  by  the  center,  is  available  free  of  charge 
by  calling  Anita  King,  (312)  645-4352. 


Unless  otherwise  indicated,  contact  the  AMA  by  writing:  535  North  Dearborn  Street,  Chicago,  IL  60610 
^ or  by  calling  (312)  645-5000 
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The  Toughest 
Role  of  All 


As  a physician,  you  naturally 
assume  a variety  of  roles  in 
any  given  day.  You  are 
diagnostician,  healer,  cost- 
manager,  listener.  Perhaps  you  are 
a consultant  and  reviewer  as  well. 
At  one  time  or  another,  OHIO 
Medicine  has  examined  — or  will 
examine  — each  of  these  roles,  yet 
there  is  one  role  you  may  play 
daily  but  to  which  we  have  devoted 
remarkably  little  space  to  date.  In 
many  ways,  it  may  be  your  most 
complex  role  — certainly  your 
most  challenging. 

We  are  referring,  of  course,  to 
your  role  as  parent. 

To  make  up  for  our  lack  of 
attention  to  this  important  area, 
we  are  including,  this  month,  a 
feature  on  the  physician  as  parent. 
Associate  Editor  Deborah  Athy  has 
based  the  piece  on  a seminar  that 
was  presented  on  this  subject  by 
the  Ohio  Psychiatric  Association 
during  the  OSMA’s  Clinical 
Update  Meeting,  held  late  last  year 
in  Cincinnati.  If  you  are  a parent, 
or  a parent-to-be,  we  think  you’ll 
find  it  worthwhile  reading. 

Also  in  this  issue  . . . 

We  are  reprinting  a poignant 
article  written  by  Second  District 
Councilor  Walter  A.  Reiling,  Jr., 
MD,  which  describes  the 
frustrations  and  anxieties  he 
recently  experienced  as  the 
defendant  in  a malpractice  suit. 
Many  of  you  may  have  shared 
similar  frustrations  in  defending 
your  own  practices.  Those  in  the 
“untouched  majority,’’  as  Dr. 
Reiling  calls  those  who  have  been 
able  to  avoid  malpractice  litigation 
to  date,  may  be  interested  in 
learning  what  it’s  like  to  be 


accused  of  malpractice.  The  article, 
originally  published  in  Dayton 
Medicine,  should  not  be  missed. 

. . . Nor  should  this  month’s 
“Presidential  Perspectives.”  OSMA 
President  Donavin  A. 

Baumgartner,  Jr.,  MD,  originally 
presented  the  “Continuum  of 
Care:  A Practicing  Physician’s 
View”  as  a speech  in  Cleveland, 
Ohio  — but  received  so  many 
requests  for  a printed  version  that 
we  are  happy  to  be  publishing  it 
here.  Like  all  physicians.  Dr. 
Baumgartner  is  concerned  with  the 
number  of  changes  that  have  been 
taking  place  in  today’s  health-care 
arena  — and  how  those  changes 
are  affecting  the  continuum  of 
care.  We  think  you  will  find  much 
in  his  article  with  which  you  will 
agree. 

Our  “Ohio  Medi-scene”  section 
this  month  covers  such  diverse 
topics  as  seasonal  depression, 
treatment  of  obesity  and  peer 
review. 

Finally,  we  take  a look  at  the 
East  Central  AIDS  Education  and 
Training  Center  of  Health 
Professionals  — a collaborative 
project  involving  the  Ohio  State 
University,  the  Cincinnati  Board  of  . 
Health  and  the  University  of 
Cincinnati,  among  others.  The 
purpose  of  the  ECAETC  is 
manifold,  but  it  primarily  exists  to 
train  health  personnel  how  to 
counsel,  diagnose  and  manage 
AIDS  patients,  as  well  as  their 
families.  It’s  a brand-new  project, 
and  one  we  think  you’ll  find  of 
interest.  OSMA 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package** 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


IrDataGeneral 


Computers 


ELSEHF"  s^sisms,  iriQ. 

Cincinnati  (513)  561-3050  Cleveland  (216)  562-3494 
(800)  441-8386 


84 


OHIO  Medicine 


PRESIDENTIAL  PERSPECTIVES 


Editor’s  note:  The  following  article 
was  originally  presented  as  a 
speech  at  the  John  R.  Mannix  16th 
Annual  Healthcare  Forum  of 
Northern  Ohio,  Cleveland,  Ohio. 


Continuum  of  Care  — A 
Practicing  P^sicUm’s  View 

By  Donavin  A.  Baumgartner,  Jr.,  MD 
President  of  the  OSMA 


In  these  remarks  about 

continuum  of  care  and  related 
subjects,  what  I hope  you  will 
hear  is  considerable  dissatisfaction 
with  the  present  state  of  affairs, 
but  also  a significant  concern  and 
desire  to  participate  in  the 
development  of  a true  working 
continuum  of  care. 

There  was  a time  when  patients 
had  a personal  physician  who 
often  delivered  them,  cared  for 
their  childhood  and  adolescent 
problems,  then  through  the  years 
took  out  their  appendix,  set  a 
fracture,  treated  their  pneumonia 
and  tended  to  their  parents’ 
declining  days.  Much  has  changed 
in  the  practice  of  medicine  and 
many  technologic  advances  have 


contributed  to  improved  care  as 
well  as  the  development  of 
multiple  specialties  and 
subspecialties.  While  increasing 
knowledge  has  resulted  in  the 
ability  to  perform  operations  and 
other  procedures  only  dreamed  of 
a few  years  ago,  this  subdivision  of 
care  has  made  much  more  difficult 
any  continuum  of  care. 

Specialization  has  meant  that 
physicians  no  longer  are  able  to 
provide  full  care  or  assure 
continuity.  In  the  present 
environment  of  medicine,  a 
physician  is  often  at  peril  in 
continuing  to  care  for  certain 
conditions  that  have  become  the 
realm  of  a different  specialty,  even 
though  there  is  considerable 
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continued 


‘‘Medicine  is  increasingly  being  managed  by 
those  not  directly  involved  in  patient  care  . . 


overlap  between  specialties.  A 
family  practitioner  is  frequently 
prevented  by  hospital  rules  from 
admitting  or  officially  following 
particular  patients.  Many  make 
courtesy  calls  on  their  patients, 
knowing  that  their  time  will  be 
uncompensated.  True  case 
management  involving 
coordination  of  care  vital  to 
continuum  can  be  time  consuming 
and  should  be  appropriately 
compensated. 

Medicare  has  further 
complicated  matters  by  indicating 
that  in  most  cases,  there  will  be  no 
payment  for  care  provided  by  more 
than  one  physician  at  a time. 

Many  plans  have  rules  or  stringent 
monetary  provisions  that 
discourage  consultation.  At  the 
same  time,  however,  these  same 
plans  require  second  surgical 
opinions.  The  result  is  a 
fragmentation  of  care  with  little  or 
no  continuity.  In  many  large 
institutions,  the  patient  is 
transferred  from  one  department 
and  physician  to  another  with  no 
subsequent  contact.  As  a result, 
calling  the  physician  who  originally 
admitted  the  patient  to  obtain 
follow  up  information  merely 
produces  the  first  in  a chain  of 
names  and  departments  that  must 
be  followed.  Unfortunately  this  is 
true  of  many  HMO  arrangements. 

Financial  considerations 

Not  all  changes  have  been  due 
to  specialization  or  technology. 
Unfortunately  many  have  nothing 
to  do  with  quality  of  care  but  have 
been  driven  by  financial 


considerations.  Daily  we  see 
further  increase  in  the  numbers  of 
individuals  and  institutions  placed 
between  the  patient  and  doctor. 

The  focus  and  emphasis  in  medical 
care  has  clearly  shifted  away  from 
the  caregivers  to  non-medical 
administrators  and  intermediaries. 
Although  physicians  value  the 
contributions  of  many  such 
individuals  who  provide  vital 
assistance,  recently  we  have 
witnessed  an  alarming  growth  of 
their  numbers.  As  a measure  of 
the  decrease  in  physician 
involvement,  or  at  least  visability, 
simply  look  to  the  list  of  those 
participating  today.  In  all,  only  22 
percent  are  physicians.  Three  are 
here  solely  by  virtue  of  their  office 
and  two  are  only  presiding.  The 
fourth  is  a commissioner  of  health 
and  therefore  speaking  as  an 
administrator.  I believe  that  this 
says  more  and  says  it  clearer  than 
anything  I might  add.  Medicine  is 
increasingly  being  managed  by 
those  not  directly  involved  in 
patient  care. 

With  these  changes  there  has 
appeared  the  term  “managed 
health  care.’’  Unfortunately  this 
has  been  instituted  not  to  provide 
continuum  of  care  but  as  an 
attempt  to  decrease  costs. 

Financial  decisions  are  often  being 
substituted  for  medical  judgment. 

Traditionally,  physicians  have 
been  trained  to  consider  only  the 
needs  of  their  patient  and  not  to 
concern  themselves  with  the  costs 
of  care.  Change  is  constant  in 
medical  care  and  the  evolution  of 
the  practice  of  medicine  has 


resulted,  not  from  cost- 
containment  measures  but  from 
new  knowledge  and  the  traditional 
gradual  change  of  practice 
patterns.  For  example,  surgeons 
learned  that  with  improved  care 
and  newer  medications  patients 
could  be  discharged  earlier  and 
many  operations  could  be  done  on 
an  outpatient  basis  which  formerly 
required  hospitalization.  Changes 
in  pre-  and  post-operative  care,  as 
well  as  improvements  in  anesthesia 
were  the  primary  reasons,  with  the 
widely  discussed  utilization  reviews 
and  new  third-party  rules  playing  a 
very  secondary  role. 

Savings  or  deferred  costs? 

Many  of  today’s  “savings”  are 
beginning  to  appear  more 
accurately  as  deferred  costs.  Recent 
studies  demonstrate  a significant 
decrease  in  the  numbers  of  elective 
cholecystectomies  but  have  also 
shown  a significant  increase  in 
serious  complications,  older 
patients  with  emergency 
operations,  longer  hospital  stays 
and  marked  increase  in  costs.  A 
few  months  ago,  a study  of  the 
effect  of  DRGs  showed  a change 
in  the  pre-op  nutritional  status 
traced  to  a lack  of  pre-op  care 
with  a several-fold  increase  in  post- 
op complications.  This  may  well 
be  just  the  tip  of  the  iceberg. 

There  is  a critical  difference  not 
yet  appreciated  by  the  government 
and  many  third-party  payers, 
between  trimming  the  fat  and 
cutting  away  vital  muscle. 

Although  many  plans  claim 
savings,  much  of  this  is  calculated 
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on  a theoretical  basis.  HMOs  have 
been  found  not  to  affect  actual 
hospital  cost  savings,  according  to 
the  General  Accounting  Office, 
and  figures  now  show  that  the 
Certificate  of  Need  laws,  rather 
than  reducing  costs,  have  directly 
resulted  in  a 4%  rise  in  hospital 
prices. 

Continuum  of  care  is  clearly 
hampered  by  these  changes.  It 
certainly  is  not  helped  when  today 
the  patient’s  physician  must 
balance  the  needs  of  that  patient 
against  the  countless  rules  and 
regulations  of  both  the  government 
and  third-party  payers.  There  are 
pre-admission  certifications,  often 
made  by  repeated  phone  calls  to 
out-of-state  clerks  or  paramedical 
individuals  who  operate  via  lists  of 
diagnoses  and  rules  provided  for 
their  use.  Mandatory  second 
opinions  are  required  even  though 
they  often  are  actually  third  or 
fourth  opinions.  As  an  aside  on 
that  subject,  a study  from  Hopkins 
a few  years  ago  provided  the 
interesting  information  that  to 
have  a statistically  significant 
“second”  opinion,  one  would  need 
something  like  13  separate 
opinions.  Then  there  are 
recertification  during  the  stay, 

DRG  reviews,  utilization 
committees  and  the  PRO.  Further 
erosion  of  the  doctor-patient 
relationship  occurs  as  patients 
receive  notice  from  insurers 
strongly  implying  overcharges,  and 
Medicare  informs  them  that  they 
have  received  “unnecessary 
services”  when  they  actually  mean 
the  government  has  arbitrarily 
decided  not  to  pay  for  them.  In 
this  way,  a political  decision,  i.e., 
not  to  pay,  is  disguised  as  a 
medical  decision,  i.e., 
“unnecessary.”  Patients  are  even 
told  they  will  be  given  legal 
protection  if  a physician  attempts 
to  collect  more  than  the  amount 
that  the  insurance  company 


unilaterally  decides  will  be  the 
payment. 

None  of  those  issuing  such 
regulations  and  establishing  these 
positions  seem  to  understand  that 
patients  do  not  conform  to 
averages  and  that  strict  cookbook 
medicine  is  impossible.  Patients  are 
individuals  and  respond  differently 
to  disease  as  well  as  to  treatment. 
They  must  be  treated  as 
individuals.  We,  as  physicians,  do 
not  ask  for  carte  blanche.  Using 
terms  of  clothiers,  we  do  not  ask 
for  custom  clothes  for  each  person 
but  do  ask  for  the  realization  that 
even  ready-made  clothing  must 
come  in  a significant  variety  of 
sizes  and  one  size  does  not  fit  all. 

A satisfactory  compromise 

Businesses  will  undoubtedly 
continue  to  be  driven  by  the 
bottom  line,  and  even  when 
assisted  by  those  with  medical 
training,  will  continue  to  be 
businessmen,  something  that  we 
definitely  accept.  We  must, 
however,  find  a satisfactory 
compromise.  We  clearly  do  not 
have  such  compromise  at  present 
and  I reluctantly  predict  that  if  we 
do  not  very  quickly  begin  to 
reverse  the  present  trends,  we  will 
not  only  see  a lessening  of  true 
continuum  of  care  but  a serious 
lessening  of  the  quality  of  that 
care,  as  well. 

In  this  country  we  are  clearly 
faced  with  a dichotomy  as  the 
public  wants  full  health  care  for  all 
but  refuses  to  even  recognize  the 
presence  of  rationing  of  care  and 
still  wants  to  lower  costs.  Terms 
such  as  “targeting,”  “case 
management”  and  “assignment  of 
resources”  are  bandied  about,  but 
we  never  hear  the  word  actually 
meant  in  each  case,  i.e.,  rationing 
of  care.  People  look  to  other 
countries  for  solutions  yet  they  are 
not  there.  We  are  told  that  most  of 
the  citizens  of  England  accept 


their  system  but  the  long  waiting 
lists  for  elective  surgery  and  the 
severe  rationing  of  care  in  that 
country,  such  as  limiting  admission 
to  an  ICU  after  a particular  age  or 
not  receiving  dialysis,  would 
simply  not  be  acceptable  in  this 
country. 

I have  often  heard  groups  of 
citizens,  particularly  the  elderly, 
bemoan  the  fact  that  they  were 
able  to  obtain  full  medical 
coverage  in  the  1950s  for  a fraction 
of  today’s  premiums.  My  response 
has  been  that,  correcting  for 
inflation,  I would  be  able  to 
provide  the  same  coverage  at  this 
time  for  the  same  amount.  Their 
initial  delight  quickly  fades, 
however,  when  it  is  pointed  out 
that  this  would  not  include 
admission  to  any  ICU,  that  no 
CAT  scans  would  be  covered,  and 
that  coronary  angiography, 
angioplasty,  cataract  lens 
replacements,  lasers,  renal  dialysis, 
autotransfusions  or  trauma  centers 
and  at  least  three-fourths  of  all 
present  drugs  would  not  be 
covered. 

In  this  country,  we  have  seen 
several  other  trends  of  quite 
serious  import  that,  if  not 
checked,  will  result  in  a marked 
and  serious  decline  in  the  medical 
system.  We  have  all  heard  that  in 
the  U.S.A.  there  has  been  a steady 
decline  in  the  number  of  college 
students  following  science  courses. 
In  medicine  we  have  not  only  seen 
a decline  in  the  number  of 
applicants  but  also  a similar  trend 
in  the  level  of  qualifications.  The 
brightest  students  no  longer  apply 
to  medical  school.  The  effects  of 
the  long  hours,  years  of  training  at 
marginal  remuneration  coupled 
with  rising  debts  of  education  and 
declining  physician  income, 
increased  liability,  government 
regulations  and  interference  in  the 
physician-patient  relationship  have 
clearly  been  the  cause.  Physicians 
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are  simply  not  recommending  the 
profession  to  their  offspring  or  to 
those  who  seek  advice. 

As  short  as  10  to  15  years  ago, 
if  you  asked  physicians  in  this 
country  if  they  would  encourage  or 
want  their  children  to  go  into 
medicine,  somewhere  near  90 
percent  would  have  immediately 
answered  “yes.”  Asked  the  same 
question  now,  a significant 
percentage  would  immediately  and 
clearly  answer  “no.”  In  addition, 
the  overwhelming  majority  of 
those  avoiding  a flat  negative 
answer,  would  equivocate 
considerably  and  say  something  to 
the  effect,  “.  . . well,  if  they  really 
know  what  they  are  getting  into 
and  absolutely  want  to  do  it  . . . 
etc.,  etc.”  This  is  highly 
significant,  yet  the  public  and  the 
government  will  not  be  aware  of 
the  import  until  it  is  too  late. 

European  health  care? 

Where  is  continuum  of  care 
going?  If  the  present  trend 
continues,  we  will  undoubtedly  see 
the  European  form  of  health-care 
system  where  essentially  all 
patients  are  cared  for  in  a clinic 
type  setting  or  arrangement.  This 
means  a common  chart  but  no 
regular  physician;  one  is  forced  to 
accept  whoever  is  on  duty  that 
day.  Although  perhaps  cheaper 
(and  even  that  is  highly  debatable), 
such  care  suffers  from  lack  of 
continuity.  Each  physician  does 
not  know  the  patient  and  must 
rely  on  the  chart  (if  available)  for 
past  information.  A tour  guide  in 
Sweden  told  me  that  although  his 
system  is  “free,”  he  has  found  it 
far  more  efficient  to  seek  the 
attention  of  a private  physician 
outside  the  system  and  pay 
separately.  He  recounted  an 
experience  of  having  an  ENT 
problem.  After  four  separate  visits 
to  the  clinic  and  having  four 
separate  doctors,  he  found  that  the 


same  medication  was  being  re- 
prescribed, the  chart  was  often 
unavailable,  the  time  to  repeat  the 
history  from  the  beginning  was 
considerable,  and  the  same  exam 
and  tests  were  being  repeated,  all 
with  no  effective  result.  With  one 
visit  to  a private  physician,  the 
situation  was  remedied  and  when 
the  same  pattern  was  noted  with 
another  illness,  he  now  initially 
sees  a private  physician  at  the 
onset.  It  is  important  to  point  out 
that  this  occurred  in  a country 
noted  for  its  past  high  standards 
of  medical  care  and  which,  not 
too  long  ago,  was  pointed  to  as  a 
model  for  the  governmental  form 
of  medicine.  One  can  imagine  the 
result  in  countries  such  as 
Denmark,  which  in  “reforming” 
its  educational  system  ruled  that 
any  individual,  no  matter  at  what 
standing  in  the  class,  who 
graduates  from  the  equivalent  of 
our  college,  and  applies,  must  be 
accepted  into  medical  school.  This 
meant  that  highly  qualified 
individuals  had  to  be  placed  on  a 
waiting  list  for  acceptance  for  as 
long  as  several  years.  Obviously, 
this  not  only  discouraged  qualified 
people  but  was  highly  inefficient 
since  the  first  time  a student  could 
be  weeded  out  of  the  system  was 
after  the  completion  of  two  full 
years  of  school. 

For  true  continuum  of  care  there 
must  be  a variety  of  changes  from 
present  trends.  First,  there  must  be 
a return  to  the  concept  of  a 
personal  physician  and  the  doctor- 
patient  relationship.  The 
impediments  between  the  doctor 
and  patient  must  be  removed. 
Concern  over  cost  containment 
should  be  present  but  it  must  not 
be  the  primary  driving  force  of  the 
system  and  it  must  not  attempt  to 
replace  the  physician’s  judgment 
and  advocacy  for  the  patient.  Only 
the  physician  can  and  should  be 
the  patient’s  advocate.  Each  year 


polls  show  a striking  distinction 
between  the  patient’s  evaluation  of 
the  doctor  and  the  medical 
profession.  Each  year  we  hear  that 
“doctors  don’t  care  . . . doctors 
charge  too  much  . . . doctors  don’t 
spend  enough  time  with  patients 
. . . but  my  doctor  is  different.” 

This  reflects  the  genuine  concern 
of  the  doctor  for  the  patient  and 
the  trust  involved;  a trust  that  is 
essential  for  meaningful  continuum 
of  care. 

Malpractice  reform  needed 

Second,  some  system  of  patient 
compensation  must  be  devised  to 
replace  the  present  professional 
liability  arrangement.  This  must 
either  be  no-fault  driven  or  have  a 
much  wider  financial  base.  The 
only  other  alternative  would  be  to 
return  to  the  original  concept  of 
malpractice  as  an  injury  to  a 
patient  directly  caused  by  failing  to 
perform  at  a level  at  which  an 
average,  competent  physician 
would  perform  under  the  same 
circumstances.  In  actual  fact,  this 
concept  has  been  subverted  and 
most  suits  are  now  being  filed  on 
the  basis  of  “perfection  in 
retrospect,”  i.e.,  based  in  retrospect 
by  review  of  a superspecialist 
indicating  what  he  or  she  would 
have  done  after  information  not 
even  available  at  the  time  of  the 
decision  was  in  evidence.  In 
contrast  to  what  some  would  have 
you  believe,  no  one  is  harder  on 
physicians  with  respect  to 
evaluation  and  criticizing  care  than 
other  physicians.  Yet  these  critical 
physicians  know  well  the  difference 
between  negligence  and  failing.  A 
few  years  ago  when  the  Browns 
were  in  the  playoffs  and  lost  to 
Oakland  via  the  infamous 
intercepted  pass  in  the  end  zone, 
there  were  many  second  guesses.  In 
that  situation,  the  coaches  and 
quarterback  chose  a play  that  had 
been  working  all  year  and  had  the 
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""Certainly  there  must  be  a system  of  health  care  that 
can  be  devised  from  our  present  mishmash  ...” 


best  chance  of  success.  After  the 
fact,  many  so-called  experts 
appeared  from  out  of  the 
woodwork  indicating  that  it  had 
been  crystal  clear  that  interception 
could  have  been  predicted  and  that 
the  selection  of  a different  play 
would  not  only  have  assured 
success  but  “to  a reasonable 
degree  of  certainty”  would  have 
led  to  a Superbowl  victory  not 
only  that  year  but  for  at  least  the 
next  five  years.  Unfortunately, 
physicians  face  this  type  of 
reasoning,  daily  when  accused  of 
“malpractice.” 

Certainly  there  must  be  a system 
of  health  care  that  can  be  devised 
from  our  present  mishmash  which 
is  leading  to  fragmentation, 
distrust,  and  which  will  inevitably 
lead  to  declining  patient  care.  The 
adversarial  atmosphere  not  only  in 
professional  liability  but  third- 
party  payers  and  government  must 
change.  To  this  end,  re-establishing 
the  concept  of  the  primary 
physician  would  be  an  excellent 
step.  This  would  be  the  equivalent 
of  the  old  family  doctor  who 
knows  the  entire  family  and  enjoys 
the  trust  of  the  individuals.  This 
physician  would  oversee  the  entire 
medical  care  system  for  that 
family,  in  the  sense  of  obtaining 
qualified  specialty  referral  when 
needed  — without  personal 
financial  penalty  or  concern  over 
non-medical  factors.  A peer  review 
system  of  true  peers  could  advise 
such  a physician  if  patterns  of 
referral  or  testing,  for  example, 
were  failing  significantly  outside 
usual  patterns.  Panels  of  specialists 


could  be  either  independent  or 
organized  in  groups  as  today  with 
a variety  of  different  individual 
financial  arrangements  possible. 
Close  cooperation  with  hospitals 
would  be  necessary  and  networks 
of  working  arrangements  would  be 
required  to  provide  tertiary  care  as 
well  as  rehabilitation.  Obviously, 
this  would  require  multiple 
systems’  use  of  specialized 
hospitals  when  the  services 
provided  are  not  available  at  the 
given  hospital.  The  primary 
physician  service  must  be 
recognized  as  important  and  be 
compensible.  This  physician  would 
not  act  as  a gatekeeper  in  the 
sense  of  a financial  restraint  per 
se,  but  would  be  able  to  provide 
care  as  needed  with  no  direct 
financial  penalty,  and  still 
maintain  concern  over  cost 
containment.  Physicians  are 
programmed  through  their  entire 
training  to  be  patient  advocates. 
They  are  not  to  make  financial  or 
business  decisions.  Such  will 
continue  to  be  the  emphasis,  even 
with  specific  training  in  cost 
containment,  now  in  effect. 

Clearly,  physicians  and  other  direct 
caregivers  can  no  longer  assure 
continuum  alone  but  failure  to 
directly  integrate  these  groups  will 
assure  failure  of  any  plan. 

A societal  decision 

Finally,  it  is  essential  that  there 
be  public  discussions  and  an 
informed  decision  on  policy  of 
health  care  and  rationing.  The 
public  is  clearly  not  making  the 
decisions  at  present.  Citizens  want 


unlimited  care  for  all  but  are 
unwilling  to  pay  for  it. 
Governmental  decisions  often  do 
not  correspond  to  either  need  or 
desire.  A conscious  decision  must 
be  made  regarding  health-care 
expenditures  and  the  rationing  of 
care.  The  concept  that  continued 
services  are  possible  with  no 
increase  in  costs  is  totally 
unrealistic  and  clearly  not  possible. 
The  extent  to  which  health  care 
will  be  provided  is  not  basically  a 
medical  decision  but  a societal 
decision  which  must  be  faced  by 
the  public  and  government. 

Continuum  of  care  is  vital  for 
true  quality  and  is  in  the  best 
interest  of  the  patient.  Trends  are 
presently  destroying  this 
continuum.  All  of  us  involved  in 
the  overall  medical  care  system 
must  work  together  to  correct 
these  factors  and  assure  refocus  on 
a workable  system.  We  owe  it  to 
our  patients  and  to  society.  OSMA 


Donavin  A.  Baumgartner,  Jr.,  MD 
is  President  of  the  Ohio  State 
Medical  Association. 
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Imagine 

A MACHINE 
THAT  CAN 
DO  THIS  TO 


We're  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Litliotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  elmiinate  kidney  stones  witli- 
out  invasive  surgery  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC's 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  witli  tlie  patient's 
heartbeat  by  electrocardiogram.  Usually,  the  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine,  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery,  ft's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Litliotripsy 
We  invite  you  to  visit  CAMC  and  see  the  lithotripter 
in  action.  Come  and  learn  about  this  revolutionary 
therapy.  We  will  happily  provide  you  with  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

Eor  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC;  in  West  Virginia  at  1-800-654-0159;  from 
out  of  state,  call  304-340-7315. 


CAMC 

Charleston  Area  Medical  Center 
We  Care  For  West  Virginia 
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SECOND  OPINION 


Diary  of  My  Practice 

- 1999 

By  D.  BasavaraJ,  MD 

Wednesday 


8:30  AM  — I enter  my  office  and 
greet  my  receptionist.  “Hi,  Cindy! 
How  are  you?  I hope  it’s  going  to 
be  an  easy  day.” 

Susan  is  already  waiting  to  be 
seen  for  a headache.  She  has  a 
permit  to  see  me,  issued  by  an 
insurance  company  which  has  a 
file  on  me  regarding  my  patient 
usage  and  prescription  and  testing 
patterns,  as  well  as  my  average 
charge  for  evaluating  a headache 
patient  in  my  practice  — and  how 
that  charge  compares  to  national 
norms.  The  patient  will  be 
permitted  to  see  me  only  if  I have 
satisfied  the  insurance  company’s 
criteria  in  these  areas.  Apparently 
I have. 

I take  the  patient  to  my 
consultation  room.  1 have  at  least 
five  forms  for  the  patient  to  sign. 
One  allows  me  to  examine  and 
evaluate  the  patient.  The  next  one 
permits  me  to  be  paid  by  the 


insurance  company.  The  next  one 
is  a copy  of  my  evaluation,  which 
will  go  to  the  patient’s  primary 
care  physician.  There  is  another 
copy  for  the  lawyer  and  one  for 
the  patient’s  employer. 

Next,  I examine  the  patient  and 
dictate  my  evaluation, 
recommending  that  the  patient 
have  blood  tests,  an  EEC,  MRl 
and  psychological  testing.  In 
addition,  I write  two  prescriptions. 

First,  however,  I have  to  call  an 
insurance  specialist  to  approve  the 
EEG.  I state  my  reasons  for 
recommending  the  test.  I also 
discuss  the  purpose  behind  my 
recommendation  for  the  MRI  and 
the  blood  tests. 

The  tests  are  approved,  and 
Cindy  is  nice  enough  to  schedule 
these  procedures  at  an  outpatient 
facility  — as  recommended  by  the 
insurance  company,  which  has 
compared  the  cost  of  services  at 


these  facilities  with  the  national 
figures  for  inpatient  testing.  Then, 

I sit  down  with  my  patient  and  get 
her  signature  on  five  more  forms. 
One  releases  me  from  liability  for 
any  of  the  above  testing  done  in 
the  facility  recommended  by  the 
insurance  company.  Next,  there  is 
a consent  form  that  shows  she 
understands  my  explanation  of  her 
illness;  another  consent  form  in 
which  she  indicates  her 
understanding  of  the  medication  I 
have  prescribed  and  its  appropriate 
side  effects;  one  for  release  from 
liability  for  any  change  in  the 
prescription  made  at  the  pharmacy 
— including  the  substitution  of 
generic  drugs;  and  finally,  one  for 
the  patient’s  approval  of  my  office 
procedures  and  performance, 
which  needs  to  be  sent  with  the 
insurance  billing. 

I breathe  a sigh  of  relief  when 
the  patient  signs  these  forms. 
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Next  IS  my  lawyer  s appointment  — to  discuss  the  pending 
malpractice  cases.  We  review  each  development^  and  he  suggests 


some  strategy  . . . 


Cindy  makes  a note  to  check  the 
tests  the  next  day,  and  for  me  to 
call  the  patient  to  explain  the 
meaning  of  the  test  results.  She 
sends  a bill  for  $79.95  to  the 
insurance  company,  hoping  that  we 
will  be  paid  soon  — without  any 
more  paper-shuffling,  and  with  the 
hope  that  we  will  be  paid  at  least 
69  percent  of  the  amount.  The  rest 
we  will  have  to  collect  from  the 
patient. 

Quite  often,  the  insurance 
company  needs  some  clarification 
regarding  the  diagnosis  or  the 
procedures  used.  If  the  patient  has 
not  signed  the  forms  regarding  her 
satisfaction,  we  normally  forget 
about  sending  the  bill. 


10:30  AM  — Now,  it  is  already 
10:30.  My  next  client  is  Edward, 
whom  1 have  seen  regularly  for  a 
back  injury.  He  has  been  without 
any  relief  from  pain,  he  says  — 
despite  treatment  from  an 
established  pain  clinic,  kineasio 
therapy,  acupuncture,  a holistic 
therapy  clinic,  a yoga  therapy  clinic 
and  from  a laser  micro-surgical 
discectomy  with  reimplant  of  the 
disc,  and  an  artificial  L2  to  L5 
vertibral  replacement. 

All  of  this  pain  is  the  result  of 
his  trying  to  lift  a cabbage  from 
the  floor  of  a grocery  store  where 
he  worked  as  a supervisor  — his 
degenerative  disc  disease  had  been 
aggravated  by  the  lifting.  He  is 
currently  maintained  on  full 
disability  and  regular,  strong, 
narcotic  medication,  which  means 
a monthly  visit  to  me  for  the 
prescription.  During  the  visit,  I 
count  how  many  of  the  tablets  he 
has  taken,  then  he  signs  release 


from  liability  forms  for  me  so  that 
1 can  contact  the  DEA  to  get 
authorization  for  one  more 
month’s  prescription. 

At  the  same  time,  I have  him  fill 
out  five  forms  which  will  allow 
him  to  be  paid  by  social  security, 
workers’  compensation,  disability 
insurance  and  his  medical 
insurance. 


11:00  AM  — Next  is  my  lawyer’s 
appointment  — to  discuss  the 
pending  malpractice  cases 
(normally,  there  are  five  for  each 
physician).  We  review  each 
development  and  he  suggests  some 
strategy. 

One  of  the  cases  pending,  for 
example,  concerns  a patient  who  is 
not  even  my  own.  I got  involved 
because  1 was  covering  for  another 
physician.  I saw  this  patient  on  a 
Sunday,  when  he  presented  with  a 
stroke  — and  now  he  is  suing 
everybody  involved  with  his  care, 
claiming  it  was  not  the  best 
possible  care  and  that  he  was  left 
with  disability.  Another  patient  is 
suing  because  he  says  he  sustained 
permanent  disuse  of  his  arm  after 
an  injury  he  suffered  in  my  office. 
Yet  another  patient  is  suing  me 
because  I assisted  a neurosurgeon 
in  the  surgery  of  a cervical  disc, 
and  the  patient  now  has 
paraplagia.  Still  another  claims 
memory  loss,  due  to  the  MRI.  By 
the  time  my  attorney  and  I are 
done  discussing  the  cases,  it  is  12 
noon. 


NOON  — Now  it  is  time  to  check 
the  mail  and  to  call  patients.  There 
is  a letter  from  an  insurance 


company,  asking  me  for  my 
reasons  for  doing  an  angiography 
as  an  outpatient  service,  when  the 
carotid  scan  didn’t  show  a 
significant  lesion  in  a case  of 
recurrent  t.i.a.  (for  which  I have  to 
code  references).  The  next  letter  is 
from  a lawyer,  asking  me  for  a 
medical  chart  to  review.  Of  course, 
I have  to  review  the  chart  myself, 
to  be  sure  that  everything  is  in 
order,  and  then  OK  it  to  be 
released.  The  next  letter  is  from  a 
patient,  who  tells  me  that  he  wants 
for  his  file  — and  in  writing  — all 
of  the  details  of  his  problem 
regarding  multiple  sclerosis,  i.e.  the 
results  of  his  tests,  the  prognosis 
of  his  condition,  and  the  changes 
he  must  make  in  his  lifestyle.  For 
this,  I have  to  dictate  a summary 
in  simple  language,  the  standard 
fee  for  which  is  $16  a page  — and 
I have  to  send  it  to  him  in  two 
weeks,  according  to  the  laws  of  the 
state. 


1:00  PM  — It  is  time  to  go  to  the 
hospital.  I grab  a sandwich  in  the 
coffee  shop  and  go  to  Medical 
Records  to  talk  to  the  Records 
administrator  about  which 
diagnosis  codes  to  put  on 
discharged  patients  in  order  to  get 
the  best  reimbursement.  1 next 
stop  by  the  admitting  department 
to  see  if  they  were  able  to  get  an 
approval  for  the  admission  of  a 
patient  with  sudden  onset  of 
stroke,  with  atrial  fibrillation.  I 
still  have  to  talk  to  the  insurance 
consultant  and  explain  to  him  that 
we  cannot  handle  the  situation  at 
home  with  visiting  nurses,  physical 
therapists  and  physician  home 
visits. 
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Next,  I stop  by  the  radiology 
department  to  review  the  X-rays  of 
outpatients  and  inpatients  with  the 
staff  radiologists. 


2:00  PM  — It’s  time  to  see  seven 
patients  in  my  rounds.  I see  and 
examine  each  patient,  then  review 
the  charts  and  lab  sheet  and  talk 
to  the  families  of  each.  I discuss 
their  utilization  review  with  the 
administrator,  meet  with  the 
physical  therapist,  the  nurse,  and 
finally  the  discharge  planner.  I also 
meet  with  the  financial 
administrator  about  any  insurance 
problems  with  these  patients. 

Then,  I get  a call  from  the 
emergency  room  — a patient  is 
having  difficulty  breathing. 
Pulmonary  emboli  is  suspected.  I 
look  at  the  clock.  It  is  already 
4:30. 


5:00  PM  — The  patient  in  the 
emergency  room  had  an  echo,  a 
pulmonary  scan  and  pulmonary 
function  tests  — all  properly 
approved  by  the  E.R. 
administrator.  He  was 
anticoagulated  and  is  ready  to  be 
admitted.  I talk  this  over  with  the 
family,  and  explain  to  them  the 
situation  — how  the  patient 
belongs  to  an  HMO  plan,  of 
which  I am  not  a member.  So,  I 
call  the  doctor  of  the  plan  who  is 
responsible  for  the  patient’s  care, 
and  convince  him  that  the  patient 
can’t  be  transported  to  his 
hospital.  Then,  I get  the 
authorization  to  admit  the  patient 
from  the  HMO  administrator.  He 
authorizes  two  days  to  stabilize  the 
patient  before  transfer  to  his 


hospital. 


5:30  PM  — A meeting  is  in 
session  for  all  practicing  physicians 
(three  of  us)  to  explain  the  benefits 
of  joining  the  hospital  staff  — 
versus  the  advantages  of  signing 
on  as  an  employee  of  a major 
medical  center  chain,  where  most 
of  the  paperwork  and  expenses 
will  be  borne  by  the  administrator 
of  the  mega  corporation.  There 
will  even  be  decent  pay.  I look 
back  at  the  struggles  1 have  had 
delivering  health  care  over  the  past 
five  years,  and  there  seems  to  be 
no  comparison.  The  offer  being 
made  by  the  mega  corporation  is 
just  too  tempting.  I take  a pen  in 
hand  ...  I am  ready  to  sign.  OSMA 


D.  Basavaraj,  MD,  practices 
neurology  both  in  Toledo,  Ohio 
and  in  Monroe,  Michigan. 


The  opinions  expressed  in  this 
column  are  those  of  the  author  and 
do  not  necessarily  reflect  the 
opinion  or  views  of  Ohio  Medicine 
or  the  Ohio  State  Medical 
Association. 


OSMA  Councilors 

Listed  below  are  the  OSMA  Councilors 
and  the  districts  they  represent.  If  you  have 
any  questions  or  concerns  regarding 
OSMA,  please  address  them  to  your 
Councilor. 

First  District 

Stanley  ],  Lucas,  MD 
2905  Burnet  Avenue 
Cincinnati,  Ohio  45219 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

Walter  A.  Reiling,  ]r.,  MD 
2200  Philadelphia  Drive,  Suite  548 
Dayton,  Ohio  45406 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

William  H.  Kose,  MD 
200  W.  Pearl  Street 
Findlay,  Ohio  45840-3713 
Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 

John  A.  Devany,  MD 
2743  W.  Central  Avenue 
Toledo,  Ohio  43606 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Henry  G.  Krueger,  MD 

24700  Lorain  Road 

North  Olmstead,  Ohio  44070 

Ashtabula,  Cuyahoga,  Geauga,  and 

Lake 

Sixth  District 

].  James  Anderson,  MD 
5204  Mahoning  Ave.,  Suite  103 
Youngstown,  Ohio  44515 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nerniin  D.  Lavapies,  MD 
1220  Hughes  Avenue 
Martins  Ferry,  Ohio  43935 
Belmont,  Carroll,  Coshocton, 

Harrison,  Jefferson,  Monroe  and 
Tuscarawas 
Eighth  District 

John  F.  Kroner,  Jr.,  MD 
Box  708 

Athens,  Ohio  45701 

Athens,  Fairfield,  Guernsey,  Licking, 

Morgan,  Muskingum,  Noble, 

Perry,  and  Washington 
Ninth  District 

Richard  Villarreal,  MD 
613  Center  Street 
Wheelersburg,  Ohio  45694-1795 
Gallia,  Hocking,  Jackson,  Lawrence, 
Meigs,  Pike,  Scioto,  and  Vinton 
Tenth  District 

H.  William  Porterfield,  MD 
3650  Olentangy  River  Rd. 

Columbus,  Ohio  43214 
Delaware,  Fayette,  Franklin,  Knox, 
Madison,  Morrow,  Pickaway,  Ross, 
and  Union 
Eleventh  District 

Charles  G.  Adams,  MD 
5896  Liberty  Avenue 
Vermilion,  Ohio  44089 
Ashland,  Erie,  Holmes,  Huron, 

Lorain,  Medina,  Richland,  and  Wayne 
Twelfth  District 

Jack  L.  Summers,  MD 
75  Arch  Street 
Suite  B2 

Akron,  Ohio  44304 
Portage  and  Summit 
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AMERICAN 
PHYSICIANS  LIFE... 
WE  CARE  ABOUT 
YOUR  FINANCIAL 
SECURITY 


American  Physicians  Lite  (APL),  OSMAs  endorsed 
life  and  health  insurance  carrier,  provides  the  fol- 
low/ing  quality  products  and  services  to  Ohio 
physicians. 


OSMA 
Group  Life 
& Health 
Plan 

OSMA 

TENURE 

Interest 
Sensitive 
Life  Plans 

Tax 

Deferred 

Annuities 


group  term  insurance  packaged  with 
competitive  major  medical  coverage 


low  cost  ten  year  term  insurance  with 
built-in  guarantees 

permanent  protection  offering  high 
interest  earnings  and  great  plan 
flexibility 

no-load  long  term  savings  plan  with 
tax  deferred  earnings 


Income  non-cancellable,  guaranteed  renewa- 
Protection  ble  to  age  65  disability  income  protec- 
tion with  own-occupation  coverage 

Retirement  impressive  array  of  investment  vehi- 
Plan  cles  available 

Funding 

At  APL,  we  are  committed  to  providing  member 
physicians,  their  families  and  employees  with  the 
best  protection  at  the  lowest  possible  cost. 


AMERICAN  PHYSICIANS  LIFE 

Bates  Drive 
P O Box  281 

Pickenngton,  Ohio  43147 

1-800*742*1275 


Endorsed  by 
OSMA^^^ 
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LETTERS  TO  THE  EDITOR 


Advertising  vs.  marketing 
To  the  Editor: 

I read  with  interest  Dr.  Bipin 
Shah’s  article  and  resolution 
concerning  physicians  advertising 
their  services  in  the  November 
1988  OHIO  Medicine.  Although  I 
agree  with  some  of  the  statements 
made,  I objected  to  the 
interchangeable  use  of  advertising 
and  marketing. 

One  of  the  challenging  realities 
of  health  care  today  is  the  fact 
that  patients  are  more  selective  in 
choosing  medical  care  providers. 
An  abundance  of  practitioners, 
HMO  and  PPO  systems,  rising 
costs  for  services  and  shopping 
consumers  have  all  had  their 
impact.  Physicians  are  now  faced 
with  a new  practice  dilemma: 
competing  for  patients,  and 
competition  requires  marketing. 

While  the  term  “marketing” 
generally  conjures  visions  of 
billboards  and  doctors’  pictures  on 
the  sides  of  city  buses,  its  meaning 
and  planning  go  much  deeper. 
Marketing  communicates  the 
patient-oriented  service  patients 
and  referring  physicians  prefer. 
Those  physicians  who  find  a way 
to  deliver  that  certain  preferred 
element  of  service  will  gain  the 
competitive  edge. 

Practitioners  are  mistaken 
assuming  that  quality  care  is  the 
only  factor  affecting  patient’s 
decisions.  In  reality,  quality  is  a 
given.  Patients  assume  its  presence. 
They  will  more  likely  choose  their 
physicians  based  on  practice 
features  unrelated  to  quality  of 
care,  but  related  to  all  aspects  of 
the  patient’s  contact  with  the 
practice. 

A well-defined  marketing  plan 
will  encompass  even  the  smallest 
measures  that  make  a difference  in 
how  patients  and  other  providers 
feel  about  the  practice.  A few 
examples  include: 
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• Calling  patients  who  have 
experienced  any  “trauma”  within 
48  hours  after  their  visits.  They 
will  tell  their  friends  you  care 
about  them. 

• Surveying  your  patients  as  to 
how  your  office  can  provide  better 
service.  How  many  offices  call 
patients  who  have  transferred  out 
of  their  service  to  see  if  there  was 
a problem? 

• Sending  welcome  letters, 
practice  brochures,  directions  to 
the  office  and  appointment 
confirmation  to  all  new  patients. 

• Giving  workshops  and 
lectures.  Become  your  specialty’s 
local  expert. 

And  the  list  could  go  on  and 
on.  All  of  these  marketing  tools 
would  certainly  not  compromise 
the  art  of  medicine  and  not  treat 
medicine  solely  as  a business.  If 
marketing  can  increase  patient 
volumes,  costs  to  the  patients  can 
be  kept  lower. 

In  closing,  I hope  that  the 
COUS  resolution  does  not  deter 
physicians  from  practicing  good 
marketing  techniques  to  help  build 
their  practice,  and  that  a clear 
distinction  between  advertising  and 
marketing  can  be  drawn. 

Sincerely, 

Randall  Baker 
Practice  Manager 
Mid-Ohio  Pediatrics 
Westerville 


It’s  time  to  do  something 
To  the  Editor: 

I read  the  article  “Isn’t  It  About 
Time  Somebody  Did  Something 
About  It?”  in  OHIO  Medicine 
with  great  interest.  I found  myself 
agreeing  with  it  completely. 

As  a faculty  member  in  a family 
practice  residency  program,  I have 
a responsibility  for  teaching 


residents  to  be  ethical  and  cost- 
effective  physicians.  As  you  are 
undoubtedly  well  aware,  residents 
and  young  faculty  members  tend 
to  want  specific  data  or  references 
to  the  established  medical  literature 
to  document  any  possibly 
controversial  points  that  a speaker 
might  make. 

1 wonder,  therefore,  if  the 
author  can  provide  some  references 
or  other  sources  that  1 can  quote 
with  regard  to  some  of  the 
statements  made  in  the  article.  For 
example,  I think  the  statement 
about  the  high  rate  of  failure  with 
back  surgery  is  probably  correct, 
but  it  would  be  good  to  have  some 
precise  documentation  on  this 
point. 

Sincerely, 

Robert  D.  Gillette,  MD 

Youngstown 


To  the  Editor: 

Thank  you  for  your  “Second 
Opinion”  article  in  the  October 
issue  of  the  Ohio  State  Medical 
Association  Journal. 

Being  involved  in  the  trenches,  it 
is  somewhat  frustrating  at  times 
with  the  delays  that  we  have 
experienced  in  getting  treatment. 
However,  1 can  certainly 
understand  the  frustrations  from 
the  author’s  perspective.  If  there  is 
anything  I can  do  to  help  alleviate 
the  burden  on  both  of  our  behalfs, 
I will  be  happy  to  do  so. 

Sincerely, 

Henry  D.  Rocco,  MSc.,  MD 

Newark 


To  the  Editor: 

I support  everything  that  Dr. 
Starr  is  trying  to  do  with  regard  to 
abuses  within  the  profession.  It  is 
time  that  something  be  done  and  I 
would  like  to  offer  my  help.  He 
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continued 


may  wish  to  consider  having  an 
informal  gathering  of  professionals 
in  the  state  that  can  make 
proposals.  I would  like  to  make  a 
specific  proposal  with  regard  to 
the  new  Crystal  Clinic  which  will 
be  opening  next  year.  1 would  be 
very  receptive  to  a proposal  from 
the  Industrial  Commission  that  we 
become  a center  of  excellence,  and 
a center  where  standards  can  be 
established  for  the  delivery  of  care 
to  the  injured  worker. 

1 would  encourage  him  to 
continue  with  his  work,  but  at  the 
same  time  caution  him  that  if  you 
take  on  too  big  a lobby,  he  will  be 
frustrated  to  the  point  of  inaction. 
1 think  that  it  is  far  better  for  him 
to  confine  himself  to  actions 
within  the  Industrial  Commission. 
Small  actions  that  are  quality  acts 
will  eventually  grow  into  bigger 
and  more  effective  actions. 

Sincerely, 

John  A.  McCulloch,  MD 

Akron 


To  the  Editor: 

I recently  had  the  opportunity  to 
review  the  article  entitled  “Isn’t  It 
About  Time  Somebody  Did 
Something  About  It?”  in  the 
Journal  of  the  Ohio  State  Medical 
Association,  October  1988.  I 
congratulate  the  author  as  it  points 
out  the  need  for  continued  and 
ongoing  peer  review  within  our 
medical  community.  I suspect  that 
the  cases  he  cites  are  but  the  tip  of 
the  iceberg  and  hopefully,  such 
articles  will  convince  the  Ohio 
State  Medical  Association  that 
more  attention  needs  to  be  given 
to  this  area.  I support  the  author’s 
stance  and  offer  my  services  if  1 
can  be  of  some  help  in  the  future. 
Respectfully, 

Gerald  S.  Steiman,  MD 
Columbus 


To  the  Editor: 

The  article  in  the  October 
OHIO  Medicine,  pages  785-787  is 
forceful  and  thought  provoking. 

Congratulations  to  the  author. 
Let  us  see  a sequel,  or  some  more 
of  his  thoughts. 

Sincerely, 

J.  Richard  Nolan,  MD 

Ashtabula 


To  the  Editor: 

I enjoyed  the  recent  “Second 
Opinion”  in  OHIO  Medicine.  Dr. 
Starr  really  hit  the  point  on  many 
aspects.  The  difficulty  with  this 
problem  has  been  that  the  law 
seems  to  protect  the  wrongdoers  at 
the  expense  of  the  patient,  as  well 
as  organizational  medicine  which 
is  trying  to  correct  these  problems. 

I share  his  frustration  about  the 
issue  and  certainly  wish  I had  a 
solution.  It  is  important  that  we 
try  to  obtain  some  legislative  relief 
and,  hopefully,  some  changes  in 
the  state  Supreme  Court  will 
permit  medicine  to  more  effectively 
police  its  “bad  actors.” 

Thank  you  for  bringing  this 
issue  so  eloquently  to  the  attention 
of  our  state  medical  association 
members. 

Sincerely, 

S.  Baird  Pfahl,  MD 

Sandusky 

OSMA  President,  1983-1984 


To  the  Editor: 

For  the  past  several  years,  I have 
been  doing  psychiatric  evaluations 
for  the  Industrial  Commission 
Office  in  Dayton.  Prior  to 
interviewing  the  patients,  I review 
their  files  and  I am  often  surprised 
by  the  unusual  diagnoses  and  the 
widely  varying  impairment 
percentages  that  are  assigned  to 
patients.  Most  often,  these 


diagnoses  are  given  by 
psychologists  who  seem  to  have 
limited  experience  in  working  with 
individuals  who  also  have  medical 
diagnoses. 

An  even  greater  concern  is  the 
frequent  discovery  that  patients 
have  been  seen  once  or  twice 
weekly  for  a number  of  years  in 
psychologists’  offices  without  a 
single  progress  note  nor  update  as 
to  treatment  goals,  improvement  or 
need  for  continued  treatment.  It  is 
my  opinion  that  these  frequent 
visits  over  a number  of  years  tend 
to  foster  a dependency  and  seem 
to  produce  little  improvement  in 
the  patient’s  symptoms.  It  would 
certainly  seem  reasonable  to  me 
that  therapists  should  provide  at 
least  a quarterly  summary  of  their 
involvement  with  the  patient,  not 
only  to  justify  continued  visits,  but 
also  to  provide  information  for 
future  examiners. 

I also  agree  completely  regarding 
the  many  addicting  drugs  that  are 
prescribed  for  patients  over  a 
period  of  years.  It  would  certainly 
seem  difficult  to  evaluate  a 
depressed  person  who  is  taking 
large  quantities  of  narcotics  and 
tranquilizers  which,  in  themselves, 
could  easily  produce  a depressive 
syndrome. 

I feel  the  medical  and 
psychological  profession  should  be 
taken  to  task  for  the  frequent 
mismanagement  and  mistreatment 
of  patients  with  industrial  injuries. 

I wish  the  author  luck  in  his 
continued  efforts  to  bring  about 
some  reform  in  this  segment  of  the 
health-care  system. 

Sincerely, 

Peter  E.  Nims,  MD 

Troy 
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To  the  Editor: 

Thank  you  for  the  “Second 
Opinion”  which  appeared  in  the 
October  issue  of  OHIO  Medicine. 

When  I was  working  in 
Pennsylvania,  I served  as  the 
General  Surgery  Advisory 
Committee  Chairman  of  the 
Pennsylvania  State  Medical 
Society.  That  group  provided  an 
entry  point  for  complaints  from 
insurance  companies,  workers’ 
compensation,  hospital  staff  and 
patients  about  fees,  medical 
necessity  and  appropriate 
treatment.  Our  committee 
reviewed,  for  instance,  the  case  of 
a lady  in  Philadelphia  who 
underwent  repair  of  the  same 
ventral  incisional  hernia  34  times, 
the  last  15  by  the  same  surgeon! 
She  collected  from  two  insurance 
companies  each  time. 

The  episodes  listed  are  often 
insufficient  in  and  of  themselves  to 
raise  an  issue  about  licensure.  I 
can  readily  understand  why  the 
board  may  have  given  a slow 
response.  On  the  other  hand,  the 
profession  clearly  needs  to  do 
better  in  cleaning  up  its  own 
house.  The  Ohio  State  Medical 
Association  is  surely  in  a prime 
position  to  move  in  this  regard.  A 
central  file  on  recurring  episodes 
and  complaints  could  lead  to 
hearings  concerning  ethical 
behavior  and  membership,  all 
within  the  profession. 

Why  wait  for  the  hospital  setting 
to  pass  judgment  on  the  quality  of 
care  rendered?  Is  the  Industrial 
Commission  not  in  a position  to 
set  up  a panel  of  advisers  for  each 
of  the  important  specialties 
involved  in  your  work?  Three 
sincerely  concerned  physicians  on 
each  panel  would  be  all  that  would 
be  needed  for  you  to  have  support 
in  questioning  quality  of  care  as 
well  as  limiting  payment.  If  there 


were  challenges  to  the  ethics  of 
doctors  involved  in  such 
questionable  episodes,  the  word 
would  soon  get  out.  You  might  be 
very  well  pleased  with  the  deterrent 
value  of  your  own  in-house,  and  if 
necessary,  extra-house  peer  review. 

No  doubt  all  these  thoughts 
have  been  reviewed  before,  but  1 
was  very  pleased  to  see  your 
published  piece  in  the  right  place. 

Sincerely, 

Dan  W.  Elliott,  MD 

Dayton 


To  the  Editor: 

Your  article  in  the  October 
OHIO  Medicine  must  be  answered, 
“It  IS  time  to  do  something  about 
it.” 

The  obvious  question  is  why  the 
problem  isn’t  already  solved. 
Physician  apathy  and  the  alleged 
“conspiracy  of  silence”  are  often 
invoked  as  the  reasons.  This  is 
untrue.  My  personal  experience  is 
that  the  great  majority  of 
ophthalmologists  are  absolutely 
disgusted  with  and  revolted  by 
occurrences  such  as  you  describe.  I 
have  my  own  long  list  of  horrors, 
equal  to  yours.  I and  my 
colleagues  are  actively  willing  to 
support  your  efforts  and  we  plead 
for  your  leadership.  The  problem 
is  not  the  faulty  motivation  of  the 
great  majority  of  good  physicians. 
We  are  also  the  victims,  because 
all  of  medicine  is  dishonored  and 
besmirched  by  the  transgressions 
of  a tiny,  but  conspicuous, 
unscrupulous  minority  of 
dishonest  and  greedy  physicians. 

The  problem  is  that  our  legal 
system  has  rendered  physicians 
powerless  to  police  themselves. 

Each  of  the  cases  you  cited  is 
clearly  documented  and  beyond 
any  doubt  true.  Each  of  those 
cases  is  entirely  apparent  to  you 


and  to  the  other  physicians  locally 
acquainted  with  the  transgressor. 
The  reason  nothing  has  been  done 
about  it  is  that  no  physician  can 
do  anything  about  it.  Visualize  an 
attempt  to  oust  a physician  from  a 
hospital  staff.  The  only  MDs  who 
understand  the  complexities  of  the 
faulty  management  and  are  aware 
of  it  are  his  competitors.  The  law 
will  hit  them  with  triple  damages 
for  restraint  of  trade  if  they  say 
even  a questioning  word. 
Defamation  of  character. 
Discrimination.  Jealousy  of 
success.  Even  if  the  attempt  is 
made,  it  takes  years  and  a million 
dollars  to  move  the  offender  off 
the  staff.  Even  if  that  is  successful, 
he  simply  moves  to  another 
hospital  or  establishes  his  own 
surgical  suite  and  public  relations 
expert  and  proceeds  with  no 
restraints  whatsoever.  And  the 
Court  of  Appeals  will  reverse  any 
adverse  actions  anyway. 

Much  as  1 dislike  the  alternative, 
I personally  see  no  currently 
effective  weapon  other  than 
lawyers  — malpractice  lawyers. 
Drug  Enforcement  Agency  lawyers. 
Medicare  laywers,  state  agency 
lawyers.  Our  own  medical  board  is 
ineffective,  slow,  virtually  useless. 
There  is  no  obvious  alternative  to 
vigorous  legal  prosecution  of  fraud 
and  quackery. 

Personally,  I am  not  impressed 
with  rehabilitation.  I don’t  believe 
a license  to  practice  medicine  is  a 
right.  It  is  a privilege  that  is 
forfeitable  by  betrayal  of  trust.  If 
1%  of  physicians  are  scoundrels 
and  cancers  in  the  profession,  so 
be  it.  Let  them  become  taxi  drivers 
or  sanitation  engineers  or 
librarians,  or  whatever.  But  let 
them  not  continue  to  practice 
medicine.  Our  goal  is  to  protect 
the  patients  and  the  resources  that 
continued  on  page  99 
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For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respnalory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae,  Haemophilus  influemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococcil 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECLOR  should  BE  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  penicillins  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUOE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  m overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  lor  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  ate  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrheal  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia.  and  frequently,  fever)  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  laundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia.  2%.  genital  pruritus  or  vaginitis,  less  than  1%. 
and.  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• false-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip.  Lilly)  ineioeai 

Additional  information  available  from  Pv  ?3Si  amp 

Sli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina.  Puerto  Rico  00630 


© 1988.  ELI  LILLY  AND  COMPANY  Cfi-5012-B-849345 
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support  medical  expenses.  Patients 
and  hospitals  and  taxpayers  do  not 
exist  for  the  benefit  of  dishonest 
physicians! 

I envision  that  society  intends  to 
do  something  about  it.  This  action 
will  not  be  efficient,  cost  effective, 
pleasant,  or  in  the  best  interests  of 
patients  and  honest  physicians. 
Nevertheless,  it  is  happening  and 
will  continue  to  happen. 

You  propose  that  we  can  avert 
such  a disaster  by  intelligent 
physician  action.  I guarantee  you 
that  you  will  find  a legion  of  good 
physicians  who  will  follow  you  if 
you  can  lead  us  to  that  elusive 
goal.  We  request  your  guidance.  1 
am  unsure  that  it  can  be  done,  but 
I will  follow  your  lead.  Help  us. 

Cordially, 

William  H.  Havener,  MD 

Columbus 


On  peer  review  . . . 

To  the  Editor: 

This  letter  is  in  response  to  the 
“Presidential  Perspectives’’ 
published  in  the  October  1988 
issue  of  OHIO  Medicine,  entitled 
“A  Time  to  Say  No.’’  As  a 
physician  who  both  participates  in 
and  believes  in  the  peer  review 
process,  I feel  it  my  duty  to 
respond  to  some  of  the  points 
made  in  your  article. 

It  is  true  that,  under  the  old 
PRSO  program,  much  more 
attention  was  directed  toward 
utilization  review  than  quality  of 
care  assessment.  Since  the 
implementation  of  Prospective 
Payment  System  (PPS)  and  DRGs, 
the  emphasis  has  turned  to  the 
evaluation  of  the  quality  of 
medical  care.  Of  course,  the  PROs 
do  operate  under  federal  laws  and 
regulations.  However,  physicians 
practicing  in  the  state  of  Ohio  use 


current  standards  of  care  as  a 
yardstick  when  performing  reviews 
to  confirm  whether  or  not 
Medicare  beneficiaries  have  been 
afforded  proper  utilization  and 
quality  of  care. 

Each  case  is  considered  to  be  a 
unique  situation  and  is  evaluated 
on  the  basis  of  medical  record 
documentations.  When  the  PRO 
identifies  deficient  care,  it  is 
because: 

1)  deficient  care  was  actually 
provided,  or 

2)  the  medical  record 
documentation  lacked  the  pertinent 
information  for  an  appropriate 
review  decision. 

In  either  of  these  situations,  the 
PRO  affords  the  attending 
physician  an  opportunity  to  submit 
more  information  prior  to  a final 
PRO  decision.  Many  times,  the 
attending  physician  does  not 
respond  to  the  PRO,  leaving  the 
PRO  with  no  choice  but  to  render 
a review  decision  based  on  the 
record’s  original  information. 

It  is  no  surprise  to  me  to  learn 
that  physicians  feel  the  peer  review 
process  is  unfair,  because  many  of 
them  appear  to  be  too  busy 
fighting  the  system  to  try  to  learn 
and  understand  the  process.  1 have 
little  sympathy  for  physicians  who 
either  do  not  exercise  their  rights 
under  the  current  system,  or 
choose  not  to  learn  about  or 
participate  in  it.  The  rules  and 
regulations  were  designed  to 
improve  the  quality  of  care  by 
educating  Medicare  providers  when 
deficiencies  are  found.  It  is  only 
when  a provider  demonstrates  an 
unwillingness  or  inability  to 
provide  quality  medical  care  that 
the  PRO  will  initiate  the  sanction 
process. 

Granted,  there  is  no  perfect 
measure  of  utilization  or  quality  of 
care.  1 can  assure  you,  however. 


that  the  monitoring  of  medical 
services  by  non-physician  reviewers 
would  prove  to  be  much  more 
difficult  than  the  present  system. 
There  are  hundreds  of  actively 
practicing  physicians  who 
participate  in  the  review  process 
conducted  by  the  Ohio  PRO  Peer 
Review  Systems,  Inc.  These 
physicians  voluntarily  perform 
review  activities  and,  though 
reimbursed  for  their  services,  do 
not  receive  an  amount  normally 
commensurate  for  professional 
services.  They  perform  these 
services  because  they  believe  in  a 
peer  review  system  that  permits 
physicians  to  review  physicians.  As 
someone  has  already  observed,  it 
may  be  physicians’  last  great 
opportunity  to  control  their  own 
destinies. 

This  system  may  not  be  perfect, 
but  it  is  my  observation  that  it  is 
working,  if  not,  perhaps,  always  to 
the  satisfaction  of  all.  Health-care 
resources  will  continue  to  be 
constrained  and  limited  in  the 
future.  It  is  incumbent  upon  all 
physicians  to  ensure  that  these 
resources  are  used  wisely  and 
appropriately  through  active 
involvement  in  peer  review. 

Sincerely, 

William  A.  Smith,  MD 

Vice  President  of  Medical 
Affairs 

Peer  Review  Systems,  Inc. 

Columbus 


The  President’s  response: 

Apparently  my  message  was 
substantiallly  less  than  clear  as 
judged  by  your  communication. 

My  comments  were  not 
specifically  related  to  Peer  Review 
Systems,  Inc.,  but  to  the  general 
thrust  of  most  of  the  individual 
private  review  systems  activated  by 
the  various  sundry  health-care 
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plans  springing  up  both  in  and  out 
of  Ohio. 

I am  well  aware  of  your  desire 
and  dedication  to  the  principal  of 
quality  review  and  of  all  the  effort 
that  you  have  made  in  pursuit  of 
that  goal. 

The  real  message  that  / had 
hoped  to  convey  was  the  fact  that 
I feel  it  is  a mistake  for  physicians 
to  attempt  to  own  and  operate  a 
health  insurance  plan  themselves 
and  that  the  OSMA  would  best 
avoid  such  a venture. 

Perhaps  rereading  my  comments 
with  the  above  in  mind  may  shed 
slightly  different  light  on  things.  I 
am  sure  that  most  physicians  in 
Ohio  are  not  pleased  with  the 
overall  peer  review  activity  and 
process,  but  this  was  not  the 
primary  thrust  of  my  comments. 
Sincerely, 

Donavin  A.  Baumgartner,  Jr.,  MD 


Certified  Gemologist 
Registered  lewelers 
American  Gem  Societ\- 
Diamoiids-Gold- 
VVatdtes-Clocks- 
Silver-Chiiia-Cr\sial- 
Fine  Porcelains 
Repairs-Pcarl  & Bead 
Restriiiging  - Remounting 


Baume^ercier 

QiNiVE 


"WHERE  TO  CALL " 


Appraisals:  Iewelr>', 
China,  Cr\'stal,  Silver 
and  Fine  Arts. 


I 

THE  COllECTORS  CHOICE 


4 W.  Fourth  St. 

Downtown  - Cincinnati  513-421-6080 

Hyde  Park  Square 

3440  Edwards  Road  513-871-1700 

Kenwood  Towne  Centre 

7875  Montgomery  Road  513-891-4700 
jewelers  of  distinction  since  1877 


LEASING  INC. 


Endorsed  leasing  company  of  the  Ohio  State  Medical  Association 

TOLL  FREE  1 (800)  282-0256 

We  lease  all  foreign  and  domestic  makes  and  models  including  Mercedes,  Jaguar, 

Porsche,  Rolls  Royce  and  Acura 


Call  us  and 
will  tell  you 
advantages  of 
leasing. 


IMMKE  CIRCLE  LEASING  INC. 


Downtown  Columbus  Office  East  Columbus  Office 

174  E.  Long  St.  300  N.  Hamilton  Road 

Columbus,  Ohio  43215  Columbus,  Ohio  43213 

(614)  228-4300  (614)  868-5111 
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Community  Mutual 
feels  the  best,  most 
up-to-date  service 
isn't  always  at 
the  other  end  of 
a phone  line. 

That's  why,  at  your 
request,  our  Profes- 
sional & Provider 
Relations  representa- 
tives will  personally  visit 
your  office  to  discuss  policies 
and  procedures  with  you 


])■<■  U \v' 

iJ;  8 H 

K you  prefer  calling 
us,  we  do  our  best 
to  answer  your 
question  or  solve 
your  problem  in 
that  first  single 
telephone  call. 

Our  goal  is  to  help 
you  provide  all  of  your 
patients-and  your  prac- 
tice-with  the  very  best  of 
personalized  service. 


Professional&PtDviderRelations- 
Your  Ftoers  M Service 

For  medical  claims  or  payment  questions,  call 1-800-282-1016. 

For  dental  claims  or  payment  questions,  call 1 -800-282-1 730. 

For  information  on  policies  or  procedures,  contact  our  representative  in  your  area: 


Canton  Area  Cleveland  Area  Dayton  Area  Toledo  Area 

(216)492-2151  (216)642-0955  (513)228-8710  (419)249-7400 

Cincinnati  Area  Columbus  Area  Lima  Area  Youngstown  Area 

(513)872-8381  (614)433-8686  (419)228-3457  (216)783-9800 


COMMUNITY  MUTUAL 

Blue  Cross. 

Blue  Shield. 

Ask  us  about  Community  Preferred,  the  new  benefits  option 
Ohio  employers  have  been  asking  for. 


® Registered  Marks  Blue  Cross  and  Blue  Shield  Association. 


a compilation  of  the  latest  developments,  reports  and 
products  of  interest  to  physicians  i 


Physicians  urged  to  diagnose,  treat  problem 
drinkers 


Health  care:  a good 
investment? 

With  tax  time  just  around  the 
corner,  you  may  be  looking  for  a 
few  good  investments.  If  you  are, 
says  Jennifer  Byrne,  vice-president 
of  investments  for  AMA  Advisers, 
Inc.,  then  look  into  the  health-care 
field. 

“We  think  the  health-care 
industry  offers  very  attractive 
investment  opportunities  from  both 
a short-  and  long-term  time 
horizon,”  she  says.  “Keep  in  mind 
that  many  health-care  companies 
deliver  some  of  the  highest  quality, 
consistent  earning  growth  available 
to  investors.  Over  the  long  term, 
we  think  health  care  is  one  of  the 
premier  growth  industries  in  the 
country.” 

She  attributes  the  growth  in  this 
field  to  new  advancements  in 
technology;  to  new  cost-effective 
controls;  and  to  demographics, 
specifically  to  the  rapidly  growing 
65-years-and-over  population. 

Biotechnology  and  drug  stocks 
remain  the  strongest  performers, 
Byrne  continues,  while  publicly- 
held  nursing  homes  continue  to 
show  the  poorest  earning  records. 

If  you  are  considering  investing 
in  a health-care  company,  Byrne 
suggests  you  form  your  evaluation 
of  the  company  on  the  following 
factors: 

“When  we  evaluate  a company, 
we  look  at  three  broad  areas:  the 
technological  basis  of  the  company 
and  the  potential  size  of  the  U.S. 
markets;  the  finances  of  the 
company  to  assure  they  have  the 
staying  power  to  commercialize  a 
new  product;  and  management 
talent.” 


Physicians  treating  motor  vehicle 
injuries  must  be  more  willing  to 
diagnose  patients  with  a drinking 
problem  and  refer  them  for 
treatment,  says  a study  in  a recent 
issue  of  JAMA,  or  be  prepared  for 
laws  that  will  mandate  blood 
alcohol  testing  of  accident  victims, 
as  well  as  the  involvement  of 
public  health  authorities  in  the 
assessment  and  treatment  of  those 
injured  while  intoxicated. 

The  authors  of  the  report 
showed  that  although  there  existed 
evidence  of  serious  drinking 
problems  in  the  group  of  study 
subjects,  none  of  those  who  tested 
positive  were  referred  for 


evaluation  or  treatment.  This 
failure  to  address  a probable 
drinking  problem  may  be  caused 
by  what  the  authors  call  the 
“pernicious  attitude  of  defeatism 
about  alcohol  management.” 
Despite  evidence  that  treatment 
success  rates  “can  be  as  good  as 
or  better  than  those  for  many 
medical  problems,  alcoholics  are 
permitted  to  use  medical  centers  as 
revolving  doors,  with  the  witting 
and  unwitting  complicity  of 
institutions.”  They  conclude  that 
all  motor  vehicle  accident  patients 
should  be  evaluated  for  alcohol 
abuse  and  referred  for  treatment  if 
a drinking  problem  exists. 
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Medical  students  and 
depression 

Medical  students:  If  you  weren’t 
depressed  before  entering  medical 
school,  a new  study,  published  in  a 
recent  issue  of  JAMA,  reveals  that 
you  may  suffer  major  depressive 
symptoms  once  you  are  enrolled. 

A four-year  comprehensive 
study,  involving  a survey  of  121 
students  at  a Midwestern  medical 
school,  showed  that  at  least  12 
percent  of  the  class  showed 
considerable  depressive  symptoms 
at  any  assessment  during  the  first 
three  years.  The  largest  fraction 
(25  percent)  was  symptomatic  near 
the  end  of  the  second  year.  The 
authors  point  out  that  this  may  be 
attributed  in  part  to  second-year 
final  examinations.  National  Board 
of  Medical  Examiners  Part  I 
examinations,  and  approaching 
clerkship  training. 

In  an  accompanying  editorial, 
Mark  Zoccolillo,  MD  of  Texas 
Tech  University,  Amarillo,  says 
that  he  would  recommend  a 
program  of  detection  and 
treatment,  including  education, 
selective  psychiatric  exams, 
confidential  treatment  and 
continued  evaluation  of  the 
program.  “Such  a program 
requires  dedication,  hard  work  and 
a willingness  by  institutions  of 
medical  education  to  take  the 
findings  of  the  high  rates  of  major 
depression  seriously  and  to  adopt 
a practical  program  to  detect  and 
treat  major  depression  in  our 
present  and  future  colleagues,”  he 
concludes. 


Doctors  who  need  doctors 


Doctors  should  see  their  doctors 
more  often  — at  least,  that  was 
the  finding  of  a study  that 
appeared  recently  in  an  issue  of 
Archives  of  Internal  Medicine. 

According  to  the  report,  based 
on  a survey  of  health  maintenance 
attitudes  and  behaviors  among  144 
university-based  physicians  and  283 
non-physician  doctoral  university 
faculty,  44%  of  the  MDs  reported 
having  a personal  physician, 
compared  with  74%  of  the  non- 
MDs.  Those  with  a personal 
physician  were  twice  as  likely  to 
believe  they  should  see  a physician 
regularly,  and  three  times  as  likely 
to  actually  go  to  the  doctor  as 
those  without  a personal  physician. 

To  their  credit,  however,  the 


majority  of  physicians  surveyed  did 
report  receiving  the  particular 
procedures  generally  considered  to 
constitute  essential  health 
maintenance  care. 


• AIDS  • AIDS  • AIDS  • AIDS  • AIDS  • 


• The  National  Library  of 
Medicine  and  the  NIH  Office  of 
AIDS  Research  now  offer  a new 
database  which  contains  some 
13,000  references  to  scientific 
articles  about  AIDS,  including 
clinical  and  research  aspects  of  the 
disease,  epidemiology  and  health 
policy  issues.  Many  of  the  records 
include  an  abstract  in  English.  The 
articles  cover  the  period  1980  to 
the  present,  and  the  database  is 
updated  twice  each  month  with  the 
addition  of  200-300  records. 

Telephone  inquiries  about 
AIDSLINE  may  be  made  to 
NLN’s  MEDLARS/Management 
Section  (301)  496-6193  or  (800) 
638-8480.  The  National  Library  of 
Medicine  also  publishes  a quarterly 
AIDS  bibliography  that  lists 
references  by  subtopics. 
Subscriptions  ($12,  $15  foreign) 
may  be  sent  to  the  Superintendent 
of  Documents,  U.S.  Government 
Printing  Office,  Washington,  D.C. 
20402. 


• The  Physicians  Association  for 
AIDS  Care  (PAAC)  has  filed  a 
position  paper  with  50  state 


insurance  departments 
recommending  reimbursement  for 
aerosolized  pentamidine,  a widely 
used  treatment  for  Pneumocystis 
carinii  pneumonia  (PCP),  the 
leading  complication  and  cause  of 
death  in  persons  infected  with  the 
HIV  virus.  According  to  Gordon 
Nary,  PAAC’s  executive  director, 
the  lack  of  understanding  by  many 
insurance  companies  and  other 
third-party  payors  of  the 
therapeutic  advantages  and  cost 
efficiencies  of  investigational  drugs 
has  resulted  in  reimbursement 
policies  that  threaten  to  block 
widely  used  and  cost-effective 
therapies  that  can  have  a 
significant  impact  on  extending 
and  improving  the  quality  of  life 
of  thousands  of  persons  suffering 
from  HIV-related  illness.  Says 
Nary,  “Many  insurance  companies 
and  third-party  payors  will  only 
provide  reimbursement  for  the  IV 
treatment  which  is  less  effective 
and  which  can  cause  serious 
complications  that  are  more 
expensive  to  treat.  So,  a more 
liberal  reimbursement  policy  is 
actually  more  cost-effective.” 
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In  ten  years  vour  malpractice 
carrier  mav  be  iust  a memorv 


may 

Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


just  a memory 

stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


^ Fy  t Kd  tv  f. T?  t w i*  ai.cr  r c y w 


Louis  A.  Flaherty,  David  E.  Bendel.  Vernon  Manor,  Suite  T,  400  Oak  Street,  Cincinnati,  OH  45219,  (513)  751-0657 
John  E.  Hansel,  Timothy  D.  Harrison,  Suite  535,  Ackerman  Place,  700  Ackerman  Road,  Columbus,  OH  43202,  (614)  267-9156 
Robert  E.  Stallter,  Suite  H,  P.O.  Box  331,  1011  Sandusky  Street,  Perrysburg,  OH  43551,  (419)  874-8080 
Robert  Dowdy,  Edward  J.  Kupcho,  Suite  111,  1 Commerce  Park  Square,  23200  Chagrin  Blvd.,  Beachwood,  OH  44122,  (216)  464-9950 
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language  of  suicide  that  perhaps 
transfers  to  the  subject  as  well,” 


says  Chesser,  speaking  at  a 
Columbus  conference,  “Suicide: 


Survivors  of  suicide 


It’s  interesting,  the  language  of 
suicide,  says  Angela  Chesser, 
RN,  who  works  with 
psychiatric  issues  at  University 
Hospitals  in  Columbus.  When 
people  commit  suicide,  we  say  they 
were  “successful”  or  they 
“succeeded”  at  suicide. 

The  irony  of  the  language  also 
extends  to  the  survivors  of  suicide, 
those  people  left  behind  after  the 
suicide.  A survivor  is  anyone  who 
has  shared  an  emotional 
commitment  with  the  suicide 
victim,  from  members  of  the 
family  and  friends  to  therapists, 
ministers  and  teachers.  A 
survivor  does  not  have  to  be 
someone  in  the  immediate 
family,  Chesser  says,  but 
anyone  who  has  been 
intimately  involved  in  the 
suicide’s  life. 

It’s  an  ironic  use  of  the 
word  “survivor,”  Chesser 
continues.  A survivor  is 
usually  someone  who  has 
gone  through  some  kind 
of  struggle  and  has 
emerged  slightly  different, 
often  with  a renewed  sense 
of  energy  and  well-being. 

But  survivors  of  suicide  do 
not  come  through  the 
experience  with  a sense  of 
well-being,  Chesser  says. 

They  often  lose  much 
more  in  the  experience 
than  they  gain. 

“There  is  an 
ambivalence  about  the 
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Survivors  of  suicide  . . . continued 


Interprofessional  and  Community 
Responses.” 

It’s  amazing  how  many  survivors 
of  suicide  never  talk  about  their 
experiences,  Chesser  says.  But 
recent  years  have  opened  up  the 
issue  of  suicide,  making  it  a more 
talked-about,  written-about 
subject.  “It’s  becoming  an  issue 
that  people  are  allowed  to  talk 
about,”  she  points  out. 

Survivors  of  suicide  often  share 
a multitude  of  common 
experiences,  Chesser  continues, 
including  some  of  the  following: 

• The  “why”  question.  “I 

haven’t  talked  to  anyone  close  to 
the  event  who  does  not  have  an 
acute  need  to  answer  the  question 
‘why?’  ” Chesser  says. 
Unfortunately,  it’s  a question 
that’s  often  not  able  to  be 
answered. 

Chesser  suggests  that  the  one 
true  answer,  the  definitive  cause  of 
suicide,  is  usually  a myth.  Most  of 
the  suicidal  patients  she  has  talked 
to  don’t  name  a single  reason  why 
they  attempted  suicide,  although 
they  may  point  to  something  as 
the  last  straw  in  a series  of  events. 


‘7  haven't  talked  to 
anyone  close  to  the  event 
who  doesn't  ask  'why?'  " 


As  far  as  suicide  notes,  Chesser 
says  she  often  doesn’t  find  them 
helpful,  and  they  can  also  be  very 
painful.  “All  you  really  understand 
is  their  last  feelings”  — which, 
again,  does  not  really  explain  the 


multi-causative  nature  of  suicide. 

• The  stigma.  “Survivors  of 
suicide  are  frequently  perceived  by 
others  as  somehow  failing,” 
Chesser  continues.  Some  common 
suicidal  comments  that  reinforce 
that  idea  include:  There  must  have 
been  something  wrong  in  that 
house  . . . why  didn’t  someone  get 
some  help?  . . . how  could  they 
have  missed  the  signs?  . . . there 
must  have  been  something 
somebody  could  have  done  . . . 

This  kind  of  questioning, 
though  not  meant  to  be  purposely 
cruel,  often  leads  to  further 
stigmatization  and  adds  to  the 
guilt  and  shame  of  the  survivors, 
Chesser  suggests.  The  survivors 
often  already  believe  they  have 
failed,  that  they  are  guilty  of  not 
recognizing  the  signs.  They,  too, 
say,  “If  only  ...  if  only  1 would 
have  done  this”  or  this. 

The  stigma  of  the  suicide  also 
transfers  to  the  identification  of 
the  survivors.  If  you’re  the  parent, 
you’re  robbed  of  the  identity  of 
being  the  child’s  mother,  while 
being  identified  as  the  mother  or 
father  of  the  child  who  committed 
suicide.  If  you’re  the  wife  of  a 
suicide,  you  become  “the  wife  of 
the  man  who  committed  suicide.” 

The  media  is  another  source  of 
stigmatization  for  the  survivors. 
Terms  such  as  “death  under 
investigation”  and  “death  under 
suspicious  circumstances”  feed  the 
fuel  of  sensationalism,  as  do  on- 
the-street  interviews  with  neighbors 
and  co-workers.  “The  media  has 
had  a hand  in  how  families  and 
survivors  are  able  to  cope,” 


Chesser  suggests. 

• Support  of  loved  ones.  Some 
current  research  suggests  that 
survivors  of  suicide  are  less  likely 
to  reach  out  for  support  from 
loved  ones  than  other  bereaved 
families,  Chesser  says.  Survivor 
families  often  isolate  themselves, 
which  further  adds  to  their 
stigmatization. 

In  fact,  “Survivor  histories  show 
they  (the  survivors)  are  more  at 
risk  of  suicide  themselves.  It’s 
(suicide)  seen  as  a possible 
solution  to  one’s  problem,”  she 
explains.  In  this  way  suicide  can  be 
compared  to  the  pebble  in  the 
pond  concept,  in  which  the  effects 
of  suicide  ripple  outward  in  ever- 
increasing  circles,  impacting  more 
and  more  lives. 

• The  grieving  process.  The 
normal  grieving  process  usually 
consists  of  four  primary  stages, 
Chesser  says.  These  include: 

(1)  shock  or  denial,  lasting  from  a 
couple  of  hours  to  a week,  a time 
in  which  individuals  often  operate 
on  automatic  pilot.  This  stage 
works  as  a defense  mechanism 
when  people  are  unable  to  accept 
the  enormity  of  the  situation. 

(2)  yearning  and  protest  stage. 

(3)  disorganization  stage,  when 
people  feel  things  are  falling  apart, 
and  they  have  trouble  readjusting 
to  their  normal  routines. 

(4)  reorganization  stage,  which 
involves  acceptance  of  the  situation 
and  getting  back  on  track.  This 
stage  usually  takes  about  a year 
for  most  people,  she  says. 

But  issues  specific  to  suicide 


106 


OHIO  Medicine 


place  survivors  of  suicide  more  at 
risk  for  abnormal  grieving.  For 
example,  suicides  are:  (1)  sudden 
and  unexpected,  which  can 
contribute  to  a different  kind  of 
grieving;  (2)  often  violent  and 
disturbing;  (3)  guilt-associated. 
Guilt  is  an  issue  in  bereavement 
anyway,  but  seems  even  more 
prominent  in  suicide  deaths.  And 
(4)  suicides  may  compromise  the 
traditional  mourning  rituals. 
Religious  services  may  be  altered, 
and  people  are  often  more 
reluctant  to  attend  funerals  and 
calling  hours. 

All  of  these  factors  can 
contribute  to  abnormal  grieving 
patterns  for  survivors  of  suicide, 
Chesser  explains.  The  bereaved 
may  experience  a delayed  or 
disturbed  grieving  process, 
undergoing  a state  of  chronic 
mourning  and  investigation  or 
keeping  the  room  of  the  suicide 
unchanged  for  years.  For  example, 
10  years  after  the  event,  the  room 
of  a high  school  student  who 
committed  suicide  would  still  be 
decorated  with  trophies,  posters 
and  school  pennants,  Chesser  says. 

Survivors  of  suicide  may  also 
undergo  an  abnormally  long  denial 
stage.  They  may  distort  the  facts, 
insisting  that  the  person  died  in  a 
hunting  accident  or  that  his/her 
car  was  defective. 

In  many  ways,  the  grieving 
process  for  the  survivors  is 
incomplete,  Chesser  says;  there  is 
no  closure.  “This  is  a chapter  that 
follows  people,”  she  explains. 

There  is  always  a skeleton  in  the 
closet,  and  every  time  someone 
asks,  “How  many  children  do  you 
have?”  and  “How  did  your 
husband  die?”  they  have  to 
confront  the  skeleton  again. 

“People  leave  you  in  a lot  of 
ways,  but  to  leave  you  in  that  way 
leaves  survivors  feeling  rejected 
and  abandoned.”  Consequently, 
people  often  try  to  transfer  these 
feelings  to  other  people, 
scapegoating  others  as  method  of 
coping,  Chesser  explains. 


She  points  out  that  a family 
who  places  a suicidal  patient  in  a 
psychiatric  facility  is  often  furious 
if  the  patient  manages  to  commit 
suicide.  “We  are  not  prison 
guards,”  she  points  out.  “The 
drive  to  live  is  very  strong,  but  the 
drive  to  die  is  also  very  strong.” 

Survivors  of  suicide  desperately 
need  the  help  of  all  the 
professions,  including  medicine, 
education,  social  work,  nursing, 
and  theology,  Chesser  stresses. 
Ongoing  help,  such  as  counseling 
and  support  groups,  are  often  very 
helpful,  but  she  points  out  that  the 
timing  of  these  suggestions  is  often 
critical.  Survivors  usually  need  a 
little  time  before  they’re  ready  to 
attend  a support  group  meeting 
and  talk  about  the  death. 

Chesser  suggests  that  if  you 
know  a survivor  of  a suicide,  be 
careful  about  the  kinds  of 


questions  you  ask.  Avoid  asking 
questions  such  as:  “Didn’t  anyone 
suspect?”  and  “Didn’t  anyone 
notice  any  signs?”  Instead,  say, 
“Yes,  it  must  be  hard  not  to  know 
why,”  and  just  listen. 

Many  survivors  of  suicide  come 
through  the  experience  with  a 
profound  sense  of  loss,  Chesser 
says.  They  may  lose  their  level  of 
trust  in  the  world  and  in  other 
people,  perhaps  worrying  that  their 
children,  friends  and  family  are 
also  at  risk  of  suicide. 

If  one’s  sibling  commits  suicide, 
a brother  or  sister  may  say  that 
they  feel  they  have  lost  a part  of 
their  childhood,  that  their 
childhood  was  replaced  with 
painful  memories.  Too  often,  she 
concludes,  survivors  of  suicide  are 
left  with  “a  unique  loss  of 
innocence  and  a changed  view  of 
the  world.”  — Deborah  Athy 


Monitoring  medicine 

Peer  review  organizations  — 
the  name  conjures  up  both 
contempt  and  controversy 
among  health-care  professionals. 

“Why  should  we  be  policed  by 
people  who  know  nothing  about 
medicine?”  some  physicians  ask. 

“I  can’t  practice  medicine  with 
someone  constantly  looking  over 
my  shoulder,”  others  say.  “Why 
can’t  they  just  leave  us  alone  so  we 
can  practice  medicine  the  way  we 
were  taught?” 

Well,  like  it  or  not,  as  long  as 
so-called  “bad  medical  results” 
continue  to  be  documented  and 
malpractice  suits  filed,  peer  review 
organizations  (PROs)  will  most 
likely  continue  to  monitor  the 
medical  profession. 

That  changes  are  needed  in  the 
system  is  not  questioned,  says 
Richard  P.  Kusserow,  Inspector 
General  of  the  U.S.  Department  of 
Health  and  Human  Services 
(HHS),  who  allows  that  at  times 
the  program  fails  miserably  at 
fulfilling  its  original  objective. 


That  changes  are 
needed  in  the  peer 
review  system  is  not 
questioned  . . . 
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Monitoring  medicine  . . 

Of  bigger  concern,  he  says,  is. 
What  specific  changes  need  to  be 
made  to  improve  the  overall 
effectiveness  and  viability  of  the 
program? 

In  a recent  speech  at  Peer 
Review  Systems,  Inc.’s  annual  Peer 
Review  Institute,  Kusserow  offered 
his  impressions  of  PROs  and  the 
quality  of  care  in  America. 

“We’re  concerned  about  PROs,’’ 
Kusserow  began,  “because  I 
believe  that  it’s  the  linchpin  that’ll 
hold  the  prospective  payment 
system  together.’’ 

If  that  linchpin  is  weak  or  loose 
— as  is  the  case  with  PROs  — the 
wheel’s  liable  to  fall  off  the 
wagon. 

“The  program  is  not  fatally 
flawed,”  Kusserow  allowed,  but 
there  are  several  serious  problems 
that  merit  attention,  namely  the 
power  and  authority  afforded 
PROs  and  the  severity  of  sanctions 
they  impose. 

Kusserow  began  by  citing  two 
studies  conducted  by  his  office  last 
year.  The  first,  which  was  a 
quality  review  study  of  212  PROs, 
found  the  relationships  between 
PROs  and  their  local  medical 
licensing  board  to  be  poor  at  best. 

“Only  one  PRO  (out  of  12  that 
were  visited  on-site)  agreed  that  its 
relationship  with  the  medical 
licensing  board  was  excellent,” 
Kusserow  reported,  “while  several 
PROs  said  they  wanted  to  work 
better  with  (their  boards)  but  were 
inhibited.” 

Obviously,  HHS  would  like  to 
promote  greater  cooperation 
between  the  two  institutions, 
Kusserow  said,  but  it’s  a slow 
process.  “We’re  working  on  it  and 


. continued 

we’re  making  headway,  but  we’re 
working  on  it  at  the  usual  slow 
(governmental  pace).” 

The  results  of  the  second  study, 
which  focused  on  the  power  of 
PROs  to  issue  sanctions,  were  just 
as  interesting,  as  were  the 
recommendations  of  the 
department. 

“We  have  a situation  where 
PROs  are  confronted  with  either 
(issuing)  a traffic  ticket  or  a nuke 
job”  when  it  comes  to  imposing 
sanctions,  Kusserow  said.  “We 
suggest  that  they  have  something 
inbetween  so  we’d  have  a more 


viable  program.” 

Cases  where  substandard  care 
was  delivered,  he  continued, 
should  have  a range  of  dollar- 
amount  penalties  that  specifically 
match  the  level  of  neglect. 

“1  would  like  to  see  a hearing 
(conducted)  because  some  PROs 
have  a problem  determining  what  a 
penalty  should  be,”  Kusserow  said. 

Special  attention  should  also  be 
paid  to  first-time  offenders  — 
those  physicians  who  have  perfect 
track  records  and  are  suddenly 
accused  of  dispensing  substandard 
care. 

“When  (PROs)  come  across  a 
single,  inflated  case,”  Kusserow 
said,  “they  should  not  avoid 
looking  at  the  big  picture.” 

All  cases  should  be  carefully 


documented,  Kusserow  added, 
because  in  the  past,  the  lack  of 
documentation  and  the  lack  of 
clarity  about  what  HHS  expects 
has  caused  delays  in  deciding  some 
cases. 

The  more  accurate 
documentation  a PRO  can  provide, 
he  said,  the  quicker  he  and  his 
staff  can  render  a decision  about  a 
case. 

Another  problem  that  has 
plagued  PROs,  Kusserow 
contended,  has  been  their  inability 
to  clearly  define  their  authority 
and  responsibilities. 


To  illustrate,  Kusserow  pointed 
to  another  study  conducted  by  his 
office  that  studied  240  hospitals 
nationwide.  In  it,  blind  reviews  of 
patient  records  and  treatment  plans 
were  conducted,  as  were  re-reviews 
and  re-re-reviews.  The  major 
findings:  Only  10  percent  of  all 
admissions  were  deemed 
inappropriate,  while  a mere  1 
percent  constituted  premature 
discharges. 

“That  tells  me  that  we  have  to 
rethink  how  we  use  our  PRO 
resources,”  Kusserow  said.  “1 
believe  they’re  made  to  be  far  too 
prescriptive.” 

Also,  he  added,  “It  means  that 
HCFA  would  be  better  off  if  they 
let  PROs  decide  where  they  should 
function  ...  We  should  stop 


When  it  comes  to  imposing  sanctions,  '"PROs 
are  confronted  with  either  issuing  a traffic 
ticket  or  a nuke  job.  We  suggest  something  in 
between,''' 
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(dressing  up)  the  PRO  programs 
and  give  them  more  flexibility.” 

As  for  the  general  quality  of 
care  in  America,  Kusserow  was 
surprisingly  optimistic. 

“The  evidence  we’re  seeing  thus 
far,  and  of  this  I’m  convinced,  is 
that  people  are  getting  better 
quality  of  care  than  ever  before  in 
history,”  he  said,  adding  that  not 
coincidentally,  it  is  also  the  first 
time  in  history  that  someone  has 
been  keeping  an  eye  on  physicians 


— namely  PPOs. 

“Americans  have  been 
conditioned  to  look  for  value,” 
Kusserow  said.  “Somewhere  along 
the  line,  hospitals  missed  the  point 
because  Americans  do  know  there 
is  health-care  value  and  they  want 
it  at  the  best  price.” 

He  conceded,  however,  that 
“We’re  beginning  to  see  signs  that 
hospitals,  as  far  as  patients  are 
concerned,  are  getting  better.” 

His  predictions  for  the  future? 


“The  whole  thing  of  talking 
about  value,  that  is  the  future  of 
the  hospital  industry,”  Kusserow 
said.  “This  is  the  lousiest  industry 
in  the  world  as  far  as  technology. 
Yes,  we  have  CT  scanners,  MRI 
. . . but  when  you  go  into  a room 
and  there’s  a patient  just  laying 
there,  where’s  the  technology? 

“When  they  finally  focus  on  the 
patient,  that’s  when  the  system 
will  get  better.”  — Michelle  J 
Carlson 


A non-dieting  approach  to  obesity 


Lionel  Rosen,  MD,  a 

professor  of  psychiatry  at 
Michigan  State  University, 
has  a bone  to  pick  with  diets, 
pacifiers,  spa  commercials  and  TV 
shows.  Speaking  recently  at  the 
Seventh  National  Conference  on 
Eating  Disorders  in  Columbus,  he 
also  had  a few  things  to  say  about 
exercise,  genetics  and  self-esteem 
and  how  they  relate  to  the  obese 
individual. 

About  diets.  Dr.  Rosen  suggests 
that  in  the  long  run,  dieting  may 
pave  the  way  for  a more  efficient 
means  of  storing  fat.  “Dieting 
may  actually  sabotage  the  body 
and  gear  it  up  for  future 
storage  of  fat,”  he 
suggests.  “Exposing  fat 
cells  to  calorie  depletion 
may  well  be  having  a 
‘training  effect’  on  fat 
cells,  creating  an  even 
more  efficient  storage 
system.” 

When  we  eat,  he  says, 
we  generally  go  on  a 
higher  metabolic  burner, 
so  to  speak.  When  we’re 
deprived  of  food,  our 
resting  metabolism  goes 
down  and  our  fat  eells 
shrink  and  behave 
abnormally  — but  once  we 
begin  to  eat  again. 


the  fat  cells  are  able  to  build 
themselves  up  with  less  energy. 

But  what’s  a person  to  do  if  he 
or  she  wants  to  lose  weight?  Dr. 
Rosen  admits  that  at  least  one 
significant  question  has  yet  to  be 
answered,  and  that’s  whether  a 
person’s  metabolic  rate  can  change. 
That  is,  will  the  “fat  training” 
wear  off  once  the  person  has  lost 


weight  and  is  maintaining  a 
reduced  weight  over  an  extended 
period  of  time?  Dr.  Rosen 
expressed  interest  in  studying 
wrestlers,  who  often  fluctuate  on 
the  pendulum  of  weight  gain  and 
loss,  for  some  answers. 

About  TV  shows.  If  one  were  to 
form  one’s  concept  of  the  world 
by  watching  television,  one  might 
assume  that  there  are  no  obese 
individuals  in  society  . . . unless 
they  are  old,  ethnic  or  comical  . . . 
despite  the  fact  that  approximately 
one-fourth  of  the  male  population 
and  over  one-fourth 


If  one  were 
to  form  one's 
concept  of  the 
world  by 
watching 
television, 
one  might  assume 
that  there  are  no  obese 
individuais  in  society. 
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of  the  female  population  are 
considered  obese. 

The  conspicuous  absence  of  this 
population  group  on  television  says 
a lot  about  society’s  view  of 
obesity.  Dr.  Rosen  suggests.  Once 

to  obesity  ...  continued 

considered  a quality  of  the  well-fed 
elite,  obesity  is  now  associated 
with  poor  health,  unattractiveness 
and  low  self-esteem,  while  the 
opposite  characteristics  are  often 
attributed  to  thinness. 

About  weight-loss  centers  and 
spa  commercials.  The  weight  loss 
centers  and  spa  commercials  often 
feature  a celebrity  touting  the 
benefits  of  a good  body  and  a 
good  workout.  These  celebrities 
and  spokespersons  are  represented 
as  so-called  experts  on  dieting  and 
the  like.  Dr.  Rosen  suggests. 
Consequently,  these  commercials 
promote  the  concept  that  dieting 
as  a means  of  reversing  obesity  is 
a valid  approach,  he  says. 

About  self-esteem.  Dieting  is  not 
everything  it’s  cracked  up  to  be. 

Dr.  Rosen  continues.  First,  there’s 
an  extraordinary  failure  rate  for 
dieters,  about  90-95  percent  within 
three  to  four  years.  There  is  also 
the  risk  of  developing  an  eating 
disorder  or  some  type  of 
psychological  impairment,  such  as 
binging,  irritability,  sense  of  failure 
or  obsession  with  food. 

Sense  of  failure  is  a significant 
aspect  of  dieting,  according  to  Dr. 
Rosen.  “An  interesting 
phenomenon  is  that  when  a diet  or 
weight  loss  program  is  successful, 
it’s  often  the  program  that  is  given 
credit.  When  there’s  a failure,  we 
often  talk  about  the  individual  or 
personal  failure.  Most  people  are 
told  they  should  be  able  to  succeed 
in  losing  weight,  he  points  out. 
Physicians,  dietitians  and  others 
should  be  aware  of  this  tendency 
when  working  with  weight-loss 
patients,  he  suggests. 

About  genetics.  Growing 
evidence  suggests  that  failure  to 
find  success  in  dieting  may  have 
more  to  do  with  genetics  than  with 
will  power.  Dr.  Rosen  says.  An 
article  in  the  New  England  Journal 

A lifetime  of  non-hunger-related  eating 

ririhe  genetic  deck  may  be  been  met.  “What  we’re  doing  is 

1 stacked  against  some  people  rewarding  feeding  behavior  with 

JL.  in  the  dieting  game,  but  more  feeding,’’  Dr.  Rosen  says, 

almost  everyone  has  been  weaned  In  later  childhood,  adolescence 

on  another  phenomenon  likely  to  and  adulthood,  eating  is  often  a 

tip  the  scales.  According  to  Lionel  ritualistic  component  of  social 

Rosen,  MD,  the  phenomenon  is  a interaction  — from  the  Saturday 

pattern  of  non-hunger-related  night  pizza  after  the  football  game 

eating,  or  eating  as  a means  of  to  the  dinner  party.  If  friends 

appeasement,  approval  or  come  over,  they  are  almost 

amiability.  invariably  offered  something  to 

It  begins  as  early  as  the  eat,  even  if  they  have  just  eaten 

neonatal  and  early  infancy  stage.  before  arriving.  Dr.  Rosen  says. 

Parents  get  into  a pattern  of  Food  can  also  act  as  a powerful 

feeding  their  infant  when  he  or  she  reinforcement  for  behavior, 

cries,  even  though  the  infant  may  reinforcing  a group  of  negative 

be  crying  from  boredom,  events,  such  as  bulimia  reinforcing 

discomfort  or  irritability.  antecedent  events. 

“We  use  food  early  on  as  a We  can  all  be  prone  to  non- 
drive reducer,’’  Dr.  Rosen  hunger-related  eating.  Dr.  Rosen 

continues.  Even  the  pacifier  is  a says,  but  obese  people  sometimes 

symbol  for  food;  we’re  actually  believe  that  they’re  the  only  ones 

simulating  feeding  behavior  for  who  use  food  in  this  manner, 

non-hunger-related  eating.  Much  of  what  the  obese  person 

Consequently,  early  in  our  lives,  does,  the  non-obese  person  does  as 

food  begins  to  assume  a well,  he  says.  “But  the  obese 

tranquilizing  role,  he  says.  person  thinks  these  things  are 

In  the  toddler  period,  children  causing  their  obesity  and  that  their 

are  often  rewarded  with  food  if  behavior  warrants  personal 

they  are  well-behaved  — they  get  shame.” 

their  “just  desserts.”  If  the  child  Non-hunger-related  eating  may 

has  eaten  enough  for  dinner,  he  or  in  fact  contribute  to  weight  gain, 

she  may  get  a dessert  — often  but  as  Dr.  Rosen  concludes,  other 

served  with  words  of  praise  — factors  such  as  genetics  and 

even  though  his  or  her  nutritional  metabolism  can  also  play  a major 

and  satiety  needs  have  supposedly  role.  — Deborah  Athy 
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of  Medicine  points  to  strong 
familial  ties  in  obesity,  suggesting 
that  “genes  play  an  ever  more 
prominent  role.” 

In  simple  terms,  he  continues, 
“People  have  two  types  of  fat 
receptors  — one  to  disperse  fat 
and  one  to  store  fat.  Some  people 
seem  to  have  a propensity  to  have 
more  of  one  type  than  another. 
This  is  not  a function  of  bad 
rearing,”  he  says,  it’s  a function  of 
genetic  influences. 

The  concept  of  treating  obesity 
from  a non-dietary  approach 
perhaps  doesn’t  follow  the  current 
mainstream.  But  Dr.  Rosen  has 
incorporated  this  approach  into 
two  studies  and  is  more  concerned 
with  modifying  the  health  risks 
and  psychological  impairments 
associated  with  obesity.  “Our  basis 
for  the  projects  is  not  weight  loss,” 
he  stresses. 

The  first  study  — the  beyond- 
dieting  program  at  the  University 
of  Toronto  — asks  two  groups  of 
obese  women  to  develop  a 
hierarchy  of  what’s  important  to 
them.  If  they  attribute  importance 
to  something  that  is  difficult  or 
near-impossible  to  change  — 
weight  or  height,  for  example  — 
self-esteem  can  suffer.  Dr.  Rosen’s 
study  suggests  that  if  individuals 
can  reorganize  those  things  that 
are  important  — or  at  least 
become  more  realistic  — they  may 
be  able  to  boost  self-esteem. 

Both  groups  underwent  an 
educational  program  that  focused 
on  such  areas  as  assertiveness, 
sense  of  movement  and  form, 
sexual  identity,  positive  areas  of 
their  lives,  and  non-obese  aspects 
of  their  bodies.  The  second  group 
developed  into  something  of  a 
support  group  and  actually  acted 
out  the  topics  they  were  learning 
about,  such  as  movement  and 
assertiveness. 

There  was  no  weight  loss  in 
either  group,  but  both  groups 
showed  improvement  in  body 


satisfaction,  drive  for  thinness  and 
bulimic  scales,  which  signified  a 
move  toward  a more  normal 
opinion  of  themselves  and  their 
bodies. 

At  Michigan  State  University, 
the  second  program  involved  an 
extensive  training  and  exercise 
program  for  a group  of  obese  men 
and  women.  Participants  were 


asked  to  exercise  aerobically  — on 
motorized  treadmills  or  exercise 
bikes  or  by  water  walking  — four 
times  a week. 

The  compliance  rate  was 
surprisingly  good  — 100  percent 
for  the  length  of  the  study,  which 
was  six  months.  Dr.  Rosen 
attributes  the  high  rate  of 
compliance  to  some  of  the 
following:  (1)  logistics  and 
convenience.  The  center  was  made 
available  and  the  participants 
could  exercise  in  private  (away 
from  others  not  in  the  study). 

(2)  The  participants  had  a working 
relationship  with  a trainer  and 
were  accountable  to  that  trainer; 
i.e.,  they  would  be  missed  if  they 
didn’t  show  up.  (3)  The  outcome 
was  related  to  health  rather  than 
appearance,  waistline  or  weight. 

The  participants  were  constantly 
kept  informed  of  their  progress.  As 
one  individual  pointed  out,  “It’s 
the  first  time  in  my  life  that  I’m 
doing  something  to  help  myself 
that’s  working.” 

Health  stats,  by  and  large,  did 
improve  for  the  participants  — an 
increase  in  work  capacity,  positive 
effect  on  serum  lipids,  decrease  in 
resting  pulse  and  blood  pressure, 
decrease  in  LDL  cholesterol  and 
increase  in  HDL  cholesterol.  (“The 
ratio  between  the  two  moved  into 


the  normal-  to  low-risk  range,”  Dr. 
Rosen  explains.) 

However,  there  was  not  much 
change  in  body  composition, 
weight  or  eating  habits.  A positive 
note:  To  date,  almost  half  of  the 
individuals  are  still  complying  with 
the  program,  he  adds. 

On  the  basis  of  the  two  studies. 
Dr.  Rosen  suggests  that  there  is  life 


beyond  dieting  . . . that  there  are 
attainable  goals  for  obese 
individuals  along  health  and  well- 
being lines  rather  than  weight 
parameters.  He  suggests  that 
individuals  can  reap  significant 
health  benefits  (as  in  Study  #2) 
and  boost  self-esteem  (Study  #1) 
without  dieting.  Perhaps  the  role 
of  exercise  will  also  begin  to  be 
seen  as  a viable  alternative  to 
dieting  for  the  obese  individual,  he 
adds. 

And  about  dieting.  Dr.  Rosen 
says  he’s  still  waiting  for  newer 
and  safer  methods  of  weight 
control  to  come  along.  “Given  the 
state  of  the  art  of  dieting  today, 
the  social  and  metabolic  deck  is 
stacked  against  us.”  — Deborah 
A thy 


There  is  life  beyond  dieting  . . . attainable 
goals  for  obese  individuals  along  health  and 
well-being  lines  rather  than  weight  parameters. 
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The  change  of  seasons:  Is  it  changing  your  patients? 


They  are  probably  the  patients 
with  whom  you  are  most 
uncomfortable  — these  men 
and  women  who  present  in  your 
office  with  their  vague  complaints. 
They  have  headaches  or 
stomachaches  . . . they  have  no 
energy,  despite  the  fact  that  a good 
portion  of  their  day  is  spent  in 
bed,  they  say. 

You  examine  them  and  run  some 
tests,  and  still  you  can  find 
nothing  really  wrong  with  them  — 
no  physiological  symptom  on 
which  to  hang  a diagnosis. 

Then  maybe,  just  maybe,  you 
begin  to  collect  other  clues.  The 
spouse  complains  of  the  patient’s 
increasing  patterns  of  irritability 
. . . the  patient  of  an  increasing 
appetite.  You  had  noticed  the 
weight  gain,  but  now,  in  light  of 
everything  else,  it  all  begins  to 
make  some  sense. 

“When  did  you  begin  to 
experience  these  symptoms?”  you 
ask. 

“Oh,  1 don’t  know  — last 
month,  maybe.  No,  probably  more 
like  the  first  of  October,”  the 
patient  replies. 

The  last  piece  of  the  puzzle  slips 
neatly  into  place. 

Seasonal  Affective  Disorder,  you 


diagnose. 

Of  course,  it’s  not  all  that 
simple  and  easy,  says  Steven 
Dilsaver,  MD,  Associate  Professor 
of  Psychiatry  and  Neurosurgery, 
Ohio  State  University  College  of 
Medicine,  and  Director  of  OSU 
Hospital’s  psychopharmacology 
program. 

Like  all  depressions,  seasonal 
affective  disorder  (SAD)  is  difficult 
to  diagnose.  Yet  it  does  exist,  and 
probably  has  for  centuries. 

“References  to  seasonal 
dysfunctions  go  back  in  time  to 
antiquity,”  says  Dr.  Dilsaver. 

In  rapid-fire  fashion,  he  cites 
reference  after  reference  in  medical 
literature  which  describe  a 
“seasonality”  in  certain  patients 
with  bipolar  personality  disorders. 

“During  the  mid-19th  century, 
the  French  psychiatrist  Kreplen 
wrote  of  a worsening  of  symptoms 
in  a manic-depressive  patient 
during  the  winter  season,”  Dr. 
Dilsaver  notes. 

Yet,  not  until  1984,  when  a 
major  article  by  Norman 
Rosenthal,  MD,  of  the  National 
Institute  of  Health,  was  published 
in  the  Archives  of  General 
Psychiatry,  has  much  been  written 
in  this  century  on  this  elusive 


syndrome. 

“Rosenthal  identified  a triad  of 
symptoms  which  made  the  disorder 
more  recognizable,”  Dr.  Dilsaver 
says. 

The  symptoms  of  SAD  are,  in 
fact,  the  same  for  most 
depressions:  irritability,  often 
coupled  with  a mild  to  moderate 
depression;  hypersomnia  (“defined 
as  two  hours  more  sleep  than 
usual,  but  I’ve  had  some  patients 
tell  me  they  sleep  up  to  14  hours  a 
day,”  he  claims);  and  increased 
eating,  including  a carbohydrate 
craving. 

Other  symptoms  are  those  that 
are  probably  more  noticeable  to 
the  patient’s  family  or  friends. 

“There  is  a slowing  of  thought, 
an  increased  anxiety,  an  inability 
to  get  along  well  with  others,” 
notes  Dr.  Dilsaver.  Others  might 
notice  an  impaired  academic 
performance  or  low  productivity  at 
work. 

Of  course,  the  problem,  he 
continues,  is  that  these  patients  are 
like  those  with  walking 
pneumonia.  They’re  functioning 
day-to-day  with  a disease  and 
often  don’t  know  it. 

In  fact,  current  studies  have 
revealed  that  roughly  20%  of  the 
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American  population  does  have 
some  degree  of  winter  depression. 

The  most  fascinating  glimpse  of 
the  magnitude  of  the  problem 
turns  up  in  a study  recently 
conducted  in  Montgomery  County, 
Maryland. 

The  location  is  interesting  for 
two  reasons.  First,  Maryland  is  a 
popular  study  state,  its  population 
frequently  likened  to  a mini-USA 
— a microcosm  of  this  country’s 
various  ethnic,  racial  and  cultural 
differences.  Second,  Maryland  is  a 
southern  coastal  state  . . . not 
exactly  the  kind  of  place  in  which 
you  would  imagine  SAD  to  run 
rampant. 

“The  disorder  is  more  prevalent 
in  Alaska  and  Scandinavia,” 
admits  Dr.  Dilsaver  — adding  that 
any  location  with  a preponderance 
of  overcast  days  is  likely  to  have 
its  share  of  SAD  patients. 

Yet,  look  at  the  results  of  the 
Maryland  study. 

“Of  the  adult  population,  4.3% 
had  the  symptoms  of  a major 
depression  over  two  or  more 
successive  winters  (the  classic 
definition  of  SAD  states  that  the 
patient  must  sustain  the  depression 
over  two  or  more  winters,  and  that 
the  depression  cannot  be  linked  to 
other  psychosocial  factors)  — and 
another  13%  had  the  symptoms  of 
the  syndrome,  or  sub-syndrome,” 
says  Dr.  Dilsaver. 

Identifying  just  who  will  fall 
victim  to  SAD  is  not  easy, 
however. 

According  to  Dr.  Dilsaver, 
patients  with  winter  depression 
often  have  a family  history  of  a 
mood  disorder.  This  illness  is 
thought  to  be  genetically  related  to 
depressive  disorders  in  general. 

“At  least  half  of  the  victims  we 
know  who  have  the  syndrome  have 
a family  history  of  a depressive 
disorder,”  he  says. 

As  mentioned  earlier,  location 
also  serves  as  a risk  factor  . . . 
and  SAD  begins  at  a relatively 


young  age.  Some  children,  in  fact, 
may  display  the  behavior,  but  more 
typically,  SAD  will  start  in 
adolescence,  or  in  the  early-  to 
mid-20s. 

Still,  it’s  the  primary  care 
specialists  — the  internists, 
OB/GYNs,  family  and  general 
practitioners,  and  pediatricians  — 
who  are  going  to  have  to  assume 
the  greatest  responsibility  for 
identifying  and  referring  these 
patients,  says  Dr.  Dilsaver. 

“These  people  are  not  going  to 
be  walking  into  my  office  first,” 
he  comments.  “They  are  going  to 
take  their  complaints  to  their 
family  doctor.” 

But  don’t  expect  these  patients 
to  mention  the  word  “depression” 
or  imply,  in  any  way,  that  their 
problems  may  be  psychological 
rather  than  physiological  — which 
is  why  today’s  primary-care 
specialists  need  to  be  especially 
sensitive  to  the  problem. 

“If  there  is  no  physiological 
reason  for  that  patient  to  be  in 
your  office,  you  should  question 
the  patient,  or  the  patient’s  family 
about  moods,”  says  Dr.  Dilsaver. 

Patients,  too,  need  to  be 
educated  to  the  fact  that  SAD 
exists,  and  that  like  other  mental 
illnesses,  it  is  a medical  disorder 
which,  if  left  untreated,  could  have 
devastating  effects. 

Treatment  for  SAD  is  generally  a 
prescribed  regimen  of  light 
therapy.  Patients  are  exposed  to 


full-spectrum  bright-lights  — like 
the  gro-lights  or  vitalites  used  by 
nurseries  — for  certain  lengths  of 
times  and  during  certain  hours  of 
the  day. 

“The  best  treatment  occurs 


when  the  light  exposure  is  given 
for  two  hours,  starting  at  five  or 
six  a.m.,”  says  Dr.  Dilsaver. 

The  lights  subtly  reset  the 
patient’s  biological  clock,  restoring 
his  or  her  normal  sleep/wake  cycle. 
This  alone  can  often  make  the 
patient  feel  better  — but  it’s  not  a 
cure,  cautions  Dr.  Dilsaver. 

“There  is  no  cure  that  we  know 
of  for  SAD.  All  we  can  do  is  treat 
the  symptoms,  and  increase  the 
length  of  the  remission,”  he  says. 

That  is,  until  the  first  of  April 
rolls  around  and  the  syndrome  — 
which  usually  begins  the  first  of 
October  — remits  naturally. 

Could  victims  of  SAD  benefit 
by  a move  south,  or  an  extended 
winter  vaction  in  sunny  climes? 

Of  course,  says  Dr.  Dilsaver  (for 
that  matter  . . . couldn’t  we  all?), 
but  such  moves  are  not  always 
practical. 

Then  again,  neither  are  the 
lights. 

Patient  compliance  is  always  a 
problem,  points  out  the  OSU 
researcher,  but  especially  so  when 
you’re  asking  people  who  may  not 
even  believe  they’re  sick  to  get  up 
early  in  the  morning  and  sit  in 
front  of  bright  lights  for  a couple 
of  hours  a day. 

That’s  one  of  the  reasons  he 
and  other  researchers  are  currently 
involved  in  drug  studies,  hoping  to 
pinpoint  a medication  that  will 
offer  the  same  favorable  results  as 
the  bright  lights  — “and  which 


will  be  easier  to  take  with  you  on 
trips  than  a bank  of  vitalite 
tubes,”  he  notes. 

In  the  meantime,  patients  will 
have  to  endure  the  lights  and  take 
other  necessary  precautions.  For 


There  is  no  cure  that  we  know  of  for  SAD, 
All  we  can  do  is  treat  the  symptoms  and 
increase  the  length  of  the  remission,'^ 
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The  change  of  seasons  . 

example,  SAD  victims  can’t  afford 
the  luxury  of  all-night  parties  or 
catching  the  end  of  those  late- 
night  football  games  — anything, 
in  fact,  that  would  disturb  their 
natural  sleep/wake  cycle. 

“They  can  resume  those 
activities  in  the  spring,”  says  Dr. 
Dilsaver. 

Yet  if  a SAD  patient  takes  the 
precautions  to  heart  and  follows 
the  prescribed  light  therapy,  results 
can  be  dramatic. 

Dr.  Dilsaver  describes  a patient, 
a freshman  at  OSU  who  was 
“constantly  tired,  suffered  from 
migraine  headaches,  experienced 
weight  gain  and  had  difficulty  with 
interpersonal  relationships.” 

Within  a short  time,  light  therapy 


Stephen  W.  Leslie,  MD,  of 

Lorain  has  recently  published 
a patient  education  guide 
specifically  aimed  at  patients  and 
those  physicians  who  are  treating 
patients  with  impotence. 

“Impotence:  Current  Diagnosis 
and  Treatment”  is  written  in 
language  understandable  to 
patients,  and  provides  impartial, 
current  information  on  every 
available  diagnostic  testing 
procedure  and  therapeutic  option, 
as  well  as  the  pros  and  cons  of 
each  treatment  modality.  “It  is  the 
only  booklet  of  its  type  that  I 
know  of  which  provides  the 
physician  with  informed  consent 
liability  protection,”  writes  Dr. 
Leslie. 


. . continued 

had  restored  her  energy,  her  good 
humor  and  relieved  her  of  her 
headaches  — and  20  pounds. 

“No  one  knows  why  there  is  a 
seasonal  affective  disorder.  My 
instinct  is  to  believe  there  is  a 
reason  for  it  — that  it’s  a 
biologically-mediated  event,  the 
same  way  that  animals  who 
hibernate  intentionally  gain  weight 
prior  to  hibernation,”  he 
comments. 

Yet  we  may  never  really 
understand  why  it  exists,  or  even 
who  is  or  will  be  affected.  Still, 
sometimes,  it’s  just  enough  to 
know  that  the  problem  is  out  there 
— and  that  help  is  available  to 
those  who  may  need  it.  — Karen 
S.  Edward 


He  adds:  “It  is  likely  that 
impotence  is  the  most  common, 
untreated  medical  condition  in  the 
U.S.  Patients  and  physicians  alike 
are  uncomfortable  or  embarrassed 
in  discussing  sexual  matters,  and 
good  patient  education  material  on 
this  subject  tends  to  be  product- 
oriented  or  obviously 
commercially-slanted.”  Hence,  his 
reasons  for  publishing  his  own 
guide.  He  is  considering  producing 
a patient-education  video  on  this 
subject  as  well. 

The  booklet  is  available  free  to 
physicians.  Contact:  Stephen  W. 
Leslie,  MD,  St.  Joseph  Medical 
Office  Building,  221  West  21st 
Street,  Lorain,  OH  44052, 
1-800-438-8592. 


Medicaid  Tips 

The  Ohio  Department  of 
Human  Services  makes 
changes  in  the  drug 
formulary  quarterly.  Most  of  the 
additions  and  the  deletions  are 
based  on  recommendations 
presented  by  the  Pharmacy  and 
Therapeutics  Committee.  The 
Committee  is  comprised  of  Janet 
Bixel,  M.D.;  Charles  May,  D.O.; 
James  Visconti,  Ph.D.;  Suzanne 
Eastman,  R.Ph.,  M.S.;  Mary  Ann 
Waltenbaugh,  R.N.;  and  Robert  P. 
Reid,  R.Ph.,  Chairman. 

Trade  names  added: 

Azactam  Lyophylized  500mg, 
Igm,  2gm;  Ceclor  187mg/5ml, 
375mg/5ml;  Citracal  950mg; 
Cleocin  300mg;  Cortisone  Acetate 
5mg,  lOmg;  Cyclocort  Lotion; 
Desowen  Oint;  Diprolene  Lotion; 
Fungoid  Soln,  Tincture;  Naldecon 
Senior  EX,  DX;  Pred  G; 
Quinaglute  324mg;  Retin  A Cream 
.025%;  Salsitab  500mg,  750mg; 
Tobradex  Soln;  T-Stat  Pads; 
Voltaren  25mg,  50mg,  75mg. 

Generics  added: 

Acetylcysteine  Soln  10%,  20%; 
Choline  Mag  Salicylate  500mg, 
750mg;  Clindamycin  150mg; 
Dextrose  5%;  Dextrose/Normal 
Saline  5%/0.9%,  5%/0.45%, 
5%/0.3%;  Dextrose/Ringers  5%; 
Fluoxymesterone  2mg,  5mg,  lOmg; 
Magnesium  Oxide  250mg,  400mg, 
420mg;  Mefenamic  Acid  250mg; 
Metaproterenol  Inh  Soln  5%; 
Methocarbamol  Inj; 
Metoclopramide  5mg;  Nalbuphine 
Inj;  Pancreatic  Enzymes;  Prenatal 
OTC;  Vitamin  A Eye  Drops; 
Sodium  Chloride  Inj  0.45%,  0.9%; 
Water  for  Injection. 


New  patient  education  guide  on  impotence 
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Deletions  for  MAC  drugs: 

Water  for  Injection  Abbott; 
Sodium  Chloride  Inj  Abbott; 
Dextrose  Solutions  Abbott;  Serax; 
Parafon  Forte;  Nucofed  Ped  Exp; 
Motrin  300mg;  Lioresal  lOmg, 
20mg;  Indocin  SR  75mg;  Sterile 
Water  Abbott;  Cogent  in;  Centrax. 

Janet  Pixel,  M.D.,  your  OSMA 
representative  on  the  P & T 
Committee,  will  keep  you  informed 
of  changes  in  the  Ohio  Medicaid 
Drug  Formulary.  — Robert  R 
Reid,  R.Ph.  and  Janet  Bixel,  MD. 


Missed  . . . but  not  forgotten.  OSMA’s 
50-Year  Physicians 


Due  to  an  oversight,  OHIO 
Medicine  neglected  to  add  the 
following  names  to  its  salute  of 
50-year  physicians.  We  apologize 
for  the  error,  and  list  them 
now  . . . 

Sixth  District 

Samuel  R.  Zoss,  MD, 
Youngstown 

Tenth  District 

Charles  W.  Barch,  MD, 
Columbus 

George  H.  Bonnell,  MD, 
Worthington 


George  K.  Hughes,  MD, 

Columbus 

Robert  M.  Inglis,  MD,  Columbus 
Richard  H.  Jacques,  MD, 
Columbus 

Jack  W.  Miles,  MD,  Columbus 
John  A.  Prior,  MD,  Columbus 
Juliet  E.  Stanton,  MD,  Columbus 
Thomas  T.F.  Tsai,  MD,  Columbus 
Edward  V.  Turner,  MD,  Columbus 
Harvey  D.  Wright,  MD, 

Columbus 

Out  of  State 

Paul  E.  Grimm,  MD,  Bradenton, 
FL 


OWN 


an  Ethical  Ancillary 
Healthcare  Business 
in  an  Expanding 
Marketplace 

A Foot  Store  is  a retail  center  staffed 
by  an  ArchCrafters  trained  Orthotic 
Technician  and  Shoe  Specialist. 

Individual  shoes,  custom  made  to  the 
needs  of  each  foot  and  designed  to 
mimic  the  styles  desired  by  today's 
fashion  conscious  client 

• Foot  and  Ankle  Health  and  Healing  Supplies 

• Foot  Supports  • Prescription  Orthotics 

• Repair  and  Modification  Service 

For  Franchise  Information: 

Icftgftjgl.  STORE 

ArchCrafters  Inc. 

5357  E.  82nd  Street 
Indianapolis,  IN  46250 

(317)  576-0626 
Toll  Free  1-800-325-9282 


The  Bottom  Line: 


Lenox 

Inn 


Managed  by 

Edison  Hotels  and  Resorts  Company 


Lenox  Inn  Taste 
On  A Business  Budget 

t these  prices,  you  don’t  really 
expect  to  have  evening  maids 
leave  gold-foiled  gourmet 
chcjcolaies  on  your  down- 
filled  pillow  or  your  bed  triple- 
sheeted.. .or  room  service  or  18th 
(ientury  English  room  decor, 
marble  floors  in  the  lobby,  private 
club  atmosphere  in  the  bar.. .or 
superb  foocl  in  the  restaurant... 
gaslights  in  the  courtyard  or 
attentive  service. 

Free  and  easy  parking,  TV 
and  a phone.  That  yon  expect. 

But  all  of  the  abcjve  is  what 
you  get  at  Lenox  Inn-Columbus 
because  you  deserve  our  best. 


1-70  East  at  Rt  256  ■ Exit  112 
Columbus,  Ohio  43068 
15  minutes  from  airport 
and  downtown  Columbus 

1-800-821-0007 . 1-614-861-7800 
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By  Walter  A.  Reiling,  Jr.,  MD 


Malpractice  Crisis: 

A Personal  Perspective 


Editor’s  note:  The  following  article 
appeared  originally  in  the  October 
1988  issue  of  Dayton  Medicine.  We 
are  reprinting  it  here  in  its  entirety, 
with  a few  editorial  changes,  as 
suggested  by  Dr.  Reiling. 


Most  physicians  clearly 
understand  the  current 
malpractice  crisis,  yet  we 
tend  to  discuss  the  situation  in 
rather  academic,  detached  terms 
for  few  of  us  (fortunately)  have 
had  the  experience  of  defending 
ourselves  in  a malpractice  suit. 
Until  recently,  1,  too,  was  amongst 
the  “untouched  majority,”  naively 
believing  that  1 was  immune  to 
such  action.  After  all,  wasn’t  I a 
conscientious  physician?  Didn’t  1 
take  great  pains  to  relate  to  my 
patients?  Why  would  anyone  ever 
consider  suing  me? 


Late  in  1986  my  bubble  burst!  I 
was  named  a defendant  in  a suit 
claiming  wrongful  death,  a death 
occurring  a year  earlier.  Stunned,  I 
initially  could  remember  precious 
few  details  of  the  case.  1 could 
remember  only  the  patient  had 
severe  cardiovascular  disease  and 
died  suddenly  five  days  after 
urgent  gallbladder  surgery.  1 also 
remember  that  the  autopsy  did  not 
adequately  explain  the  cause  of  his 
sudden  collapse. 

On  that  fateful  day  I 
commenced  an  interesting, 
frustrating  and  clearly  emotional 


journey  through  the  legal  jungles 
of  malpractice  litigation.  It  is  my 
intention  here  to  chronicle  my 
personal  experience,  and  I do  not 
intend  to  discuss  the  merits  (or 
lack  thereoO  of  the  case.  For  those 
who  have  previously  shared  such 
an  experience.  I’m  sure  you  will 
understand  and  emphathize.  For 
those  who  will  unfortunately  be  in 
such  a position,  I hope  my 
thoughts  will  offer  guidance  and 
confidence.  Finally,  for  the 
remainder,  1 hope  this  account  will 
prove  educational  and  interesting. 

The  initial  numbness  of 
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‘^After  all,  wasn’t  I a conscientious  physician?  Didn’t  I take 
great  pains  to  relate  to  my  patients?  Why  would  anyone  ever 
consider  suing  me?” 
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continued 


""At  first,  I found  myself  somewhat  annoyed  as  he 
seemingly  challenged  (negatively)  most  of  my  statements  and 
opinions  ,,,  It  was  only  later  I realized  his  purpose.^' 


notification  was  rather  rapidly 
replaced  with  a mixed  sense  of 
intense  anger  and  frustration.  I 
was  incensed!  I wanted  immediate 
action  and  1 wanted  it  now!  I 
would  tell  those  so  and  so’s  a 
thing  or  two.  How  dare  they 
question  my  integrity! 

Yet  my  practical  side  knew  it 
would  be  months  or  even  years 
before  my  chance  would  come.  As 
a surgeon,  I was  accustomed  to 
rapidly  assessing  a situation  and 
taking  immediate  action.  1 was 
truly  frustrated.  After  I dutifully 
informed  my  insurance  company,  I 
began  a detached  case  review, 
carefully  studying  both  hospital 
and  office  records.  Voluminous 
notes  were  collected.  As  I reviewed 
the  data,  I discovered  more 
questions  than  answers.  What  was 
the  basis  of  the  suit?  What  fault 
did  some  yet  undisclosed  expert 
find  in  my  care?  What  event  or 
events  caused  the  family  to  seek 
legal  recourse?  What  actions  had  I 
taken  or  failed  to  take  that  were 
perceived  to  be  negligent? 

Answers  came  painfully  slowly.  1 
met  frequently  with  my  attorney. 
We  discussed  the  case  in  depth.  At 
first,  1 found  myself  somewhat 
annoyed  as  he  seemingly 
challenged  (negatively)  most  of  my 
statements  and  opinions  regarding 
“my”  case.  It  was  only  later  I 
realized  his  purpose.  He  was 
accomplishing  two  goals:  First,  he 


was  preparing  me  well  to  defend 
my  position  when  cross-examined. 
Secondly,  the  further  information 
garnered  permitted  a better  defense 
formulation. 

The  entire  year  of  1987  was 
spent  in  acquiring  a series  of 
depositions.  The  issues  began  to 
crystallize.  I now  knew  precisely 
the  issues  raised.  The  defense 
could  now  be  foeused.  I became 
somewhat  relaxed.  Had  not  the 
potential  for  serious  financial 
damage  been  so  real,  I could  have 
even  enjoyed  participating  in 
defense  preparation.  After  all,  the 
trial  was  at  best  several  months 
away.  It  was  at  that  time  a 
challenge,  a challenge  I 
approached  in  a rather  mechanical, 
methodical  fashion,  as  one  would 
perhaps  approach  a crossword 
puzzle. 

It  was  apparent  the  plaintiff’s 
attorney  was  planning  to  base  his 
entire  case  on  the  testimony  of  a 
single  expert  witness,  a lieutenant 
colonel  stationed  with  the  Army  in 
Georgia.  Intrigued,  I began  to 
research  my  adversary.  I carefully 
reviewed  his  medical  education. 
Fortunately,  the  director  of  his 
fellowship  was  a classmate  of 
mine.  A phone  call  was  made. 
Further,  1 retrieved  several  artieles 
he  had  coauthored.  This  proved 
immensely  useful  as  my  attorney 
was  subsequently  able  to  lead  him 
into  denying  a statement  contained 


in  an  article  he  had  authored! 

On  advice  of  counsel  and  with 
mutual  consent,  the  pretrial 
arbitration  was  waived.  Trial  was 
set  for  August  15,  1988.  From  my 
viewpoint,  nothing  much  happened 
during  the  spring  and  early 
summer.  The  attorneys  remained 
busy. 

Two  or  three  weeks  before  the 
planned  trial  date,  I received  a call 
from  my  attorney.  It  was  a call  I 
should  have  expected,  in  fact, 
probably  did  expect,  and  yet  I was 
totally  unprepared  to  respond 
appropriately.  The  question  was 
simply  stated,  “Would  I consider  a 
settlement  on  my  behalf  to  avoid 
trial?” 

A certain  sense  of  panic 
emerged.  The  question  was  simple, 
the  answer  complex  and 
multifaceted.  Would  the  insurance 
company  economically  force  me  to 
settle?  What  effect  would  either 
choice  have  on  my  future 
insurability?  If  I lost,  what  would 
be  the  magnitude  of  the  award? 
Remember,  we  were  opposed  by  a 
grieving  widow.  Juries  usually 
make  emotional  judgments,  don’t 
they?  What  did  my  fellow 
defendants  expeet  of  me?  How  did 
my  partners  feel?  Would  a well 
publicized  defeat  affect  my  family? 
Would  it  affect  me?  If  I agreed  to 
settlement  would  I later  regret 
taking  the  easy  way  out?  If  we 
were  to  win,  would  a clear  message 
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echo  in  the  legal  community  that 
some  physicians  will  stand  and 
fight,  or  was  all  this  wishful 
thinking  on  my  part? 

In  a week  of  frenzied  activity,  1 
sought  advice  from  multiple 
quarters.  I talked  directly  to  the 
insurance  company,  my  family  and 
my  partners.  I even  obtained 
independent  legal  advice.  All 
along,  I knew,  however,  the 
ultimate  decision  was  mine  and 
mine  alone.  My  former  partner’s 
homespun  philosophy  on 
malpractice  kept  rolling  over  in  my 
mind:  “If  you’re  right,  fight  to  the 
limit;  if  you’re  wrong,  pay  up  and 
shut  up.’’ 

My  decision  was  made.  1 would 
not  consider  settlement.  We  would 
proceed  with  trial.  Counsel  seemed 
almost  enthused.  Whether  he  was 
or  not,  1 never  asked. 

As  the  trial  approached,  1 
concentrated  on  reviewing  the 
numerous  documents.  It  was 
essential  I be  prepared.  I was  also 
somewhat  surprised  to  note  a 
certain  significant  inner  anxiety.  1 
began  to  have  difficulty  sleeping. 

At  night  I would  restlessly  review 
the  case,  anticipating  questions 
and  rehearsing  my  response. 

Perhaps  this  was  necessary  and 
even  ultimately  advantageous,  yet 
at  the  time,  it  was  clearly 
distressing.  I was  actually  relieved 
when  the  trial  date  finally  arrived. 

Having  previously  testified  in 
court,  I did  not  find  the 
courtroom  intimidating.  But  I 
never  had  been  a defendant,  and  I 
really  didn’t  expect  to  spend  the 
next  six  days  in  court. 

Jury  selection  occupied  an  entire 
day.  I was  fascinated  by  the 
process.  The  plaintiff’s  attorney 
would  have  been  perfectly  satisfied 
with  eight  clones  of  his  client, 
while  the  defense  would  have 
desired  younger  folks  with 
advanced  educational  backgrounds. 
I was  further  amused  that  many  of 
the  prospective  jurors  were 
employed  in  health-related  fields, 
leading  to  preemptory 

continued  on  page  121 


So  you  want  to  avoid  a 

If  you  are  like  most  of  your 
colleagues,  approximately  30% 
to  40%  of  the  procedures  you 
perform  in  your  office  these  days 
fall  under  the  heading  of 
“defensive  medicine’’  — but  even 
if  they  don’t,  chances  are  you  have 
altered  your  practice  in  some  way 
to  defend  yourself  against 
malpractice  lawsuits. 

And  no  wonder  ...  as  of  1986, 
the  number  of  lawsuits  filed 
against  physicians  is  now  six  times 
higher  than  it  was  seven  years  ago. 

“More  verdicts  are  going  to 
juries,  and  the  awards  they  make 
to  defendants  are  now  in  the 
millions  of  dollars,’’  says  Ronald 
Gladman,  Vice  President/Risk 
Management,  Physicians  Insurance 
Company  of  Ohio  (PICO). 
Gladman  presented  a seminar  on 
the  “10  Most  Common  Reasons 
Doctors  Get  Sued’’  at  the  OSMA 
Clinical  Session,  held  late  last  year 
in  Cincinnati. 

To  avoid  the  possibility  of  a 
lawsuit  in  your  practice,  Gladman 
recommends  you  take  the  following 
preventive  measures: 

1.  Improved  communications  — 
“Develop  a rapport  with  your 
patients  and  one  or  two  of  their 
family  members,’’  Gladman 
suggests. 

2.  Keep  precise  medical  records  — 
“If  your  records  are  sloppy,  the 
attorney  is  going  to  think  he 
has  a case.  On  the  other  hand, 
if  your  records  are  clean  and 
precise,  you  may  find  he  doesn’t 
even  want  to  pursue  the  case 
against  you.’’ 

3.  Communicate  all  possible 
outcomes  of  the  treatment  you 
are  prescribing  to  your  patient. 

4.  Employ  a sensitive  staff  — 
“They’re  your  first  line  of 
defense.’’ 

5.  Maintain  a good  relationship 
with  other  physicians. 

Despite  your  attention  to  these 
precautions,  however,  it’s  still 
possible  that  you  will  be  sued  at 
some  point  in  your  career  — 
especially  if  you  are  among  one  of 


lawsuit  . . . 

the  high-risk  specialty  groups 
(according  to  PICO  data,  the  three 
specialties  with  the  highest  claim 
incidence  are  OB/GYNs,  general 
surgeons  and  anesthesiologists). 

The  reasons  you  will  be  sued  are 
likely  to  be  among  the  following: 

• failure  to  diagnose 

• surgical  complications 

• technical  error  in  treatment 

• technical  error  in  management 

• improper  use  of  anesthesiology. 
Your  second  line  of  defense, 

then?  Gladman  once  again  returns 
to  some  practical  suggestions: 

1.  Have  your  office  practice  and 
procedures  down  pat  — let  your 
staff  know  what  is  expected  of 
them  and,  perhaps  even  more 
important,  what  their 
limitations  are. 

2.  Prioritize  telephone  calls.  Let 
your  staff  know  what  calls  you 
want  to  take  immediately,  what 
calls  you  can  get  back  to,  and 
what  calls  they  can  handle  on 
their  own.  “And  don’t  diagnose 
and  prescribe  over  the  phone,’’ 
Gladman  advises. 

3.  Be  aware  of  what  is  happening 
with  your  billing  and 
collections.  “Sometimes,  not 
paying  a bill  is  the  first  way 
your  patient  communicates  to 
you  that  there  is  a problem,’’ 
says  Gladman.  Before  you  turn 
an  account  over  to  a collection 
agency,  you  may  want  to  discuss 
the  matter  with  the  patient,  or 
at  least  have  a colleague  review 
the  patient’s  chart  to  ensure 
that  there  isn’t  a problem  with 
your  diagnosis  and  the 
treatment  you  prescribed. 

4.  Medical  records  are  legally  your 
property  — don’t  let  original 
copies  out  of  your  sight. 
“Patients  are  entitled  to  a copy 
of  your  records,  but  you  should 
hold  onto  the  original  records. 
X-rays  and  so  on.’’ 

5.  Regarding  informed  consent  . . . 
Gladman  suggests  that  everyone 
obtain  a copy  of  the  OSMA’s 
“Physician  Guide  to  Ohio  Law’’ 

continued  on  page  159 
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Who  cares  more 
about  your  malpractice 

insurance? 


We  think  a professional 
liability  insurance  company 
worth  its  salt  should  include 
experts  in  three  disciplines: 
medicine,  law  and  insurance. 

When  push  comes  to  shove  in 
a malpractice  claim,  you’re  going  to  need  the 
competent  advice  of  all  three. 

PIE  Mutual  is  a doctor-owned  professional 
liability  underwriter  which  includes: 

• Over  10,500  member  doctors,  many  of  whom 
take  an  active  role  in  Company  operations  such  as 
applicant  review  and  claims  review. 

• Experienced  liability  insurance  agents  in  your 
area  who  have  a reputation  for  quality  service. 

• Our  prestigious  retained  law  firm  specializing  in 
all  areas  of  medical  professional  liability. 


An  insurance  company 
run  by  insurance  men? 
Or  an  insurance  company 
run  by  doctors? 


• A financially  sound 
reinsurance  program  with 
Lloyd's  of  London,  the  world's 
largest  reinsurer. 

In  spite  of  our  growth,  PIE 
Mutual  has  retained  its  firm 
commitment  to  keeping  malpractice  insurance 
affordable.  In  its  home  state  of  Ohio,  PIE  Mutual 
has  consistently  offered  the  most  competitive  rates 
of  any  carrier. 

For  more  information  on  how  you  can  become 
a member  insured,  please  call  on  our  experts. 

The  PIE  Mutual 
Insurance  Company 

The  Galleria  & Towers  at  Erieview 
1301  East  Ninth  Street 
Cleveland,  OH  44114 
(216)  781-1087 
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Malpractice  Crisis 


continued 


Walter  A.  Reding,  Jr.,  MD,  the 
author,  recounts  the  nerve- 
wracking  experience  of  his 
malpractice  trial. 


disqualification. 

The  actual  trial  was  a five-day 
emotional  roller  coaster.  First  we 
were  required  to  listen  to  the 
painful  adverse  statements  of  the 
opposition,  followed  by  the 
soothing  defense  cross- 
examination.  It  appeared  to  me  as 
a novice  in  such  matters,  that  the 
plaintiff’s  attorney  already  realized 
the  technical  weakness  of  his  case, 
and  thus  his  efforts  were  spent  in 
trying  to  confuse  the  facts  while  at 
the  same  time  appealing  to  the 
jury’s  heartstrings. 

Unfortunately,  I was  deprived  of 
the  opportunity  of  meeting  my 
adversary.  He  testified  via  a six- 
hour  videotape.  He  did  not 
disappoint  me,  however,  as  his 
testimony  conveyed  to  my  biased 
eyes  a smug  arrogance.  An 
arrogance  that  cracked  perceptibly 
under  skillful  cross-examination.  I 
could  only  hope  that  the  jury 
shared  my  observation.  I’m  sure 
his  admission  to  having  received 
$5,000  in  advance  for  his  service 
did  not  escape  notice. 

I was  to  testify  twice  during  the 
trial.  Strangely,  I was  the  first 
witness  for  the  plaintiff.  As  I 
expected,  I was  somewhat 
frustrated  for  the  questioning  was 
carefully  phrased  to  make  me 
appear  to  say  what  I clearly  did 
not  intend.  Even  though  I was 
aware  of  my  right  to  explain  my 
answers,  this  is  not  always  easily 
done.  Further,  I did  not  wish  to 
appear  obtuse  or  evasive.  Rather,  I 
depended  on  my  attorney  to  rescue 
me  on  cross-examination.  He  did 
not  let  me  down.  He  cleverly 
retraced  the  previous  testimony 
allowing  correction  and 
clarification.  I felt  relieved  as  I 
stepped  down. 

On  the  morning  of  the  sixth 
day,  both  sides  had  completed 
their  cases.  Final  arguments  were 
heard.  At  this  point,  I felt  the 
truth  got  a little  loose,  statements 
bordered  on  the  poetic  and  the 
entire  proceeding  reached  an 
emotional  peak.  My  eyes  were 
glued  to  the  jury.  Were  there  hints. 


individually  or  collectively,  as  to 
their  leanings?  I detected  none. 

The  judge  gave  the  jury  detailed, 
explicit,  but  fair  instructions.  They 
were  dismissed  for  their 
deliberations.  Our  fate  was  now  in 
the  hands  of  the  jury.  I knew, 
based  on  the  judge’s  instructions, 
the  shorter  the  deliberations  the 
more  likely  a favorable  outcome. 
Fortunately,  the  jury  returned  in 
less  than  one  hour.  They  returned 
a unanimous  verdict  for  the 
defense. 

Strangely,  I was  not  overjoyed  or 
jubilant.  1 wasn’t  even  excited  or 
enthusiastic.  Rather  I felt  only  an 
intense  sense  of  relief  — relief  and 
an  inner,  deep  sadness.  Sadness  for 
the  immense  expenditures  in  time, 
energy  and  money.  Sadness  for  a 
widow  and  her  family  forced  to 
relive  a painful  loss  in  their  quest 
for  instant  wealth.  Sadness  that  a 
fellow  physician  would  prostitute 
himself  for  financial  gain. 

Was  I angry  or  bitter?  Not 
really.  Would  I do  it  again? 
Definitely.  Why?  I believe  we 
physicians  must,  whenever 
possible,  defend  to  the  limit  those 
cases  worthy  of  defense.  If  we 
continue  to  promote  or  even 
condone  out-of-court  settlements 
as  an  economic  expediency,  we  will 
only  serve  to  stimulate  more  suits. 
Under  those  circumstances  plaintiff 
attorneys  cannot  lose.  They  may 
not  win  big,  but  at  worst  your 
settlement  will  cover  their  losses. 

We  can  no  longer  subsidize  such 
behavior.  OSMA 


Walter  A.  Reding,  Jr.,  MD,  is  an 
OB/GYN  in  Dayton  and  Second 
District  Councilor  to  the  OSMA. 
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While  you  are  plying  your  trade  at  the  office  or  the 
hospital,  it’s  hard  to  take  time  out  for  the  little 
things  in  life.  Tilings  like  your  son’s  track  meet  or 
your  daughter’s  volleyball  game  . . . 


Physician  Parents 

the  mothers  and  fathers 
behind  stethoscopes 


Three-bedroom  house,  two-car 
garages,  four-year  college 
education  for  the  children: 

It  takes  many  years  of  hard  work 
to  achieve  this  level  of  suburbian 
status  quo. 

But  while  you  are  plying  your 
trade  at  the  office  or  the  hospital, 
it’s  hard  to  take  time  out  for  the 
little  things  in  life.  Things  like 
your  son’s  track  meet  or  your 
daughter’s  volleyball  game  . . . the 
school  play  or  the  teacher’s 
meeting.  If  only  you  could 
schedule  some  time  for  your 
family  in  your  office’s  smudged 
and  juggled  patient  schedule, 
before  those  little  things  have 
passed  you  by. 

And  it’s  not  as  if  you  don’t 


think  about  your  family,  that  you 
don’t  feel  guilty  if  you’re  late  for 
dinner  or  when  you’re  called  away 
from  a family  function  to  treat  a 
patient.  As  an  article  in  the 
Journal  of  the  American  Medical 
Association  points  out,  “Many 
practitioners  begin  to  feel  pangs  of 
anxiety  if  the  clock  rolls  around  to 
5:30  p.m.  or  6:00  and  they  know 
their  spouses  and  children  are 
waiting  for  them  to  get  home  and 
spend  the  evening  with  them.’’ 
Once  you  do  get  home, 
sometimes  late,  sometimes  tired, 
what  kind  of  parent  can  you  be 
expected  to  be?  According  to  the 
JAMA  article,  “The  Role  of 
Compulsiveness  in  the  Normal 
Physician,’’  if  you’re  like  most 


physicians,  you  are  likely  to  be 
overly  critical  and  demanding  of 
your  children  and  spouse. 

The  following  questions  are 
patterned  after  the  JAMA  article 
to  determine  if  compulsiveness  is 
really,  as  the  author  suggests,  “the 
hallmark  of  the  physician 
personality.’’ 

(1)  Do  you  have  trouble  allocating 
time  to  your  family? 

(2)  Are  you  plagued  by  feelings  of 
doubt  or  feelings  that  you’re 
not  doing  enough? 

(3)  Do  you  have  an  exaggerated 
sense  of  responsibility  for 
things  beyond  your  control, 
whether  it’s  for  your  patients, 
office,  family  or  even  illnesses? 

(4)  Do  you  have  trouble  relaxing? 
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Physician  Parents 


continued 


Maybe  to  get  the  real  scoop  on  how  physicians  fare 
as  parents,  you  have  to  go  to  the  experts  — the 
children  . . . 


Are  you  reluctant  to  take  time 
off  from  your  practice? 

(5)  Do  you  have  guilt  feelings 
because  you  feel  you  are 
making  mistakes  in  your 
practice? 

If  you’ve  answered  yes  to  some 
of  these  questions,  you  may  be 
prone  to  what  has  been  called  the 
“triad  of  compulsiveness’’  — 
doubt,  responsibility  and  guilt.  But 
it’s  not  really  as  negative  as  it 
seems,  assures  Michael  Maloney, 
MD,  Director  of  Child  and 
Adolescent  Psychiatry  at  Children’s 
Hospital  Medical  Center  in 
Cincinnati.  The  qualities  that 
characterize  compulsiveness  can 
also  make  you  a good  physician. 
The  characteristics  appear  negative, 
but  they  are  not  really  bad 
personality  traits,  he  says.  “They 
help  us  to  perform  our  jobs 
better.’’ 

In  fact,  compulsiveness  is 
rewarded  in  the  medical  profession. 
The  hard-work  ethic  is  rewarded  in 
other  professions  as  well,  but  it 
seems  pervasive  among  physicians, 
he  continues.  “We’d  be  upset  if 
our  colleagues  were  not 
compulsive.’’ 

As  the  JAMA  author  puts  it: 
“None  of  us  would  question  the 
importance  of  thoroughness  in  the 
physician’s  diagnostic  and 
therapeutic  practice,  and  we  would 
all  probably  choose  a compulsive 
physician  if  we  were  seriously  ill. 
Herein  lies  the  grand  paradox: 
Compulsiveness  and  excessive 
conscientiousness  are  character 
traits  that  are  socially  valuable,  but 
personally  expensive.’’ 


Dr.  Maloney,  a self-confessed 
compulsive  physician  — “One  of 
my  first  reactions  is  critical,’’  he 
admits  — recommends  the  JAMA 
article  (Vol.  254,  p.  2926-2929)  as 
required  reading  for  all  physicians. 
We  may  recognize  parts  of 
ourselves  in  the  article  and 
discover  something  about  what 
makes  us  tick,  he  says.  We  may 
also  see  how  some  of  our 
imagined  responsibilities  are 
unrealistic  — “as  if  we  had  any 
control  over  the  bacteria,  the 
viruses  or  the  DNA,’’  he 
continues. 

“The  (article)  is  good  because  it 
cuts  across  some  of  the  strengths 
and  weaknesses  of  the  physician.  It 
shows  how  we’re  good  at  patient 
care,  but  how  compulsiveness 
interferes  with  relaxing  with  our 
families.’’ 

How  physician  parents  operate 
once  they  get  home  is  the  question 
that  Dr.  Maloney  discussed  at  the 
1988  OSMA  Clinical  and  Scientific 
meeting.  About  20  physicians 
attended  the  seminar;  a show  of 
hands  showed  the  group  to  be 
about  evenly  divided  between 
specialists  and  primary  care 
physicians. 

Kid  talk 

Maybe  to  get  the  real  scoop  on 
how  physicians  fare  as  parents,  you 
have  to  go  to  the  experts  — the 
children.  Dr.  Maloney  shared  some 
results  from  a 1965  poll  of  200  to 
300  school-age  children  of 
physicians.  In  short,  97%  of  the 
children  said  they  liked  having  a 
physician  as  a parent.  However, 


73%  said  they  wanted  to  know 
more  about  their  parent’s  work. 
Another  70%  said  they  thought 
that  having  a physician  as  a parent 
helped  in  their  school  and  social 
life. 

Forty-four  percent  of  those 
polled  said  that  some  of  their 
family  activities  had  been  called 
off  or  interrupted  because  of  a 
parent’s  medical  practice.  But  99% 
said  they  did  not  resent  this.  This 
is  an  interesting  response,  says  Dr. 
Maloney.  Perhaps  they  were 
answering  defensively,  realizing 
that  the  hard  work  pays  the  bills, 
so  how  can  they  criticize  the 
work? 

Other  frequent  responses  of 
children  about  physician  parents: 

• I have  to  answer  the  phone  too 
much 

• He/she  is  too  much  of  a 
perfectionist 

• He/she  is  too  quick  to  criticize 

• If  he/she  works,  everyone  has  to 
work 

• He/she  is  too  rushed  to  consider 
all  aspects  of  a situation 

• He/she  should  take  better  care 
of  self  (This  point  is  made 
repeatedly  in  the  literature.  Dr. 
Maloney  points  out.) 

• He/she  should  take  more 
interest  in  my  activities 

But  much  has  changed  in  the  25 
years  since  the  survey  was 
conducted,  Dr.  Maloney  continues, 
and  naturally  some  of  those 
changes  have  impacted  the  medical 
profession.  He  asked  his  physician 
audience  what  they  believed  those 
changes  to  be. 

continued  on  page  126 
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Just  one  part  of 
pain  relief  therapy. 

Vicodin  provides  exceptional 

patient  acceptance - 

700  million  doses  in  ten  years. 


TEN  YEARS  OF  PATIENT  ACCEPTANCE 


projected 


♦ In  ten  years  of  clinical  experience,  nausea, 
sedation  or  constipation  have  rarely  been 
reported.^ 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine. 
In  one  study,10  mg  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg  of  codeine.^ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting painreliefthanSOmg 
of  codeine.^ 

Plus... 

♦ Vicodin  offersthe  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every  4 to  6 hours 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in 

24  hOU rs) . 1 Data  on  file,  Knoll  Pharmaceuticals 
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hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit 
forming)  and  acetaminophen  500  mg 


The  original  hydrocodone  analgesic. 


Please  see  adjacent  page  for  brief  summary  of  prescribing  information. 


(hydiocodone  bitof irafe  5 mg  (Wafnmg  Moy  t>e  hobit  lotming] 
ond  dcetominophen  500  mg) 


INDICATIONS  AND  USAGE:  Forthe  relief  of  moderate  tomoderately  severe  pain, 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hyarocodone. 
WARNINGS: 

Allergic-Type  Reaction:  VICODIN  contains  sodium  metabisulfite,  a sulfite  that 
may  cause  allerqic-type  reactions  including  anaphylactic  symptoms  and  life- 
threatening  or  less  severe  asthmatic  episodes  in  certain  susceptible  people 
The  overall  prevalence  of  sulfite  sensitivity  in  the  general  population  is 
unknown  and  probably  low.  Sulfite  sensitivity  is  seen  more  frequently  in  asth- 
matic than  non-asthmatic  people 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone 
may  produce  dose-related  respiratory  depression  by  acting  directly  on  brain 
stem  respiratory  centers.  Hydrocodone  also  affects  centers  that  control  respi- 
ratory rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  signifi- 
cant respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride,  {see  ADVERSE  REACTIONS  Respiratory  Depression). 
Head  Injury  and  Increased  Intraaanial  Pressure:  The  respiratory  depressant 
effects  of  narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracra- 
nial lesions  or  a preexisting  increase  in  intracranial  pressure.  Furthermore, 
narcotics  produce  adverse  reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries 

Acute  Abdominal  Conditions:  The  administration  of  narcotia  may  obscure 
the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions 

PRECAUTIONS: 

Special  Risk  Patients:  As  with  any  narcotic  analgesic  agent.  VICODIN  should  be 
used  with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
prostatic  hypertrophy  or  urethral  stricture  The  usual  precautions  should  be 
observed  and  the  possibility  of  respiratory  depression  should  be  kept  in  mind 
Information  for  Patients:  VICODIN,  like  all  narcotic,  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  or  potentially  hazard- 
ous tasKS  such  as  driving  a car  or  operating  machinery,  patients  should  be 
cautioned  accordingly 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  as  with  all  narcotics, 
caution  should  oe  exercised  when  VICODIN  is  used  postoperatively  and  in 
patients  with  pulmonary  disease 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesia,  antipsychotic, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  VICODIN  may  exhibit  an  aclditive  CNS  depression  When  combined 
therapy  is  contemplateo,  the  dose  of  one  or  both  agents  should  be  reduced 
The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  prep- 
arations may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone 
The  concurrent  use  of  anticholinergic  with  hydrocc>done  may  produce  para- 
lytic ileus 

Usage  m Pregnancy:  Pregnancy  Category  C Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women. 
VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  risk  to  the  fetus 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  prior  to  delivery  will  be  physically  dependent  The  withdrawal  signs 
include  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  increased 
respiratory  rate,  increased  stools,  sneezing,  yawninq,  vomiting,  and  fever  The 
intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of 
material  opioid  use  or  dose  There  is  no  consensus  on  the  best  method  of 
managing  withdrawal  Chlorpromazine  0 7 to  1 0 mg/kg  q6h,  and  paregoric  2 
to  4 drops/kg  a4h,  have  been  used  to  treat  withdrawal  symptoms  in  infants 
The  duration  of  therapy  is4  to  28  days,  with  the  dosage  decreased  as  tolerated 
Labor  and  Delivery:  As  with  all  narcotic,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  in  some  degree  of  respiratory 
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Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk 
Because  many  drugs  are  excreted  in  human  milk  and  because  of  the  potential 
for  serious  adverse  reactions  in  nursing  infants  from  VICODIN,  a decision  should 
be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness, psychic  dependence,  mood  cnanges. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur,  they  are  more  fre- 
quent in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
azines  are  useful  in  suppressing  these  effects,  however,  some  phenothiazine 
derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic 
required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount 
of  narcotic  required  to  produce  a given  level  of  analgesia  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary 
retention  have  been  reported 
Respiratory  Depression:  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the 
severity  of  the  pain  and  the  response  of  the  patient  However,  tolerance  to 
hydrocodone  can  develop  with  continued  use  and  the  incidence  of  untoward 
effects  IS  dose  related. 

The  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  hours  as  needed 
for  pain.  The  total  24  hour  dose  should  not  exceed  8 tablets 
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Physician  Parents  . . . continued 


'^Everyone  wants  to  go  to 
wants  to  do  the  parenting 


More  discontentment  among 
physicians,  due  to  malpractice, 
peer  review  and  medical  costs,  one 
physician  suggests.  Another  offered 
the  physician’s  “tarnished  image,” 
claiming  that  physicians  were  once 
held  in  far  more  esteem  than  they 
are  now.  “If  we  look  at  our  own 
profession  differently,”  it  probably 
only  follows  that  others  will,  too. 
Dr.  Maloney  agrees. 

But  despite  these  changes  . . . 
and  despite  the  survey  that  reports 
that  children  of  physicians  often 
have  to  screen  calls  and  have 
family  activities  interrupted, 
“Overall,  there’s  a general 
perception  by  (physicians’)  children 
that  it’s  positive  to  have  a 
physician  for  a parent,”  Dr. 
Maloney  maintains.  Perhaps  what 
supports  this  most  convincingly  is 
that  children  of  physicians  are 
following  in  their  parent’s 
footsteps  by  entering  medical 
school,  and  admissions  offices  are 
tracking  this  trend. 

One  daughter’s  perspective 

“Being  the  daughter  of  a 
physician  carries  a certain  amount 
of  prestige,”  says  Cindy  R.,  a 
dietitian  from  Cincinnati,  “but  it 
can  also  backfire.  1 think  the  thing 
that  really  sticks  out  in  my  mind  is 
that  people  would  always  make 
some  comment  like,  ‘rich  little 
doctor’s  daughter  . . .’  But  he 
(Dad)  always  worked  real  hard  and 
he  still  works  hard  — 12  to  14 
hours  a day,  so  those  comments 
always  bothered  me.” 

A physician  in  the  seminar  also 
touched  upon  this  conflict,  how 
money  can  work  both  for  and 
against  you.  The  children  are 
proud  of  their  physician  parent 
and  glad  to  have  money,  but 
sometimes  they  can  be 
embarrassed  about  being  labeled  a 


work,  but  no  one 


“rich  kid.” 

While  there  were  days  that  her 
father  got  calls  at  home  and  was 
summoned  to  the  hospital,  Cindy 
R.  also  remembers  that  he  always 
got  out  of  bed  at  5:30  a.m.  on 
Christmas  and  Thanksgiving 
morning  to  go  to  the  hospital. 
Perhaps  memories  like  this  help  to 
soften  the  other  facets  of  the 
physician  personality  . . . 

“I  would  say  that  he  had  a 
demanding  personality,  almost  like 
he  was  always  in  surgery,”  she 
says.  He  was  used  to  giving 
directions,  and  this  became  quite 
apparent  when  he  manned  the  sails 
in  the  family  sailboat  or  when 
orchestrating  the  grilling  of  ribs 
for  dinner. 

Cindy  R.  worked  in  her  father’s 
office  after  school  and  during  the 
summer  for  several  years.  “He’s 
the  hardest  person  to  work  for, 
because  he  expects  more  of  you,” 
she  says.  “But  the  experience 
brought  us  closer  together,  so  it 
was  worth  it.” 

And  is  it  all  work  and  no  play 
in  the  doctor’s  house?  “He  did 
have  a hard  time  relaxing,  and 
that’s  where  Mom  came  in.  She 
would  get  everything  together  to 
get  Dad  away  for  a trip.” 

Cindy  R.  says  she  can  see  how 
her  career  as  a dietitian  may  have 
been  influenced  by  her  father’s 
profession.  “It’s  still  in  the  field 
of  helping  people  and  the  medical 
profession,  but  in  a different 
light.” 

The  professional  parent 

It’s  not  just  physicians  who 
spend  much  of  their  waking  hours 
away  from  the  home,  says  E. 

Bruno  Magliocco,  MD,  a 
psychiatrist  from  Cincinnati. 
“Physicians  are  not  much  different 
than  other  people”  in  this  regard. 
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“Everyone  wants  to  go  to  work, 
and  understandably  so,  but  no  one 
wants  to  do  the  parenting.” 

The  bottom  line  is,  if  you  make 
a full-time  commitment  to  your 
career,  you  may  be  forfeiting 
something  in  the  parenting 
department.  But  it’s  something 
that  most  professionals  hope  can 
be  salvaged  by  good  child  care  and 
quality  time  spent  together. 

“We  talk  a great  deal  about 
good  parenting  and  quality  time,” 
Dr.  Magliocco  says,  “but  what  one 
does  is  most  important.”  He 
references  a poll  in  a current  issue 
of  Psychiatry  Times,  in  which 
psychiatrists  give  their  views  on  the 
working  parent  issue.  “In  short, 
everybody  from  a theoretical  point 
of  view  says  it’s  important  that  the 
children  receive  good  parenting  in 
the  first  three  years,  that  the  first 
three  years  are  the  most  important 
. . . but  in  residencies,  for 
example,  these  psychiatrists  may  be 
working  up  to  80  to  90  hours  a 
week.”  It’s  hard  to  balance  those 
kind  of  hours  with  parenting. 

And  while  the  road  through 
medical  school  and  residencies  is 
often  fraught  with  ups  and  downs, 
according  to  Dr.  Magliocco,  “It’s 
much  more  difficult  to  be  a parent 
than  to  be  a physician.” 

Dr.  Maloney  agrees  that 
physicians  are  not  alone  in  the 
parent/profession  conflict.  But 
there  are  significant  differences 
between  the  medical  profession 
and  other  jobs.  “We  (physicians) 
look  at  the  ultimate  questions  of 
life  and  death,”  he  says.  “That’s  a 
different  level  of  involvement.  It’s 
hard  to  think  that  whether  your 
child  gets  to  go  to  the  prom  is 
important  when  one  of  your 
patients  is  dying.” 

Quality  time 

Time  is  a costly  and  valuable 
commodity,  and  no  one  knows 
that  better  than  the  physician.  As 
a young  physician  in  the  JAMA 
article  summed  up:  “Time  for 


work  comes  first;  time  for  family 
is  a distant  second;  and  time  for 
self  is  an  even  more  distant  third.” 
Many  of  the  members  of  the 
seminar  audience  admitted  that 
finding  enough  time  to  devote  to 
both  their  families  and  their 
practice  was  extremely  difficult.  “I 
have  three  children  under  6,  and 
I’m  trying  to  start  a new  practice,” 
explained  one  physician. 

There  are  no  easy  answers.  Dr. 
Maloney  admits.  “You  graduate 
from  medical  school  about  $50,000 
in  debt.  What  are  you  going  to  do, 
work  part  time?”  he  asks.  “People 
keep  talking  about  quality  time, 
but  what  does  it  mean?” 

Some  of  the  physicians  in  the 
audience  offered  some  of  their 
own  ideas  about  quality  time  and 
how  to  make  time  for  some  of  the 
little  things: 

• A physician  wife  and  mother 
says  her  physician  husband  takes 
their  child  to  breakfast  twice  a 
week  at  his  office  cafeteria  and 
then  drops  off  the  child  at  the 
sitter’s. 

• Another  physician  says  he  cut 
out  traveling  from  his  schedule 
because  he  decided  it  was  not  as 
important  as  it  once  was. 

• Several  women  physicians  say 
they  work  part  time. 

• One  physician  says  his  children 
work  for  him  during  the 
summer,  which  helps  them  to 
spend  more  time  together  and 
also  works  financially. 

• Another  physician  mother  takes 
her  children,  ages  6,  10  and  12, 
to  the  nursing  home  on 
Saturday  mornings  when  she 
makes  rounds.  This  works  only 
if  the  children  are  old  enough 
and  if  the  patients  are  receptive 
to  the  idea,  she  adds. 

Dr.  Maloney  says  he  has  tried  to 
free  up  some  of  his  time  by  not 
opening  throwaway  journals.  But 
then,  almost  everyone  has  a 
method  to  their  medical  magazine 
madness.  One  physician  says  he 
stacks  his  journals  in  piles. 


knowing  deep  down  that  it  is 
impossible  to  look  at  all  of  them. 
Then,  once  the  pile  gets  too  high, 
he  throws  them  all  out, 
rationalizing  that  they’re  already 
out  of  date. 

Dr.  Maloney  says  he  knows  a 
physician  who  stacks  the  journals 
in  foot-high  piles  on  a huge  desk 
in  his  office.  “He’s  like  a 
caricature  of  a physician,”  he  says 
...  a cartoon  character  neck-deep 
in  reading  material. 

In  any  case,  the  suggestions 
above  show  a willingness  by 
physicians  to  try  to  strike  a 
balance  between  the  time  they 
spend  in  their  profession  and  the 
time  they  spend  with  their  family. 

The  medical  marriage 

So  far  we’ve  heard  some 
comments  by  the  children  of 
physicians  . . . but  what  about  the 
physician’s  spouse?  (Most  of  the 
literature  still  refers  to  the  spouse 
as  the  doctor’s  wife,  although  the 
number  of  women  physicians 
continues  to  increase.  Dr.  Maloney 
points  out.) 

Being  the  wife  of  a doctor  is 
often  thought  of  with  distinction, 
but  it’s  not  necessarily  all  it’s 
cracked  up  to  be.  For  one  thing, 
“Physicians  always  have  an 
excuse”  for  being  late  or  for 
working  extra  hours.  “They’re 
immune  from  criticism  because 
they  provide  care,”  he  says. 

In  addition.  Dr.  Maloney  refers 
to  a study  that  suggests  that 
medical  care  provided  for  some 
doctors’  wives  does  not  conform 
to  medical  or  ethical  principles  in 
the  U.S.  Some  doctors  treat  their 
own  wives,  and  they  may  also 
regulate  their  wives’  access  to 
other  doctors,  who  may  in  turn 
defer  to  the  physician  husband’s 
opinion.  “This  is  not  good 
medical  care,”  Dr.  Maloney 
stresses.  He  urges  physicians  to 
think  about  where  to  draw  the  line 
in  this  type  of  “home  care.” 

continued  on  page  129 
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A Clinical  Opportunity  for 
Smoking  Intervention 


You  can  play  a special  role  in 
reaching  smokers.  Encourag- 
ing parents  not  to  smoke  can 
improve  the  health  of  the  en- 
tire family. 

Thke  a few  minutes  to  explain 
that  children  of  parents  who 
smoke  are  often  more  prone 
to  respiratory  infections.  Tfell 
them  that  young  children  of 
parents  who  smoke  are  more 
likely  to  become  smokers 
themselves. 


The  minutes  you  spend  can 
make  a difference  now,  and  in 
the  years  ahead. 

For  a free  copy  of  Clinical 
Opportunities  for  Smoking 
Intervention:  A Guide  for  the 
Busy  Physician,  complete  the 
form  below. 


ih A___. 


Mail  to: 

The  National  Heart.  Lung, 
and  Blood  Institute 
Smoking  Education  Progran 
National  Institutes  of  Health 
Building  31.  Room  4A  18 
Department  P-28 
Bethesda.  MD  20892 


Name 


City 


State.  Zii 


Z' 


Specialty 

Address 

Hill 


Physician  Parents  . . . continued 


Conclusion 

It’s  not  easy  to  balance  a busy 
work  schedule  with  a busy  family 
life.  Dr.  Maloney  concludes.  But 
when  you  are  available,  the  first 
step  is  to  sit  down  and  listen, 
whether  it’s  with  your  children, 
spouse,  colleagues,  secretary  or 
friends.  Sitting  down 
communicates  attention  and 
intimacy,  he  says. 

Next,  try  to  empathize  with 
what  the  other  person  is  saying, 
and  then  verbalize  their  comments 
back  to  them.  For  example,  “Now 
I know  why  it’s  important  for  you 
to  go  to  the  prom  ...” 

It’s  important  that  your  children 
know  what  you  actually  do  in  your 
profession.  Dr.  Maloney  continues. 


When  you  are 
available,  the  first  step 
is  to  sit  down  and 
listen,  whether  to  your 
children,  spouse, 
colleagues,  friends  . . . 


Don’t  just  tell  them,  “I’m  a 
radiologist’’  or  “I’m  a 
neurosurgeon’’;  take  them  to  see 
your  office.  “Sometimes  the  words 
themselves  don’t  mean  anything,’’ 
he  explains. 

You  may  also  want  to  install  a 
special  phone  line  in  your  office 
just  for  your  family,  so  that  your 
children  and  your  spouse  will  be 
able  to  reach  you,  he  adds. 

Perhaps  if  we  look  for  rewards 
within  the  family  and  rely  less  on 
the  prestige  of  our  profession,  we 
will  be  able  to  give  our  families  as 
much  attention  as  we  give  our 
patients,  he  says.  OSMA 


Deborah  A thy  is  Associate  Editor 

of  OHIO  Medicine. 


Where  do  you  go 
when  you  need  to  know 
more  about  your 
senior  patients? 

Read 
Every 
Issue 
from 
Cover 
to 

Cover! 


Well  take  good  care  of  you. 

Coming  in  the  next  issue: 

■ Alzheimer’s  disease:  What  do  we  know  now? 

■ What  to  do  for  congestive  heart  failure 

■ Do  senior  patients  need  to  stop  smoking? 

■ How  lab  values  for  older  patients  vary  from  normal 


Former  Councilor  dies 

H.  Judson  Reamy,  MD,  New 
Philadelphia,  a former  Seventh 
District  Councilor  to  the  OSMA, 
died  Tuesday,  January  3.  A 
Diplomate  of  the  American  Board 
of  Family  Practice  and  Fellow  of 
the  American  Academy  of  Family 
Physicians,  Dr.  Reamy  received  his 
medical  degree  from  Indiana 
University  in  1951.  He  served  as 
President  of  the  Ohio  Academy  of 
Family  Physicians,  and  was  the 
OSMA  Seventh  District  Councilor 
from  1978  to  1984. 
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Training 
Today’s  Health 
Professionals 


About  AIDS 


By  Karen  S.  Edwards 


So  far,  so  good. 

Despite  the  predicted  AIDS 
epidemic,  not  a single  HIV- 
infected  patient  has  wandered,  yet, 
into  your  practice.  So,  you  think, 
maybe  you  can  afford  to  put  off 
reading  that  AIDS  literature  just  a 
little  bit  longer  . . . maybe  you  can 
afford  to  miss  (Just  this  once,  of 
course)  that  AIDS  seminar  the 
county  medical  society  is 
sponsoring  next  week. 

But  then  again  . . . maybe  you 
can’t. 

Chances  are  good,  and  getting 
better,  that  no  matter  what 
specialty  you  practice,  no  matter 
where  you  practice,  you  are  going 
to  be  responsible  for  the  care  of 
an  AIDS  patient  sooner  or  later. 
Current  AIDS  statistics  show  that 
there  have  been  1,040  cases  of 
AIDS  reported  in  Ohio  — and 
each  county  in  the  state  has  at 


least  one  confirmed  case  within  its 
limits.  So,  now  is  the  time  to  be 
thinking  about  what  you  are  going 
to  do  when  that  AIDS  patient 
does  step  into  your  office.  How 
will  you  educate  your  staff?  How 
will  you  modify  your  practice 
procedures  to  reduce  the  risk  of 
infection?  How  will  you  phrase  the 
questions  about  the  patient’s 
sexual  history  and  how  will  you 
counsel  that  patient?  How  will  you 
handle  contact  notification?  How 
will  you  manage  the  case? 

Fortunately,  there  are 
organizations  and  resources  you 
can  turn  to  for  help.  Your  county 
and  state  health  departments, 
professional  and  specialty 
associations  and  local  hospitals  all 
have  information  and  specialists 
readily  available  to  you. 

Still,  there  is  one  resource  out 
there,  one  program  specifically 
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designed  to  help  you  and  other 
health  professionals  treat  AIDS 
patients  in  your  practice.  They  are 
“specialists,”  if  you  will,  known 
by  the  rather  cumbersome  name 
“The  East  Central  AIDS 
Education  and  Training  Center  for 
Health  Professionals”  — or 
ECAETC  (pronounced  ek-a-tek) 
for  short. 

ECAETC  is  a collaborative 
project  that  has  been  undertaken 
by  five  separate  institutions:  The 
Ohio  State  University;  the 
Cincinnati  Board  of  Health,  in 
conjunction  with  the  University  of 
Cincinnati;  the  University  of 
Kentucky;  the  University  of 
Michigan;  and  Meharry  Medical 
College  in  Tennessee. 

“While  most  of  the  state  and 
local  health  departments  have  been 
given  the  responsibility  of  patient 
or  public  education,  we  are 
charged  with  the  job  of  educating 
doctors,  nurses,  dentists  and  other 
health  professionals,”  says 
ECAETC  Director  James  A. 
Pearsol. 

The  charge  stems  directly  from 
Public  Law  99-591  which,  under 
the  authority  of  the  Public  Health 
Service  Act,  appropriated  funds  in 
1987  for  the  establishment  of 
AIDS  regional  education  and 
training  centers. 

Four  such  centers  were  funded 
in  September,  1987  (including 
ECAETC),  with  seven  more 
receiving  funds  in  March,  1988. 
Finally,  two  more  centers  were 
funded  late  last  year,  so  that  now 
the  United  States  is  completely 
blanketed  with  regional  training 
facilities. 

Of  course,  the  question  must  be 
raised:  How  necessary  are  these 
facilities?  In  light  of  the  efforts 


that  have  already  been  made  in 
education  by  the  aforementioned 
state  and  local  health  departments 
and  other  resource  groups  — is 
ECAETC,  and  others  of  its  kind, 
just  another  bureaucratic  waste  of 
time? 

“We’re  not  in  competition  with 
the  other  agencies,”  says  Pearsol. 
“We’re  here  to  work  with  them. 
ECAETC  can  provide  in-depth, 
individualized  education  and 
training  in  support  of  these  other 
agencies.” 

Besides,  there  are  a couple  of 
other  things  that  should  be  kept  in 
mind,  Pearsol  continues. 

First  of  all,  a division  of  labor 
is  probably  the  most  practical  way 
to  educate  everyone  on  the  subject 
of  AIDS  — public  and 
professionals  alike.  ECAETC’s 
focus  on  health  professionals 
allows  other  groups  to  direct  their 
attention  to  informing  the  public 
— obviously  a big  job  in  and  of 
itself. 

Second,  the  fact  remains  that 
more  and  more  health 
professionals  will  need  training  in 
this  area  as  the  AIDS  epidemic 
begins  to  affect  more  and  more 
individuals  outside  of  the  original 
risk  groups. 

So  “need”  doesn’t  appear  to  be 
a problem  for  this  still-young 
(ECAETC  is  just  beginning  its 
second  year)  organization.  What  is 
a problem,  however,  is  trying  to 
convince  health  professionals  that 
quality  education  and  training  in 
this  area  are  needed. 

“Physicians  are  busy,”  says 
Pearsol,  sympathetically,  “and 
many  of  them  can’t  take  time  away 
from  hectic  practices  to  be  trained 
how  to  treat  something  they  don’t 
believe  they  are  ever  going  to  see.” 


It’s  for  this  reason  that  much  of 
the  training  material  that  has  been 
generated  by  ECAETC  to  date  is 
of  a self-taught  nature.  While  the 
group  is  certainly  willing  and  ready 
to  put  on  seminars  and 
conferences,  as  it  did  this  past 
summer  in  Cincinnati,  it  has  found 
that  the  best  way  to  disseminate 
information  is  to  simply  hand  the 
material  to  the  busy  practitioner 
and  let  him  or  her  digest  it  at  will. 

This  material,  incidentally,  is 
almost  exclusively  videotape. 

“AIDS  in  a Primary  Care  Setting” 
is  geared  primarily  for  the 
physician’s  office  staff,  while 
“AIDS:  Identifying  Community 
Resources”  is  a generic  look  at  the 
type  of  help  that’s  available 
throughout  the  country,  with  an 
area-specific  resource  manual  to 
provide  even  further  suggestions. 

A videotape  has  also  been 
prepared  to  help  “first 
responders”  — i.e.  emergency 
medicine  personnel  — deal  with 
infection  control  of  AIDS  patients 
in  emergency  situations;  and  two 
videotapes  have  been  designed 
specifically  for  primary  care 
physicians.  One  of  these  deals  with 
AIDS  epidemiology,  the  other  with 
the  testing  for  the  HIV  virus. 

Perhaps  the  most  helpful 
program  for  the  practicing 
physician,  however,  will  be  a 
computer-based  self-instruction 
package  titled  “AIDS:  Vignettes 
for  Physicians.”  The  program, 
acceptable  for  2Vi  prescribed  hours 
by  the  American  Academy  of 
Family  Physicians,  simulates  four 
AIDS-related  cases  and  describes 
the  role  the  physician  would  play 
in  each. 

While  ECAETC  monitors  — 
and  makes  available  — material 
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Training  Today’s  Health  Professionals  . . . continued 


that  has  already  been  published  on 
the  subject  of  AIDS,  it  also 
generates  its  own  printed  matter, 
says  Pearsol. 

The  material  developed  by 
ECAETC  is  up  to  one  of  the 
program’s  two  committees  — 
specifically,  the 
Criteria/Assessment  Advisory 
Committee. 

This  committee  is  composed  of 
representatives  from  an  array  of 
facilities,  groups  and  institutions 

— substance  abuse  centers, 
minority  and  alternative  lifestyle 
groups,  and  state  and  local  health 
departments,  for  example.  The 
committee’s  duty  is  to  both  advise 
the  group  on  what  the  needs  are 
regarding  education  and  then  to 
help  ECAETC  develop  the  material 
needed. 

“I  think  we  have  made  great 
strides  in  generating  educational 
material  for  professionals  over  the 
last  two  years,”  says  Pearsol. 

The  ECAETC  staff  plans  to 
update  its  training  tools  every  two 
years  and  to  add  material,  or 
supplement  it,  as  the  committee 
sees  fit. 

Pearsol’s  greatest  pleasure 
however  is  that  the  material  has 
been  tailor-made  for  the  physician: 

‘T  think  most  physicians  today 
are  familiar  enough  with  ‘AIDS 
101.’  They’ve  reached  a saturation 
point  with  the  basic  information. 
Now,  they  want  more  information, 
the  latest  information,  information 
they  can  apply  in  their  practices.” 

That’s  the  kind  of  material 
ECAETC  is  hoping  it’s  turning  out 

— the  practical,  nuts-and-bolts 
stuff. 

Assisting  the  Criteria/Assessment 
Advisory  Committee  is  ECAETC’s 
second  committee,  the  Professional 


Liaison  Committee.  This  group  is 
composed  of  representatives  from 
the  various  professional  groups, 
including  the  American  Medical 
Association.  The  committee’s 
charge  is  threefold;  it  advises 
ECAETC’s  staff  on  providers’ 
needs  and  interests  regarding 
AIDS;  it  facilitates  communication 
to  state  and  local  professional 
groups;  and  it  helps  to  disseminate 
the  information  and  material 
generated  by  ECAETC. 

However,  with  regard  to  this  last 
function,  they  are  by  no  means 
operating  alone. 

Various  communications 
departments  have  been  called  on 
from  time  to  time  to  spread  the 
word  that  ECAETC  material  is 
available  to  professionals  who  may 
need  some  help. 

‘‘We  intend  to  let  demand  guide 
how  much  further  we  should 
distribute  our  material,”  says 
Pearsol,  and  yet  he  indicates  that 
distribution  will  broaden 
considerably  over  the  next  few 
years  as  a marketing  plan, 
publicizing  the  videotapes  and 
other  educational  tools  prepared 
by  ECAETC  staff,  gets  under  way 
this  year.  A newsletter,  ‘‘AIDS 
Link,”  may  also  increase  its 
circulation  base  as  news  of  its 
existence  spreads  to  professionals 
throughout  the  region. 

Yet  as  much  as  ECAETC  has 
already  done  to  help  professionals 
in  their  battle  against  AIDS, 

Pearsol  acknowledges  that  even 
more  needs  to  be  accomplished. 

‘‘It’s  possible  we  may  even 
extend  our  project  to  include  other 
professional  groups,  like  teachers,” 
he  says. 

Obviously,  he  and  others  are 
looking  beyond  the  three-year  time 

i 


132 


OHIO  Medicine 


frame  that  the  public  grant  has 
provided  for. 

“There  is  a general  feeling  that 
three  years  is  just  too  brief  a time 
to  accomplish  all  that  needs  to  be 
done,”  says  Pearsol. 

He’s  hoping  that  when  the  final 
monies  (allotted  to  the  five 
collaborating  institutions  for  each 
year  of  the  program’s  existence) 
runs  out  in  August,  1990,  federal 
sponsors  will  step  in  to  provide 
additional  competitive  funding. 

“I  think  they  will  look  closely  at 
all  13  regional  training  centers,  and 
make  a decision  to  renew 
the  project,”  says  Pearsol. 

If  not,  the  outside 
business  community,  which 
has  already  supported  some 
of  ECAETC’s  projects  with 
additional  monies,  may 
conceivably  lend  a hand. 

In  either  case,  the  future 
of  ECAETC  looks  optimistic. 

“Education  is  presently  the  only 
way  we  have  of  fighting  AIDS,” 
says  Pearsol. 

And  by  educating  physicians  — 
not  only  on  how  to  treat  AIDS 
patients,  but  also  on  how  to 
effectively  educate  the  rest  of  the 
community  on  the  subject  of 
AIDS  and  AIDS  prevention  — it 
seems  safe  to  say  that  ECAETC 
may  have  just  considerably 
improved  the  profession’s  odds  of 
winning  its  battle  against 
AIDS.  OSMA 


Four  states  compose  the  East 
Central  AIDS  Education  and 
Training  Center.  Ohio  is 
involved  through  OSU 
and  the  University  of 
Cincinnati  in 
cooperation  with  the 
Cincinnati  Health 
Department. 
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For  the  brain/bowel  conflict  of  IBS* 


Specify 

Adjunctive 


Antianxiety 

Antisecretoiy 

Antispasmodic 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg 
clidinium  bromide. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows; 
"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications;  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCl  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating 
machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  aU  anticholinergics,  inhibition  of  lactation  may  occur. 
Withdrawal  s3rmptoms  of  the  barbiturate  type  have  occurred 
after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and 
Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed 
and  tolerated) . Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such 


as  MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treating  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established.  Inform  patients  to  consult  physician 
before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When  chlordi- 
azepoxide HCl  is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoidable  in  most  cases 
by  proper  dosage  adjustment,  but  also  occasionally  observed  at 
lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  patterns 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occa- 
sionally with  chlordiazepoxide  HCl,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy, 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diets. 

Drug  Abuse  and  Di  ndence:  Withdrawal  symptoms  similar  to 

those  noted  with  bare  iurates  and  alcohol  have  occurred  following 
abrupt  discontinuance  of  chlordiazepoxide;  more  severe  seen  after 
excessive  doses  over  extended  periods;  milder  after  taking  contin- 
uously at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully 
supervise  addiction-prone  individi  ^Is  because  of  predisposition  to 
habituation  and  dependence. 

PI  026S 

Roche  Products  Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


When  it's  brain  versus  bowel, 


ITS  TIME 
HHITHE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Lihrax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  ©1988  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


Dosing  Flexibility 

JVndroid/5:?ia/25 

Methyltestosterone  U.S.P  Tablets 


Androidvf 

Fluoxymesterone  U.S.P  Tablets,  10  mg. 


REFER  TD 

PDR 


For  Full  Prescribing 
Information. 
Please  See  PDR, 


BROWN  PHARMACEUTICAL  COMPANY,  INC.  3300  Hyland  Avenue,  Costa  Mesa,  CA  92626 


FOCUS  ON  MEMBERSHIP 


"Part  of  the  Whole . . 

Members  of  the  OSMA  Committee  on 
Membership  speak  up  for  OSMA  and  organized 
medicine. 


Daniel  E.  Santos,  MD 
Cincinnati,  Ohio 

OSMA  member  since  1970 

Acting  Chairman 
Membership  Committee 


Within  ourselves,  there  is  a 
sense  of  belonging,  a 
desire  to  be  part  of  a 
whole,  yet  there  are  times  when  a 
maverick’s  role  becomes  the  only 
choice  and  may  be  laudable.  If  no 
alternative  options  are  available, 
such  a choice  is  understandable. 

Medicine,  however,  as  a 
profession  has  been  battered  from 
all  directions  and  the  practicing 
physician  backed  up  against  the 
wall.  Small  wonder,  then,  that 
medical  school  applicants  and 
enrollees  have  dwindled.  Medicine 
is  no  longer  viewed  by  the  young 
bright  student  as  a glamour 
profession,  and  unless  the 
physicians  of  today  present  a 
united  front,  we  may  see  the 
decline  of  this  lovable  species. 

The  only  way,  in  my  opinion, 
for  this  endangered  species,  the 
physician,  to  survive  is  to  take  an 
active  role  in  shaping  its  future. 
Participatory  leadership  through 
active  membership  in  the  state 
(Ohio  State  Medical  Association) 
and  national  (American  Medical 
Association)  organizations  seems 
the  only  option  left  in  achieving 
our  goals.  For  as  soloists  and 
mavericks,  we  fall  — united  we 
stand. 


Some  may  question  the  validity 
of  this  statement  and  some  FMG 
colleagues  may  raise  their 
eyebrows.  As  splintered  groups,  we 
will  be  but  voices  in  the 
wilderness,  we  will  be  but  shadows 
in  the  dim  light,  we  will  be  but 


‘^The  only  way  for 
this  endangered 
species,  the  physician, 
to  survive  is  to  take  an 
active  role  in  shaping 
its  future  A" 


silhouettes  in  the  naked  sun, 
shapes  but  no  substance.  As  an 
organized  body  we  have  all,  and 
the  clouds  over  our  profession 
shall  fade  away. 

Let  us  not  be  mavericks  this 
time,  let  us  all  be  part  of  a whole. 
It  can  be  beautiful. 

continued  on  page  139 
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A HEALTHY  NEW  SIGN 
IN  WEST  VIRGINIA 


The  road  to  recovery  runs  both  ways.  Proof 
of  that  is  the  new  120-bed  Women  and  Children's 
Hospital  of  West  Virginia.  A healthy  new  sign 
for  us  all. 

Women  and  Children's  is  a tertiary  and  special- 
ized care  facility  of  Charleston  Area  Medical 
Center  devoted  exclusively  to  the  physical  and 
emotional  needs  of  women  and  children.  And 
a new  referral  source  for  you,  the  doctors  who 
care  for  them. 


State-of-the-art  technology  combines  with  special- 
ists and  sub-specialists  in  fields  such  as: 

• Infertility  • Perinatology  • Neonatology 
• Pediatric  cardiology,  hematology, 
oncology,  nephrology 

We  value  your  referrals  for  consultation  or  tertiary 
services.  And  we  invite  you  to  take  a tour  of  our 
hospital.  To  arrange  a tour,  or  for  more  information,  call 
our  administrator,  Shirley  Perry  at  (304)  347-9233. 


Women  and 
Children's  Hospital 


Division  of  Charleston  Area  Medical  Center 
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OHIO  Medicine 


Part  of  the  Whole  . . . continued 


Glen  F.  Aukerman,  MD 

Jackson  Center,  Ohio 
OSMA  member  since  1967 


Claire  V.  Wolfe,  MD 

Columbus,  Ohio 
OSMA  member  since  1973 


We  often  observe  that  there 
are  two  different  attitudes 
toward  physicians 
involved  in  organized  medicine. 
Some  physicians  feel  that  they  are 
too  busy  to  get  involved;  they 
prefer  to  let  someone  else  do  it 
and  reason  that  there  are  other 
physicians  who  have  more  time 
than  they  do. 

The  other  type  of  physicians, 
however,  are  the  ones  that  are 
somewhat  realistic,  I believe,  and 
realize  physicians,  like  other  people 
in  our  society,  are  only  as  busy  as 
they  make  themselves.  There  is 
always  time  for  something 
important.  There  is  always  time  to 
be  involved  in  organized  medicine, 
time  for  your  family,  as  well  as 
time  to  exercise  your  beliefs.  When 
it  comes  to  organized  medicine, 
there  is  no  one  else  who  can 
contribute  to  organized  medicine 
what  you  have  to  contribute.  That 
is,  for  example,  your  own  unique 
personal  experience,  your  own 
unique  personal  perspective,  and 
your  own  unique  personal 
creativity. 

My  involvement  in  organized 


1am  an  inveterate  recruiter.  1 
firmly  believe  that  the  House 
of  Medicine  must  speak  with 
one  voice,  even  if  within  the  House 
we  have  lively  discussion  about  the 
issues.  In  fact,  there  is  no  place 
better  than  within  one’s  own  home 
for  addressing  the  events  which 
impact  on  each  member  of  the 
family.  In  healthy  families,  such 
debates  will  provide  its  future.  The 
locker  room  may  provide  a forum 
for  dissent,  but  it  rarely  provides 
the  means  toward  getting  things 
done  with  any  unity.  OSMA  is  the 
physician’s  family. 

The  intensity  of  medicine  has 
changed  recently,  not  only  the 
intensity  of  technological  advances, 
but  the  intensity  of  the  focus  on 
physicians  as  the  root  of  many  of 


medicine  began  about  20  years  ago 
when  1 was  complaining  to  a 
senior  physician.  Dr.  David  Barr, 
in  Lima,  Ohio,  that  I was  not 
happy  with  the  way  some  things 
were  going  in  organized  medicine. 
After  listening  to  a good  bit  of 
growling  and  grumbling,  he  finally 
observed  that  it  appeared  to  him 
that  if  I wasn’t  satisfied  about  how 
things  were  done,  then  I had  an 
obligation  to  get  involved  and  give 
more  than  just  lip  service  to  my 
commitment  to  organized 
medicine,  good  quality  care,  and 
my  patients.  Since  that  time,  I 
have  become  involved  to  the  limit 
of  my  capacity  and  to  the  limit  of 
my  ability.  Frankly,  1 must  admit 
that  it  is  a lot  more  satisfying  to 
help  provide  direction  for  medicine 
than  to  be  directed  in  medicine.  It 
is  a lot  more  satisfying  to  be 
working  on  my  goals  in  medicine 
rather  than  someone  else’s.  And,  it 
is  a lot  more  satisfying  to  me  to 
know  that  I am  doing  as  much  as 
I can  do  to  help  resolve  problems 
that  I see  in  organized  medicine, 
health-care  delivery,  and  in  the 
governmental  aspects  of  medicine. 


medicine’s  current  challenges,  from 
its  high  costs  to  the  growing 
perception  of  depersonalization  in 
health  care.  To  protect  the 
availability  of  services  to  our 
patients,  to  allow  physicians  to 


‘‘OSMA  is  the 
physician's  family." 


deliver  those  services  fully,  to 
answer  the  challenge  of 
government  and  third-party  payors, 
physicians  must  speak  with  one 
voice.  OSMA  membership  is  that 
voice  and  your  membership  makes 
it  happen. 
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OBITUARIES 


HARRIET  HOWES  BEEMAN, 

MD,  Cincinnati;  University  of 
Cincinnati  College  of  Medicine, 
1946;  age  77;  died  November  11, 
1988;  member  OSMA  and  AMA 


JAMES  B.  BIRCH,  MD, 

Youngstown;  Univ.  of  Pennsylvania 
School  of  Medicine,  Philadelphia, 
PA,  1927;  age  86;  died  November 
1,  1988;  member  OSMA  and 
AMA. 


SYLVESTER  T.  CENTRONE, 

MD,  Canton;  Facolta  di  Medicina 
e Chirurgia  dell’  Universita  di 
Bologna,  Bologna,  Italy,  1940;  age 
78;  died  November  18,  1988; 
member  OSMA  and  AMA. 


STUART  M.  DENMARK,  MD, 

Dayton;  New  York  University 
School  of  Medicine,  New  York, 
NY,  1950;  age  63;  died  December 
9,  1988;  member  OSMA  and 
AMA. 


MORRIS  L.  EIGENFELD,  MD, 

Cleveland;  Case  Western  Reserve 
University  School  of  Medicine, 
1939;  age  74;  died  November  19, 
1988;  member  OSMA. 


GERALD  C GROUT,  MD, 

Dayton;  Hahnemann  Medical 
College  of  Philadelphia, 
Philadelphia,  PA,  1926;  age  86; 
died  December  10,  1988;  member 
OSMA  and  AMA. 


End 
on  the 
right 
note 


Do  not  substitute 


Medically  necessary 


1 

5^ 

Dispense  as  written' 

*Or  as  your  state  requires. 

TRANXENE* 

(clorazepate 
dipotassium)  G 


FREDERICK  W.  JAMES,  MD, 

London,  Ontario,  Canada; 
University  of  Western  Ontario 
Faculty  of  Medicine,  London, 
Ontario,  Canada,  1923;  age  91; 
died  November  20,  1988;  member 
OSMA  and  AMA. 


a Abbott  Pharmaceuticals,  Inc. 
North  Chicago,  Illinois  60064 
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LOSS  AWARENESS 


When  the  Time  Comes  . . . 
Some  Helpful  Hints  for 
Depositions 


In  today’s  litigious  climate 
virtually  every  physician  can  expect 
to  undergo  an  oral  deposition, 
either  as  the  defendant  in  a 
medical  professional  liability  action 
or  as  an  expert  witness. 

How  well  prepared  you  are  and 
how  you  conduct  yourself  at  a 
deposition  can  play  a crucial  role 
in  the  outcome  of  the  lawsuit. 

While  it  is  essential  to  have  a 
thorough  briefing  with  your 
attorney  in  advance  of  a 
deposition,  here  are  a few  hints  on 
both  preparation  and  performance. 

• First  and  foremost,  always  tell 
the  truth.  This  is  a simple  rule 
of  self  preservation.  If  you 
make  an  error,  simply  state  that 
you  were  mistaken  and  correct 
your  statement. 

• Take  your  time,  go  slow  and 
think  before  you  speak.  Listen 
attentively  to  the  question, 
ponder  a moment,  and  frame 
the  proper  response  in  your 
mind  before  speaking. 

• Answer  only  the  question  you 
are  asked  and  nothing  more. 
Avoid  volunteering  additional 
information  that  may  open  up 
new  areas. 

• Do  not  guess.  If  you  don’t 
know  the  answer,  say  so. 

• Never  characterize  your 
testimony  by  using  such  phrases 
as  “in  all  frankness’’  or  “to  be 
truthful.’’  Just  provide  the  facts. 

• Try  to  avoid  the  use  of 
superlatives  such  as  “I  never,’’ 

“I  always,’’  “invariably,”  or  “in 
all  instances.” 

• Do  not  let  the  examiner  put 


words  in  your  mouth  by 
accepting  his/her 
characterization  of  time, 
distance,  personalities,  events 
and  similar  matters.  Restate 
those  facts  in  your  original  or 
previous  words  as  you  know 
them  to  be  true. 

Pay  particular  attention  to 
introductory  clauses  preceding 
the  body  of  a question. 

“Leading  questions”  generally 
are  preceded  by  statements  that 
are  either  half-truths  or  contain 
facts  the  examiner  may  know 
are  not  accurate.  By  responding 
“yes”  or  “no”  you  may  be 
accepting  a set  of  conflicting  or 
partially  untrue  facts. 

Do  not  accept  the  examiner’s 
summary  of  your  prior 
testimony  by  responding  “yes.” 
Simply  state  that  your  previous 
statements  were  accurate  and 
that  you  stand  upon  your 
testimony. 

Never  volunteer  to  supply  any 
documents  or  other  evidence. 
Leave  that  to  your  attorney. 
Never  express  anger  or  argue 
with  the  examiner.  Testify  in  a 
calm,  confident  manner  and  do 
not  attempt  levity  or  suggest 
even  the  mildest  obscenity. 

Do  not  attempt  to  educate  the 
examiner  if  he/she  seems 
confused  or  unable  to 
comprehend  a term  or 
procedure  you  have  mentioned. 
This  may  be  a trap  to  get  you 
to  expand  your  information. 
Stick  to  the  facts  as  presented  in 
a knowledgeable  clear-cut 


fashion. 

Do  not  hesitate  to  ask  your 
attorney  about  anything  you  do 
not  understand.  Remember  that 
this  is  a deposition  and  you 
may  request  time  to  consult 
privately  with  an  attorney  prior 
to  answering  a question.  It  is 
better  to  delay  your  response,  in 
order  to  be  sure  your  response 
is  correct  and  appropriate. 

If  a document  is  an  exhibit  at 
the  time  of  deposition,  and  you 
are  asked  a question  about  that 
document,  take  time  to 
thoroughly  examine  it  prior  to 
answering  any  specific 
questions. 

Do  not  expand  on  your 
response  after  you  feel  it  is 
complete.  An  examiner  may 
pause  as  if  additional 
information  is  forthcoming, 
placing  you  in  danger  of 
appearing  to  alter  your 
response. 

When  an  objection  is  made  by 
your  attorney  to  a particular 
phrase  or  question,  listen  to  the 
objection  very  carefully.  Often, 
your  attorney’s  objection  will  be 
worded  to  give  you  an  insight 
into  the  problem  he  sees  in  the 
question,  and  will  hint  at  how 
you  can  best  respond. 

Relax,  be  confident  and 
remember  that  the  purpose  of 
your  testimony  is  to  permit 
development  of  the  facts  and 
evaluation  of  the  merits  of  the 
case.  You  are  in  control  of  your 
expert  responses  to  appropriate 
continued  on  page  159 
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Agency  Reference 

To  find  the  PICO  agent(s)  in  your  area,  consult  the  listing  below. 


AKRON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
P.O.  Box  8629 

Youngstown,  Ohio  44507-8629 
Ohio  toll-free:  800-362-6577 
(Also  serving  Conneaut) 

BEACHWOOD 

R.  Macknin  Insurance  Agency,  Inc. 
3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2574 

CANTON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Barkdull  & Guckenberger 
125  E.  Court  Street 
Cincinnati,  Ohio  45202 
(513)  381-3100 
FMS  Insurance  Agency 
125  E.  Court  Street 
Cincinnati,  Ohio  45202 
(513)  381-0811 

Hoffman,  Ries  & Associates 
7770  Cooper  Road 
Cincinnati,  Ohio  45242 
(513)  791-5401 

Rudd  Insurance  Agency,  Inc. 
239  West  Court  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Haas  Insurance  Agency 
25000  Center  Ridge  Road 
Parkway  Place  #4 
Westlake,  Ohio  44145 
(216)  871-8720 


26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
Columbia  Station,  Ohio  44028 
(216)  235-8585 

R.  Macknin  Insurance  Agency,  Inc. 

3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 
24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-6950 
United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 

COLUMBUS 

Neil  Governor  & Associates 
38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

Grubers'  Columbus  Agency,  Inc. 
3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

The  Johnson  Insurance  Agency 
685  N.  Hague  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 
Marsh  & McLennan,  Inc, 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  461-6400 

McCaffrey  Insurance  Agency 
2935  Kenny  Road,  Suite  100 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson-Parkhill  Insurance  Agency 
617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Associated  Insurance  Consultants,  Inc. 
The  Executive  Building 
1250  W.  Dorothy  Lane 
Dayton,  Ohio  45409 
(513)  293-6000 

Baldwin  & Whitney  Agency,  Inc. 
15  E.  Fourth  Street 
P.O.  Box  1814 
Dayton,  Ohio  45401 
(513)  223-3181 

(Also  serving  Montgomery,  Miami, 

Greene,  Preble  and  Darke  counties) 


Bob  Doyle 

Miami  Valley  Insurance  Associates 
3617  Dayton-Xenia  Road 
Dayton,  Ohio  45432 
(513)  429-5600 
(Serving  Montgomery  and 
Greene  Counties) 

ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 
Ohio  Toll-Free: 
800-356-8415 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
822  South  7th  Street 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  E.  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

Stolly  Insurance,  Inc, 

1730  Allentown  Road 
P.O.  Box  1666 
Lima,  Ohio  45805 
(419)  227-2570 

(Serving  Allen,  Auglaize,  Putnam, 
Hancock  and  VanWert  Counties) 

MEDINA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
Ohio  Toll-Free: 
800-356-8415 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 

NEW  BOSTON 

Riffe  & Bennett 
Insurance  Agency,  Inc. 

422  Center  Street 
New  Boston,  Ohio  45662 
(614)  456-4191 
(Serving  Scioto,  Pike  and 
Lawrence  counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Geo.  Gilmore  & Son  Insurance 
109  North  5th  Street 
P.O.  Box  237 
Steubenville,  Ohio  43952 
(614)  282-9791 

TOLEDO 

Benham  Insurance  Associates,  Inc. 
5133  S.  Main  Street 
P.O.  Box  369 
Sylvania,  Ohio  43560 
(419)  882-7117 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co. 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
P.O.  Box  8629 

Youngstown,  Ohio  44507-8629 
Ohio  toll-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
P.O.  Box  8629 

Youngstown,  Ohio  44507-8629 
(216)  788-6577 
Ohio  toll-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 
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PROBLEMS? 


Finally 

Something  That 
Makes  Dollars  & 

Sense! 


Announcing  an  innovative  new  service  that  is  easy 
to  use,  customized  to  your  needs  and  ready  for  your 
immediate  use: 


O Developed,  owned  and  operated  by  a 
physician  like  yourself. 

O Personalized  service  that  is  professional, 
ethical  and  confidential. 

O Operates  on  a flat,  manageable,  per  account 
fee  with  discounts  for  volume.  Requires  no 
annual  fee  and  contains  no  hidden  costs  or 
percentages. 

O Makes  all  payments  from  patients  directly 
to  you. 


O Allows  you  to  select  one  of  three  levels  of 
collection  per  account. 

O Ideal  for  collection  of  accounts  over  30  days 
and  up  to  6 years. 

O Operates  via  U.S.  mall  service  for  collection 
worldwide. 

O Provides  staff  attorney. 

O Offers  “Guaranteed  Collection  Return”  results. 


Why  wait? 

Caii  21 6/529-9595  Today! 


Physicians  Income  Recovery  Service,  Ine. 
15400  Madison  Avenue,  Lakewood,  Ohio  44107 
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Turning  teens  on  to  medicine 


Youngsters  who  have  always 
envisioned  themselves 
becoming  doctors  and 
nurses  will  no  longer  have  to  wait 
quite  so  long  to  realize  their 
dreams. 

At  least  not  in  Cincinnati. 
Starting  this  fall,  freshman  and 
sophomore  students  there  will 
begin  attending  the  Queen  City’s 
newly  established  health  sciences 
high  school,  which  will  be 
specifically  aimed  at  attracting 
teen-agers  to  the  medical  field. 

“The  idea  came  from  the 
Greater  Cincinnati  Hospital 
Council  about  six  months  ago,” 
explains  James  J.  Anthony,  MD, 
current  president  of  the  Cincinnati 
Academy  of  Medicine.  “It 
developed  the  idea,  primarily 
thinking  about  the  nursing 
shortage.”  The  council 
subsequently  presented  the  idea  to 
the  Cincinnati  Public  Schools, 
enlisted  the  help  of  the  Academy 
of  Medicine,  and  established  a task 
force  (of  which  Dr.  Anthony  is  a 
member)  to  spearhead  the  project. 

“Education  is  a part  of 
(physicians’)  lives,”  Dr.  Anthony 
says  of  the  Academy’s 
involvement.  “You  never  stop 
learning.  Never,  ever,  ever  ...  So 
it’s  very  natural  for  us  to  join  in 
this  venture.” 

Although  it  was  agreed  that  the 
new  high  school  should  operate 


along  the  same  lines  of  the 
alternative  school  system  that  has 
been  so  successful  in  Cincinnati, 
members  of  the  task  force, 
including  Dr.  Anthony,  were 
eventually  dispatched  to  Los 
Angeles  and  Houston  to  observe 
several  model  health  sciences  high 
schools.  One  that  struck  Dr. 
Anthony  in  particular  was  the 
Watts  Project  in  Los  Angeles,  a 
community-based  project  that 
manages  to  incorporate  a health 
sciences  high  school,  university, 
medical  school  and  hospital  all  on 
one  campus. 

“The  thing  that  was  really 
wonderful  was  to  see  . . . how 
minority  students  were  being 
brought  along,  being  brought  into 
the  mainstream,”  Dr.  Anthony 
says.  “It  was  very  clearly  aimed  at 
bringing  along  minority  students  in 
the  health-care  field.” 

Of  course,  Cincinnati  is  no  Los 
Angeles  with  regard  to  its  number 
of  minority  students  (Actually,  Dr. 
Anthony  notes,  “Whites  are  the 
minority  there”),  but  the  new  high 
school  will  assume  the  same  focus, 
he  says. 

“Cincinnati  is  really  no  different 
than  any  other  big  city.  We  have  a 
large  minority  population.  We  also 
have  a high  drop-out  rate  among 
minorities.  This  (high  school)  is 
the  kind  of  thing  that  can  reverse 
that.” 
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Turning  teens  on  to  medicine  . . . continued 


At  any  rate,  he  says,  “It  will  be 
an  important  factor  in  developing 
this.” 

If  task  force  members  weren’t 
impressed  by  the  schools 
themselves,  one  look  at  their  track 
records  should  prove  their  worth: 
90%  of  the  students  at  the  three 
high  schools  observed  go  on  to 
college,  and  the  school  in  Houston 
has  produced  80  physicians  in  its 
16-year  history  — more  than  any 
other  high  school  in  the  country, 
according  to  Dr.  Anthony. 

The  schools  are  so  popular,  he 
adds,  that  one  school  regularly 
fields  1,000  applications  for  its  200 
available  openings. 

Choosing  a curriculum 

After  reviewing  the  task  force’s 
findings  in  late  November  of  last 
year,  the  Cincinnati  Public  Schools 
officially  approved  plans  to  go 
ahead  with  the  high  school. 

The  school  system’s  next  step 
will  be  to  devise  a curriculum  for 
the  school,  although  Dr.  Anthony 
indicates  that  the  teaching  method 
used  in  other  Cincinnati  alternative 
schools  — the  Paideia  method  — 
will  most  likely  be  adopted. 
“Apparently,”  he  says,  “it’s  just 
a fabulous  program.  It  has  to  do 
with  classical  education.” 

John  Clark,  Associate  Director 
of  Alternative  Program 
Development  for  the  Cincinnati 
Public  Schools,  elaborates: 
“Paideia  is  a method  of 
teaching,”  he  says,  that  is  based 
on  educational  reform.  “What  it 
does  is  say  we  have  to  reform 


elementary  and  secondary 
education  in  the  United  States.” 

To  be  more  specific,  the  Paideia 
method  shuns  the  popular  teacher 
talk/pupil  listen  method  of 
teaching,  which,  Clark  says,  makes 
up  90%  of  teaching  in  most 
formal  classrooms.  The  Paideia 
method  does  advocate  some 
instructional  teaching,  but  limits  it 
to  about  20%  of  the  total 
curriculum,  he  says.  Another  60% 
is  devoted  to  developing  skills 
through  practice/repetition,  while 
another  20%  is  spent  studying 
“the  great  ideas  of  man,”  i.e., 
famous  pieces  of  literature.  Under 
Paideia,  schools  also  strive  to 
achieve  low  teacher/pupil  ratios  — 
ideally,  about  1:8. 

Incorporating  the  Paideia 
method  makes  sense  for  two 


reasons.  Dr.  Anthony  says:  First, 
it’s  already  well  established  in  the 
Cincinnati  school  system,  and 
second,  it  should  eliminate  any 
concerns  that  students  will  ignore 
the  humanities  and  become  too 
science-oriented  — a common 
criticism  that  has  plagued  many  of 
today’s  medical  students. 

“Because  of  the  Paideia 
program  being  based  in  the 


humanities,  that’s  going  to  be 
avoided,”  Dr.  Anthony  says. 

“But  to  be  honest,  I must  admit 
that  1 was  skeptical  before  I went 
West,  but  what  1 saw  out  there 
were  students  who  were  destined 
to  be  drop-outs  who  were 
becoming  successful  college 
students,  and  that  by  far 
outweighs  any  concern.” 

After  all,  he  adds,  “What  we’re 
dealing  with  here  is  not 
humanities,  but  humanity.'''’ 
Students  will  not  be  the  only 
ones  to  embrace  the  Paideia 
method,  say  both  Clark  and  Dr. 
Anthony.  “The  idea,”  says  Clark, 
“is  to  train  the  teachers  in  the 
Paideia  approach”  and  to  hire 
additional  teachers  when  necessary 
in  order  to  close  the  teacher/pupil 
ratio.  Adds  Dr.  Anthony:  “Most 


of  the  teachers  will  be  normal  high 
school  teachers  . . . who  have 
been  trained  in  specialties  — 
maybe  from  taking  part  in  our 
mini-internship  program.” 

Because  the  school  will  be 
located  in  what  is  now  Hughes 
High  School,  which  is  next  to 
Deaconness  Hospital  and  minutes 
away  from  Good  Samaritan 
Hospital,  school  administrators 


i 


''By  the  time  they  finish  12th  grade,  they 
(will)  have  a very  broad  view  of  medicine 
. . . and  have  a notion  of  whether  it's  for 
them.  ” 
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hope  to  establish  a hospital-based 
internship  program  for  junior-  and 
senior-level  students. 

“We  hope  to  get  hospital 
personnel  to  come  over  (to  the 
school),  maybe  as  guidance 
counselors,  and  acquaint  students 
with  the  health  profession”  during 
their  freshman  and  sophomore 
years,  says  Clark,  adding  that 
Deaconness  Hospital  has  already 
indicated  an  interest  in 
participating.  That  way,  he  says, 
students  would  be  better  prepared 
to  select  an  area  of  special  interest 
on  which  to  focus  during  their 
third  and  fourth  years. 

Adds  Dr.  Anthony:  “As  far  as 
the  actual  implementation  of  the 
program,  there  will  (ideally)  be 
work  stations  in  hospitals. 

“A  student,  for  example,  may 
spend  six  weeks  in  a delivery 
room,  actually  watching  births, 
learning  about  the  obstetrical  end 
of  medicine.”  Six  weeks  later,  they 
may  find  themselves  in 
orthopedics,  studying  bones  and 
learning  to  apply  casts. 


Greene  County  Medical 

To  celebrate  its  recent 

centennial  year,  the  Greene 
County  Medical  Society  held 
a special  dinner.  Here  are  a few 
moments  from  that  event.  (All 
photos  by  Doug  Evans,  Associate 
Director,  OSMA  Department  of 
Communications.) 


“By  the  time  they  finish  12th 
grade,”  Dr.  Anthony  says,  “they’ve 
gotten  a very  broad  view  of 
medicine  . . . and  will  have  a 
notion  of  whether  it’s  for  them.” 

Tying  up  loose  ends 

Because  the  school’s  opening  is 
at  least  six  months  away,  there  are, 
of  course,  several  details  that  have 
yet  to  be  worked  out  — such  as 
how  many  students  will  be 
accepted  and  how  they  will  be 
chosen. 

“Our  plan  is  to  start  with  ninth 
and  tenth  grade  with  about  75 
students  at  each  level,”  says  Dr. 
Anthony,  adding  that  “Those  of 
us  on  the  task  force  are  strongly  in 
favor  of  open  enrollment  with  a 
strong  minority  emphasis.” 

Although  other  schools  — such 
as  the  one  in  Los  Angeles  — often 
use  the  lottery  system  to  fill 
available  positions.  Dr.  Anthony 
believes  that  will  be  unnecessary  in 
Cincinnati. 

“We’ve  been  told  that  usually, 
when  an  alternative  school  first 


starts,  it’s  hard  to  attract  students 
until  the  program  has  proven 
itself,”  he  says. 

Of  course,  there  is  also  the 
matter  of  funding  for  the  school. 
Although  the  school  system  must 
file  for  a federal  grant  by  the  end 
of  this  month,  it  will  not  know 
until  June  30  whether  or  not  the 
money  has  been  awarded.  But, 
says  Clark,  “We  will  go  ahead 
with  the  school  whether  we  get  the 
money  or  not,  though  it  would  put 
us  in  a bind.” 

The  threat  of  insufficient  funds 
notwithstanding.  Dr.  Anthony  is 
confident  the  school  will  come  to 
fruition  — and  confident  that  it 
will  change  the  lives  of  those 
students  who  attend. 

“Most  important  is  that  they 
will  have  had  an  opportunity  to 
develop  relationships  in  a peer 
group  that’s  very  different  from 
their  old  one,”  he  says.  “It’s  a 
tremendous  maturing  process.” 

— Michelle  J.  Carlson 


Society  Turns  100 


Michael  Gaynier,  DO,  and  his  wife  Victoria  display  their 
Confederate  loyalties  to  Mrs.  Stanley  Alexander  (in  riding 
habit)  and  her  sister,  Michele  Poilpre. 
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Above:  (left)  D.L.  Stewart,  columnist  with  the  Dayton  Daily  News 
serves  as  Master  of  Ceremonies;  (right)  Robert  Hendrickson,  MD 
presents  a gift  of  appreciation  to  Greene  County  Executive  Director 
Judith  Khoii. 

Left:  (above) 

William 
Marshall,  MD, 

OSMA 

President-Elect 
presents 
congratulations 
from  the 
OSMA;  (below) 

1988  President 
A ngelo 

Settembrini,  DO 
makes  a few 
remarks  from 
the  podium. 


Mike  Eollin  of  the  Ohio  Historical  Society,  depicts 
medicine  as  it  used  to  be. 
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CLINICAL  AND  SCIENTIFIC 


HEALTH  MAINTENANCE  UPDATE: 

GUIDELINES  FOR  THE  PHYSICIAN  AND  PATIENT 

Roy  C.  St.  John,  MD 
John  F.  Seidensticker,  MD 


Health  maintenance  in  1988  involves  not  only 
screening  a population  for  specific  preventabie  ill- 
nesses, but  also  includes  counseling  and  educating 
patients  about  certain  behaviors  and  serious 
disease,  and  immunizing  those  at  risk  for  selected 
infectious  diseases.  We  have  attempted  to  compile 
current  information  and  recommendations  for  health 
maintenance  for  use  by  primary  care  physicians. 


Dr.  Paul  Frame  recently  updated  his  critical  evaluation  of 
screening  interventions,'  and  the  Canadian  Task  Force  on  the 
Periodic  Health  Examination  updated  their  recommendations 
for  screening  potentially  preventable  conditions.'*  The  American 
Cancer  Society  pulished  guidelines  for  cancer-related  evaluation 
in  1980’  and  1983,“  and  the  Council  on  Scientific  Affairs  of  the 
American  Medical  Association  summarized  several  of  these  re- 
views in  1983.’  Most  recently.  Scientific  American  updated  its 
section  on  preventive  health  care,  dealing  specifically  with  these 
issues.’  There  remains  disagreement  over  the  appropriate  role 
of  several  specific  interventions,  however,  and  criteria  have  been 


Roy  C.  St.  John,  MD,  is  currently  a fellow  in  the  Division 
of  Pulmonary  and  Critical  Care,  the  Department  of 
Internal  Medicine,  Ohio  State  University  College  of  Medi- 
cine; John  F.  Seidensticker,  MD,  is  a clinical  associate 
professor  in  the  Division  of  Community  Medicine,  the 
Department  of  Internal  Medicine,  Ohio  State  University 
College  of  Medicine. 


proposed  to  evaluate  such  interventions:' 

1.  The  condition  must  have  a significant  effect  on  the  quality 
or  length  of  life  of  the  population  to  be  screened. 

2.  The  incidence  of  the  condition  must  be  sufficient  to  justify 
the  cost  of  screening. 

3.  The  condition  must  have  an  asymptomatic  period  during 
which  detection  and  treatment  significantly  reduce  morbidity 
or  mortality. 

4.  Tests  to  detect  the  condition  in  the  asymptomatic  period  must 
be  readily  available,  and  be  associated  with  reasonable  risk, 
cost  and  patient  acceptability. 

5.  Acceptable  methods  of  treatment  must  be  available. 

6.  Treatment  in  the  asymptomatic  phase  must  yield  a therapeutic 
result  superior  to  that  obtained  by  delaying  treatment  until 
symptoms  appear. 

The  application  of  these  criteria  is  limited  by  the  interpreta- 
tion of  such  terms  as  reasonable  cost,  reasonable  risk  and  ac- 
ceptable methods  of  treatment,  but  they  do  remain  useful. 

The  accompanying  chart  summarizes  our  current  health 
maintenance  recommendations,  which  are  a compilation  of  the 
various  sources  reviewed.  It  could  be  posted  in  physicians’  of- 
fices, and  could  also  be  given  to  patients  for  their  own  personal 
records  and  use.  The  recommendations  are  targeted  at  healthy 
patients  who  are  assumed  to  be  at  average  risk  for  their  age 
group.  Patients  felt  to  be  at  higher  risk  for  certain  illnesses  or 
diseases  because  of  their  family  history  or  other  specific  risk 
factors  should  receive  individualized  screening. 

Excluded  are  interventions  discussed  in  the  literature  but  not 
recommended,  and  which  do  not  meet  the  criteria  listed  previous- 
ly (e.g.  screening  for  glaucoma  or  osteoporosis,  chest  x-rays,  and 
screening  for  lung  cancer). 

Patients  do  need  to  be  counseled  and  educated  about  the 
risks  of  smoking’  and  the  benefits  of  smoking  cessation,®  as  well 
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as  the  problems  associated  with  obesity  and  the  benefits  of  exer- 
cise. Patients  should  also  be  instructed  to  report  new  lesions 
(skin,  mouth),  masses  (testes,  thyroid,  etc.)  or  bleeding  (urinary, 
vaginal,  gastrointestinal). 

The  cost  effectiveness  and  appropriateness  of  the  annual 
complete  physical  examination  has  been  questioned.*'  Neverthe- 
less, it  is  our  feeling  that  periodic  comprehensive  examinations 
are  worthwhile.  An  extended  consultation  with  the  patient  on 
a periodic  basis  provides  the  opportunity  to  do  more  than  just 


treat  common  colds,  urinary  tract  infections  or  muscle  strains. 
It  would  be  during  the  periodic  comprehensive  examination  that 
the  physician  would  proceed  with  a more  extensive  review  of  sys- 
tems and  examine  the  patient  in  more  detail.  How  often  this 
extended  visit  should  occur  is  debatable,  but  one  such  plan  would 
be  as  recommended  in  the  chart,  with  increasing  infrequency 
up  to  age  50,  and  then  every  other  year  thereafter. 

A brief  discussion  of  many  of  the  interventions  listed  on  the 
chart  follows: 


Test 

Sex 

Recommendations 

References 

Hemoccult 

M.F. 

Every  2 years  between  ages  40-50; 

every  year  after  50;  6 slide  test 

26-29 

Digital  Rectal 

M.F. 

Every  1-2  years  after  age  40-50 

13-18 

Sigmoidoscopy 

M.F. 

Optional  Age  50:  Recommended  by  some 

16-18 

30-32 

Breast  Self  Exam 

F. 

Monthly  exam  age  20-1- 

56-61 

Mammography 

F. 

Age  35-40  Baseline  — Optional 
Age  40-49  Every  1-2  yrs  — Optional 
Age  50-1-  Annual 

1-9-11 
33,  34 

Pap 

F. 

Annual  Age  18  or  when  sexually  active;  Less  fre- 
quently (Optional)  after  3 successive  normal  tests 

35-37 

Pelvic 

F. 

Same  as  pap  — optional 

19-21 

Blood  Pressure 

M.F. 

Every  2 yrs.  after  Baseline 

22-25 

Cholesterol 

M.F. 

Once  every  5 yrs.  for  all  age  20 -i- 
(Non-Fasting,  total  cholesterol) 

38,  39,  40,  4 
42,  43 

EKG 

M.F. 

Baseline  — Optional  thereafter 

47 

Chest  X-Ray 

M.F. 

Baseline  — Optional  thereafter 

47 

CBC 

M.F. 

Baseline  — Then  optional 

47 

Urinalysis 

M.F. 

Baseline  — Then  optional 

47 

Renal  Function 

M.F. 

Baseline  — Then  optional 

47 

Glucose 

M.F. 

Baseline  — Then  optional 

47 

Comprehensive 

Exam 

M.F. 

Baseline  in  Adulthood  — 30 
Age  30-40  two  visits 
Age  40-50  3-  4 visits 
Age  50-1-  every  2 years 

* Personal 
Preference 

Tetanus 
Dipth.  Boost 

M.F. 

Primary  series  for  nonimmunized 
Booster  every  10  years 

52,  55 
52,  55 

Influenzae 

M.F. 

Yearly  age  65-I-,  all,  or  younger  patients  with 
chronic  diseases,  at  high  risk 

42,  43 

Pneumococcal 

M.F. 

Once,  for  patients  at  high  risk  only 

46 

Other 

F. 

M. 

Rubella  — unimmunized  women,  non-pregnant,  of 
childbearing  age 

Mumps  — young  men  unimmunized  or  who  have 
not  had  mumps 

48,  49,  50 
51,  52,  53 
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Breast  exam 

It  is  clear  that  breast  exams  and  mammography  significantly 
reduce  mortality  from  breast  cancer  in  women  older  than  age 
50,’  with  about  70  percent  of  the  benefit  felt  to  be  the  result 
of  the  breast  exam  alone.'"  At  least  some  data  now  confirm  the 
efficacy  of  screening  for  breast  cancer  in  women  younger  than 
age  50."  This  is  important  since  about  one-third  of  breast  cancers 
occur  in  women  ages  35-49.'^ 

Rectal  exam 

The  rectal  exam  is  not  recommended  for  prostate  cancer 
screening  because  early  detection  may  not  affect  mean  survival 
time,”  and  its  sensitivity  in  detecting  early  lesions  is  not 
clear. As  a screen  for  colorectal  cancer,  the  rectal  exam  is 
also  controversial.  One  controlled  study  demonstrated  reduced 
mortality  in  patients  who  were  screened  with  digital  rectal  exami- 
nation and  sigmoidoscopy.'"  Other  studies  have  shown  a low 
detection  rate. 

Pelvic  exam 

The  pelvic  exam  as  a screen  for  ovarian  cancer  is  controversial 
as  well.  If  detected  early,  ovarian  cancer  has  an  excellent  cure 
rate,'’  but  data  from  a screening  program  demonstrating  a low 
survival  rate^"  suggests  that  the  routine  pelvic  examination  (ex- 
cluding pap  smear)  is  of  questionable  value."' 

Blood  pressure 

Detection  of  hypertension  may  be  less  of  a problem  than 
control""  since  most  patients  will  have  their  blood  pressure 
measured  during  routine  office  visits.  The  risks  of  hypertension 
and  benefits  of  treatment  are  clear. Blood  pressure  should 
be  measured  at  least  once  every  two  years. 

Fecal  occult  blood  testing 

The  data  on  FOBT  suggests  that  sensitivity""  and  specifici- 
ty27,28  Qj^iy  about  50%  for  early  detection  of  colorectal  can- 
cer and  reduced  mortality  has  not  yet  been  demonstrated.  Can- 
cers detected  by  FOBT  are  more  likely  to  be  localized,  how- 
ever. 

Sigmoidoscopy 

Although  one  study  demonstrated  reduced  mortality  from 
colorectal  cancer  by  screening  with  digital  rectal  examinations 
and  sigmoidoscopy, the  sensitivity  of  even  a 60  cm  flexible 
sigmoidoscopy  is  about  40  percent.  Despite  improved  detection 
of  localized  cancers  by  sigmoidoscopy'^-^'  it  is  an  uncomforta- 
ble, expensive  and  time-consuming  procedure  associated  with 
poor  physician  compliance."" 

Mammogram 

There  is  convincing  evidence  that  screening  mammography 
reduces  mortality  from  breast  cancer  in  women  older  than  age 
50,^’^^  and  the  data  now  suggests  that  it  is  worthwhile  to  screen 
women  younger  than  age  50."-”  However,  the  potential  cost  of 
mass  screening  may  be  prohibitive.' 

Pap  smear 

It  is  clear  that  the  Pap  smear  has  been  successful  in  helping 


to  reduce  mortality  from  cervical  cancer,”  but  its  sensitivity  is 
estimated  to  be  only  about  70  percent.""  In  addition,  the  length 
of  time  for  carcinoma  in  situ  (CIS)  to  progress  to  invasive  cancer 
has  been  estimated  to  be  between  3 and  30  years. The  rec- 
ommended testing  interval  remains  controversial. 

Serum  cholesterol 

The  evidence  linking  elevated  LDL  cholesterol  levels  and 
coronary  heart  disease  (CHD)  is  strong,"*  and  trials  of  diet  and 
drug  therapy  have  been  shown  to  significantly  reduce  the  inci- 
dence of  CHD.^^-'"’  A consensus  statement  on  the  detection, 
evaluation  and  treatment  of  elevated  cholesterol  levels  by  the 
National  Cholesterol  Education  Program  Expert  Panel  was  re- 
cently published,  and  recommends  that  cholesterol  levels  be 
checked  once  every  five  years  in  all  patients  age  20  and  older.’' 

Influenzae  vaccine 

Immunization  against  influenza  in  nursing  home  patients’" 
and  in  patients  with  chronic  diseases’"  has  been  shown  to  reduce 
mortality.  Patients  older  than  age  65  who  did  not  have  a chronic 
illness  had  significant  reductions  in  morbidity  but  not  mor- 
tality.” 

Pneumococcal  vaccine 

Although  the  pneumococcal  vaccine  has  been  shown  to  be 
effective  only  in  young  healthy  adults  and  asplenic  patients,” 
and  ineffective  in  chronically  ill  patients  older  than  age  55,” 
the  Centers  for  Disease  Control  currently  recommends  immuni- 
zation for  healthy  adults  older  than  age  65,  and  for  any  patient 
with  a wide-range  of  chronic  diseases.’" 

EKG,  CXR,  CBC,  urinalysis,  renal  function,  glucose 

The  American  College  of  Physicians  has  published  a hand- 
book with  guidelines  for  the  use  of  these  common  diagnostic 
tests.”  None  of  these  tests  are  recommended  for  periodic  screen- 
ing purposes,  but  baseline  studies  are  probably  worthwhile. 

Summary 

In  summary,  we  have  gathered  information  from  current 
sources  in  order  to  provide  practicing  physicians  up-to-date 
health  maintenance  recommendations.  We  have  also  provided 
sample  forms  that  can  be  used  for  recording  information  and 
ensuring  that  timely  screening  is  accomplished.  These  same 
forms  could  also  be  given  to  the  patient  who  has  a desire  to  be 
involved  in  his/her  medical  care. 

Although  some  of  the  recommendations  will  remain  stable 
over  a period  of  time,  there  will  certainly  be  new  developments 
in  medicine  that  will  alter  today’s  advice.  Our  concept  is  that 
each  physician  should  develop  and  keep  up  to  date  a plan  of 
health  maintenance  and  screening  and  have  some  method  of  en- 
suring that  appropriate  screening  is  accomplished. 


Health  maintenance  flow  sheets  for  use  in  patient  charts 
are  available  upon  written  request  to  Roy  C.  St.  John,  MD, 
Division  of  Pulmonary  and  Critical  Care,  N-325  Means 
Hall,  1654  UphamDr.,  Columbus,  OH  43210.  References 
are  available  upon  written  request  to  OHIO  Medicine. 


February  1989 


151 


CLASSIFIED  ADVERTISING 


Employment 

Opportunities 

BE/BC  — Two  adult  neurologists,  one 
pediatric  neurologist  for  large  neurologi- 
cal group  in  Southeast.  Salary  and  bene- 
fits including  malpractice  and  relocation. 
Clinical  experience  in  EEG,  EMG,  evoked 
response,  doppler  ultrasound.  Send 
resume  to  SEI  Health  Services,  7725  Little 
Avenue,  Charlotte,  NC  28226  or  call 
James  Hacker  at  (704)  542-7100. 

CHIEF-CONSULTATION/LIAISON 
PSYCHIATRY  — Chief,  Consultation/ 
Liaison  Services.  Half-time  position  with 
excellent  private  practice  opportunities 
available  at  Akron  General  Medical 
Center  (AGMC),  a 507-bed  community, 
general,  teaching  hospital  which  is  part  of 
the  clinical  campus  of  Northeastern  Ohio 
Universities  College  of  Medicine 
(NEOUCOM).  Academic  appointment  in 
the  medical  school  available.  Responsibili- 
ties include  supervision  and  teaching  of 
residents  and  medical  students.  The  hos- 
pital has  a long  tradition  in  medical  edu- 
cation and  offers  residency  programs  in 
psychiatry,  internal  medicine,  family  prac- 
tice, general  surgery,  orthopedic  surgery, 
emergency  medicine,  obstetrics  and  gyne- 
cology, urology  and  plastic  surgery. 
Opportunities  for  an  attractive  lifestyle  in 
a growing  community  with  a healthy 
economy.  Excellent  salary  and  fringe 
benefits.  Send  CV  to  Moshe  Torem,  MD, 
Chairman,  Department  of  Psychiatry  and 
Behavioral  Sciences,  AGMC,  4(X)  Wabash 
Avenue,  Akron,  OH  44307.  (216)  384- 
6525.  EOE/AAE 

COLUMBUS,  OHIO:  Primary  care  physi- 
cians needed  to  staff  urgent  care  facilities. 
Competitive  salary,  full  benefits.  Respond 
with  CV  to  Paul  Zeeb,  MD,  Medical 
Director,  Primary  Medical  Associates, 
Inc.,  340  E.  Town  St.  #7-250,  Columbus, 
OH  43215. 

INTERNAL  MEDICINE  — Practice  for 
sale.  Physician  retiring  after  38  years 
wishes  to  sell  successful  practice.  Excellent 
opportunity  for  Board-eligible  or  Board- 
certified  physician  in  internal  medicine/ 
cardiology.  Located  in  S.W.  Ohio.  Practice 
is  associated  with  four  area  hospitals  and 
has  an  excellent  referral  system.  Interested 
parties  may  contact  Mr.  Gary  Geiss,  3052 
Queen  City  Ave.,  Cincinnati,  OH  45238. 
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EMERGENCY  MEDICINE  — A region- 
al multi-hospital  group,  based  in  Akron, 
is  seeking  additional  associates  with  resi- 
dency training  and  Board-certification  in 
emergency  medicine.  Staff  and  adminis- 
trative positions  are  available  in  northeast- 
ern Ohio  as  well  as  in  the  Pittsburgh  area. 
Compensation  is  competitive,  with  signifi- 
cant income  potential  at  all  locations.  For 
further  information,  contact  Charles 
Moore  at  (800)  533-1345  or  forward 
resume  to:  Charles  Moore,  Executive  Vice 
President,  Acute  Care  Specialists,  Inc., 
3085  West  Market  Street,  Akron,  OH 
44313. 


EMERGENCY  MEDICINE:  Established 
local  group  seeking  full-time,  career- 
oriented,  emergency  physician  for  position 
in  small  community  hospital  within  com- 
muting distance  of  Cincinnati  and  Day- 
ton.  Flexible  scheduling,  very  competitive 
compensation  package  including  four 
weeks  paid  time  off.  Opening  immediate- 
ly. Send  CV  to  William  R.  Grannen, 
Medical  Health  Services,  Inc.,  7179  Lamp- 
lite  Ct.,  Cincinnati,  OH  45244  or  Call 
(513)  231-0922. 


EVANSVILLE,  INDIANA  — Immediate 
position  available  for  Board-certified 
family  practitioner  in  busy,  growing  net- 
work of  ambulatory  care  centers.  Excel- 
lent income.  Flexible  scheduling.  Contact 
MEC  Medical  Center,  3844  First  Avenue, 
Evansville,  IN.  Attn;  Rebecca  Parker.  Or 
call  (812)  428-6161. 


FAMILY  PRACTICE  PHYSICIAN, 

Board-certified  or  Board-eligible  — Chil- 
licothe,  Ohio  — A city  of  23,000  located 
within  45  minutes  of  Columbus.  Medical 
Center  Hospital  recently  won  CON 
approval  of  a $19  million  dollar  hospital 
expansion  and  renovation  project.  Local 
practitioners  can  no  longer  accept  new 
patients  due  to  overwhelming  demand. 
Comprehensive  assistance  package  avail- 
able including  office  space  assistance. 
Patient  demand  could  easily  support 
group.  Strong  payor  mix  due  to  expanding 
industrial  base.  Coverage  arrangements 
available.  Medical  Center  Hospital, 
Charles  Danneker,  Director,  Business 
Development,  272  Hospital  Road,  Chilli- 
cothe,  OH  45601,  (614)  772-7689. 


FAMILY  PRACTICE  — We  are  seeking 
a BE  or  BC  family  practice  physician  who 
desires  a full-time  practice  employing  the 
broad  range  of  family  practice  skills  in  an 
ambulatory  care  setting.  Our  ambulatory 
care  center  is  well  established  in  northeast- 
ern Ohio  and  provides  an  excellent  oppor- 
tunity to  build  a private  practice  from  a 
large  walk-in  patient  base.  The  ambula- 
tory care  center  is  physician-owned  and 
managed. 

Family  physicians  have  primary  care 
responsibilities  which  may  include  both 
in-hospital  and  outpatient  treatment, 
ambulatory  care,  and  occupational  care. 

Attractive  opportunities,  competitive 
wage  and  excellent  benefits  are  offered. 
Please  submit  curriculum  vitae  and  a let- 
ter of  personal  and  professional  goals  to: 
Timothy  Newman,  MD,  PO  Box  5294, 
Fairlawn,  OH  44313. 

GENERAL  PEDIATRICIAN  — The 
Children’s  Medical  Center,  Dayton,  Ohio, 
is  seeking  a general  pediatrician  who  is 
licensed  or  licensable  to  practice  in  Ohio. 
The  applicant  must  be  Board-certified  or 
eligible  and  have  experience  as  a pediatri- 
cian in  an  ambulatory  setting.  Completion 
of  fellowship  training  in  ambulatory 
pediatrics  is  desirable  but  not  required. 
The  successful  candidate  will  be  active  in 
the  teaching  program  for  students  and 
residents.  Interested  applicants  should 
send  curriculum  vitae  to  Elvira  R.  Jabal- 
las,  MD,  Department  Head,  Ambulatory 
Pediatrics,  The  Children’s  Medical  Center, 
One  Children’s  Plaza,  Dayton,  OH  45404- 
1815.  For  additional  information  call  (513) 
226-8374.  An  equal  opportunity  em- 
ployer. 

GENERAL  SURGEON  — Seeking  a 
Board-certified/ Board-eligible  surgeon  to 
join  the  staff  at  our  hospital  located  in  an 
area  of  vigorous  and  stable  economy  with 
highly  diversified  industry.  Interested  indi- 
viduals please  submit  CV  to  Michael 
Ehler,  Executive  Director,  Wilson 
Memorial  Hospital,  915  West  Michigan 
Street,  Sidney,  OH  45365. 

HOUSE  PHYSICIANS  NEEDED  for  65- 
bed,  medical/surgical  hospital  on  west 
side  of  Cleveland.  Superior  compensation 
for  qualified  individuals  trained  in 
internal  medicine  or  appropriate  primary 
care  specialty.  Full-  and  part-time  posi-  | 
tions  available.  Shifts  are  12-24  hours, 
starting  January  1,  1989.  Please  send  CV 
to:  PO  Box  2600,  Lakewood,  OH  44107. 
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Carafiate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers]  For  those  NSAID 


users  to  become 


users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^ therapy  for  the  ulcer-prone  patient. 


CAFAD276 


Unique,  nonsystemic 


O 


ARAFATE 

sucralfate/Marion 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 
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ARAFATE* 


^^(sucralfate)  Tablets 

BRIEF  SUMMARY 
CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term 
treatment  with  sucralfate  can  result  in  complete  healing  of  the 
ulcer,  a successful  course  of  treatment  with  sucralfate  should  not 
be  expected  to  alter  the  post-healing  frequency  or  seventy  of 
duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simul 
taneous  administration  of  CARAFATE  (sucralfate)  with  tetracy- 
cline, phenytoin,  digoxin,  or  cimetidine  will  result  in  a statistically 
significant  reduction  in  the  bioavailability  of  these  agents  The 
bioavailability  of  these  agents  may  be  restored  simply  by  sepa- 
rating the  administration  of  these  agents  from  that  of  CARAFATE 
by  two  hours  This  interaction  appears  to  be  nonsystemic  in 
ongin,  presumably  resulting  from  these  agents  being  bound  by 
CARAFATE  in  the  gastrointestinal  tract  The  clinical  significance  of 
these  animal  studies  is  yet  to  be  defined  However,  because  of 
the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of 
CARAFATE  from  that  of  other  agents  should  be  considered  when 
alterations  in  bioavailability  are  felt  to  be  critical  for  concomi- 
tantly administered  drugs 

Carcir>ogenesis.  Mutagenesis.  Impairment  of  Fertility: 

Chronic  oral  toxicity  studies  of  24  months'  duration  were  con- 
ducted in  mice  and  rats  at  doses  up  to  1 gm/kg  (12  times  the 
human  dose)  There  was  no  evidence  of  drug-related  tumonge- 
nioty  A reproduction  study  in  rats  at  doses  up  to  38  times  the 
human  dose  did  not  reveal  any  indication  of  fertility  impair 
ment  Mutagenicity  studies  were  not  conducted 

Pregnarxy:  Teratogenic  effects  Pregnancy  Category  B Ter- 
atogenicity studies  have  been  performed  in  mice,  rats,  and  rab- 
bits at  doses  up  to  50  times  the  human  dose  and  have  revealed 
no  evidence  of  harm  to  the  fetus  due  to  sucralfate  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is 
excreted  in  human  millc  Because  many  drugs  are  excreted  in 
human  milk,  caution  should  be  exercised  when  sucralfate  is 
administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have 
not  been  established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and 
only  rarely  led  to  discontinuation  of  the  drug  In  studies  involving 
over  2,500  patients  treated  with  sucralfate,  adverse  effects  were 
reported  m 121  (4  7%) 

Constipation  was  the  most  frequent  complaint  (2  2%)  Other 
adverse  effects,  reported  in  no  more  than  one  of  every  350 
patients,  were  diarrhea,  nausea,  gastric  discomfort,  indigestion,  dry 
mouth,  rash,  pruntus,  back  pain,  dizziness,  sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute 
oral  toxicity  studies  in  animals,  however,  using  doses  up  to 
12  gm/kg  body  weight,  could  not  find  a lethal  dose  Risks  as- 
sociated with  overdosage  should,  therefore,  be  minimal 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm 
four  times  a day  on  an  empty  stomach 
Antacids  may  be  prescnbed  as  needed  for  relief  of  pain  but 
should  not  be  taken  within  one-half  hour  before  or  after  suaalfate 
While  healing  with  suaalfate  may  occur  dunng  the  first 
week  or  two,  treatment  should  be  continued  for  4 to  8 weeks 
unless  healing  has  been  demonstrated  by  x-ray  or  endoscopic 
examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of 
100  (NDC  CX)88-1712-47)  and  in  Unit  Dose  Identification  Paks 
of  1(X)  (NDC  CX388-1 71 2-49)  Light  pink  scored  oblong  tablets  are 
embossed  with  CARAFATE  on  one  side  and  1712  bracketed  by 
Cs  on  the  other  Issued  1/87 


RefererKe: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1 987, 
9(4)395-399 
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AnotfMf  (Mtiant  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 
KANSAS  CITY.  WO  64137 
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Classified  Advertising  . . . 


INTERNIST  — NW  Ohio.  Successful 
partnership  with  good  referrals  and  cover- 
age. Safe  family  oriented  community  with 
numerous  cultural  and  recreational  amen- 
ities. Highly  competitive  guarantee  plus 
incentives.  Contact  Rick  Addis,  Van  Wert 
County  Hospital,  1250  S.  Washington, 
Van  Wert,  OH  45891  (419)  238-2390. 

JOIN  A LEADER  — We’re  the  Ohio 
Permanente  Medical  Group,  Inc.,  and  we 
need  your  help  to  keep  up  with  rapid 
growth  of  the  Kaiser  Permanente  Program 
in  Northeastern  Ohio.  OPMG  is  the 
multispecialty  group  practice  that  pro- 
vides health-care  services  to  the  more  than 
185,000  Kaiser  members  in  the  Cleveland- 
Akron  area.  We  are  looking  for  Board- 
certified/Board-eligible  physicians  in  the 
following  specialties:  allergy,  otolaryngol- 
ogy, family  practice,  internal  medicine, 
OB/GYN,  orthopedics,  psychiatry,  radiol- 
ogy, general  surgery  and  urology.  Our 
wealth  of  experience  of  over  40  plus  years 
(25  in  Ohio)  makes  Kaiser  Permanente  a 
mature,  solid,  leader  in  the  managed  care 
sector  of  the  health-care  industry.  The 
rewards  of  practice  with  us  are  substantial 
— excellent  salary  and  benefit  packages, 
company-paid  retirement  plan,  full  mal- 
practice coverage,  a stimulating,  collegial 
environment  in  which  to  practice  quality 
medicine,  and  more  . . . Kaiser  Perma- 
nente’s  Ohio  Region  is  located  in  the  heart 
of  the  dynamic,  resurgent,  industrial  Mid- 
west. The  area  offers  the  best  of  big  city 
sophistication  and  culture  in  an  afford- 
able, accessible  living  area.  Please  send 
your  resume  to:  Ronald  G.  Potts,  MD, 
Medical  Director,  Ohio  Permanente  Med- 
ical Group,  Inc.,  1300  E.  9th  Street,  Suite 
1100,  Cleveland,  OH  44114.  Or  you  may 
call  us  collect  at  (216)  623-8780. 

NEEDED  — Family  practice  doctor  to 
join  same  to  cover  busy  2-man  practice 
located  north  central  Ohio  near  Lake  Erie. 
Guaranteed  income  with  excellent  fringe 
benefits.  For  more  information  call  or 
write:  Kim  E.  Knight,  MD,  815  Northwest 
St.,  Bellevue,  OH  44811,  (419)  483-6267. 

NORTHWEST  OHIO  — Family  physi- 
cian. Small  town,  multispecialty  group, 
adjacent  to  hospital.  Seek  eighth  family 
doctor.  Efficient  office  with  lab.  X-ray, 
professional  management.  Stable  com- 
munity, rivers,  college,  low  unemploy- 
ment. Sheree  Clark,  MD,  Defiance  Clinic, 
1400  E.  Second  St.,  Defiance,  OH  43512, 
(419)  784-1414. 


OB/GYN  — NW  Ohio.  Opportunity  for 
successful  practice  built  on  referrals  from 
a supportive  medical  staff  and  enthusi- 
astic community.  Safe,  family-oriented 
community  with  numerous  cultural  and 
recreational  amenities.  Highly  competitive 
guarantee  plus  incentives.  Rick  Addis,  Van 
Wert  County  Hospital,  1250  S.  Washing- 
ton, Van  Wert,  OH  45891  (419)  238-2390. 

OBERLIN,  OHIO  — 22-person  multispe- 
cialty group  seeks  additional  BC/BE 
family  physicians,  internist,  OB/GYN, 
dermatologist,  orthopedist  and  general 
surgeon.  North  central  Ohio  college  town 
serving  drawing  area  of  290,000.  Salaried 
position  first  year;  full  shareholder  status 
available  in  second  year.  Send  CV  to  Dr. 
VanDyke,  224  W.  Lorain,  Oberlin,  OH 
44074. 

OCCUPATIONAL/FAMILY  PRAC- 
TICE — We  are  seeking  a physician  with 
interest  in  occupational/family  practice 
medicine.  Candidate  should  be  BE  or  BC, 
familiar  with  treatment  of  workers’  comp 
injuries,  pre-employment  physicals  and 
desire  to  build  a family  practice.  Our  cen- 
ter is  well  established  in  northeastern  Ohio 
and  serves  over  150  industries  and  has  a 
large  walk-in  patient  base.  The  center  is 
physician-owned  and  managed. 

Competitive  wage  and  excellent  benefits 
are  offered.  Please  submit  curriculum 
vitae  and  letter  of  personal/professional 
goals  to:  Timothy  Newman,  MD,  PO  Box 
5294,  Fairlawn,  OH  44313. 

OCCUPATIONAL  MEDICINE  PHYSI- 
CIAN — Board-certified  in  occupational 
medicine  with  good  clinical  and  adminis- 
trative skills  needed  to  join  a large,  basic 
steel-producing  company  located  in  Mid- 
dletown, Ohio.  Responsibilities  to  include 
all  aspects  of  occupational  medicine,  with 
emphasis  on  physical  e.xams  and  injury 
care.  Modern  medical  facilities  along  with 
considerable  contact  with  local  hospital. 
Excellent  compensation  and  benefits 
package.  Send  resume  to  Professional 
Recruiter,  Armco  Inc.,  Eastern  Steel  Divi- 
sion, 1801  Crawford  Street,  Middletown, 
OH  45043. 

OCCUPATIONAL  MEDICINE  — We 

are  seeking  an  occupational  medicine 
physician  BC  or  BE,  MD  to  join  an  estab- 
lished occupational  medicine  practice  in 
an  ambulatory  care  setting,  located  in 
northeastern  Ohio. 

The  qualified  candidate  will  assume 

continued  on  page  157 
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VASOTEC 


(ENALAPRIL  MALEATEl  MSD) 


Contraindications:  VASOTEC*  (Enalapril  Maleale,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
palienlslreatedwilhACEinhibilors,includingVASOTEC  lnsuchcases,VASOTECshouldbeprompllydisconlinuedandlhe 
patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the  laceand  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e g . subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirsl  dose,  but 
discontinuation  ol  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION  ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics  heart  lailure.  hyponatremia, 
liigh-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initialing  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adiusimenis  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS ) In  patients  at  risk  tor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  lor  the  Inst  two  weeks  ol  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  inlarclion  or  cerebrovascular  accident 
If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  it  necessary  receive  an  intrave- 
nous inlusion  ol  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  lurlher  doses  ol  VASOTEC, 
which  usually  can  be  given  without  ditlicully  once  the  blood  pressure  has  stabilized  II  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neulropenia/Agranulocylosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocylosisand  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  Ireguenlly  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insutficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ot  inhibiting  the  renin-angiolensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  lunclion  may  depend  on  the  activity  ol  the  renin-angiolensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTE(i,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first 
lew  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  reguired 

Evaluation  ol  patients  with  hypeilension  or  heart  lailure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEg/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ot  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  ol  patients,  but  was  not  a cause  lor  discontinuation 

Risk  factors  lor  the  development  ol  hyperkalemia  include  renal  insutticiency,  diabetes  mellilus,  and  the  concomitant  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  it  at  all.  with  VASOTEC  (See  Drug  Inleraclions ) 

Surgery! Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
conside'ed  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormation  lor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  lollowing  the  first  dose  ol  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  exlremilies,  eyes,  lips,  longue,  ditticully  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lighiheadedness  especially  during  the  lirsi  lew  days  ol  therapy  II 
actual  syncope  occurs,  the  patients  should  be  loiri  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Olber  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g , sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  inlormation  is 
intended  to  aid  in  the  sate  and  etteclive  use  ol  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
etiecis 

Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  alter  initiation  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  It  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hoursand  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  anlihyperlensive  etteci  ot  VASOTEC  is  augmented  by  anlihyperlensive  agents  that 
cause  renin  release  (e  g . diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  Interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-lype  diuretics  Potas- 
sium-sparing diuretics  (e  g . spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  signilicani  increases  m serum  potassium  Therelore,  it  concomitant  use  ol  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  IreguenI  monitor- 
ing ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  m patients  with  heart  lailure  receiving 
VASOTEC 

Lithium  A tew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  of  both  drugs  Although  a causal  relationship  has  not  been  established.  It  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently 


Pregnancy-  Category  C There  was  no  leloloxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  limes  Ihe  maximum  human  dose)  Fetoloxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  of  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day.  but  not  at 
30  mg/kg/day  (50  limes  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  Ihe  placenta  lollowing  adiuinistralion  ol  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC'  (Enalapril  Maleale.  MSD)  should  be 

used  during  pregnancy  only  it  Ihe  potential  benelil  lustilies  Ihe  potential  risk  to  Ihe  fetus 

Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  lollowing  administration  ol  '<C  enalapril  maleale  It  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Salely  and  etiectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10,000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients 

Hypertension  The  most  Irequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%).  dizziness 
(4  3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (1 4%),  rash  (1 4%),  cough  (1 3%),  orthostatic  ellects  (1 2%).  and  asthenia  (1 1%) 

Heart  Failure  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizziness 
(79%),  hypotension  (6  7%).  orthostatic  ettects  (2  2%),  syncope  (2  2%).  cough  (2  2%).  chest  pain  (2 1%),  and  diarrhea 
(21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were  fatigue  (1 8%),  headache  (1 8%).  abdominal  pain  (1 6%).  asthenia  (1 6%).  orthostatic  hypo- 
tension (1 6%),  vertigo  (1 6%),  angina  pectoris  (1 5%).  nausea  (1 3%).  vomiting  (t  3%).  bronchitis  (1 3%).  dyspnea 
(1 3%).  urinary  tract  inleclion  (1 3%).  rash  (1 3%),  and  myocardial  inlarclion  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  seventy  within  each 
category 

Cardiovascular  Myocardial  inlarclion  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction,  rhythm  distur- 
bances. atrial  librillalion.  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice.  melena.  anorexia,  dyspepsia,  constipation,  glossitis 
Nervous/Psychiatric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dyslunclion  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Bronchospasm.  rhinorrhea,  asthma,  upper  respiratory  inlection 
Skin  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 
Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  other  dermatologic  manileslalions  may  occur  These  symptoms  have  disap- 
peared alter  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  II  angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS  I 
Hypotension  In  Ihe  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
lollowing  Ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy 
in  0 1%  ol  hypertensive  patients  In  heart  lailure  patienis  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  therapy  in  1 9%  ol  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0.2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  disconlinualion  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  lailure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  Inals,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  Ihe  likelihood  ot  hypotension  (See 
WARNINGS  ) It  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusled  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily  ihe  anlihyperlensive  elteci  may  dimmish  toward  the  end  ol  Ihe  dosing  interval 
In  such  palienis,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adiusimeni  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  ml/min  (serum  creatinine  ol  up  to  approximately  3 mg.dL)  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  s3  mg/dL),  Ihe  tiisl  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adiunclive  therapy  with  diuretics  and  digitalis  The  recommended  starting  dose  is 

2 5 mg  once  or  twice  daily  Alter  Ihe  initial  dose  ol  VAStDTEC,  Ihe  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS. Drug  Interactions ) II  possible.  Ihe  dose  ot  Ihe  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ol  hypotension  The  appearance  ol  hypotension  after  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  Ihe  drug,  lollowing  etteclive  management  ol  the  hypotension  The  usual  therapeutic  dosing  range  lor 
Ihe  Irealmenl  ol  heart  lailure  is5  to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  iwice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  lailure  (NYHA  Class  IV),  patients  were 
treated  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Ettects ) Dosage  may  be  adiusled  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adiusimeni  in  Heart  Failure  Patients  with  Renat  Impairment  or  Hyponatremia  In  heart  lailure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initiated  at  2 5 rag 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS. Drug  Inleraclions ) The  dose  may  be  increased  to  2 5 mg  b i d , then  5 mg  b i d and  higher  . • « n 
as  needed,  usually  at  intervals  ol  lour  days  or  more,  it  at  the  time  ol  dosage  adiusimeni  there  is  not  IVI5D 
excessive  hypotension  or  signilicani  deterioration  ol  renal  function  The  maximum  daily  dose  is  40  mg  MERCK 
For  more  detailed  inlormation.  consult  your  MSD  representative  or  see  Prescribing  Inlormation  Merck  SHARft 

Sharp  & Dohme.  Division  ol  Merck  & Co . Inc  . West  Point.  PA  19486  jevsiSRiaiS)  [XDHME 
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responsibility  for  the  occupational  health 
services  including  pre-employment  physi- 
cals, workers’  comp  injuries,  disability  eval- 
uations, medical  surveillance,  developing 
and  implementing  occupational  programs 
for  various  industries  and  primary  care. 

Attractive  opportunity,  competitive 
wages  and  excellent  benefits  are  offered. 
Please  forward  curriculum  vitae  and  letter 
of  personal/professional  goals  to;  Direc- 
tor of  Physician  Affairs,  Pro  Comp  Care, 
PO  Box  5294,  Fairlawn,  OH  44313. 

OCCUPATIONAL  PHYSICIAN:  Multi- 
specialty physician  group  seeks  qualified 
individual  with  interest  in  industrial  medi- 
cine. Range  of  practice  includes  injuries, 
physicals,  disabilities,  consultations  and 
more.  Opportunity  for  on-site  medical 
directorships.  We  offer  an  excellent  oppor- 
tunity with  outstanding  salary,  bonus 
incentives  and  full  membership  potential. 
Malpractice  paid,  education  benefits  and 
flexibility.  Should  be  at  least  Board-eligi- 
ble in  occupational  medicine,  internal 
medicine  or  family  practice  with  interest 
and  experience  in  company-oriented 
medicine.  Send  CV  to  Kevin  Trangle,  MD, 
MEDNET,  18599  Lake  Shore  Blvd., 
Euclid,  OH  44119. 

OHIO:  BE/BC  ANESTHESIOLOGIST 

to  join  a group  of  four  anesthesiologists 
and  11  CRN  As  serving  a 442-bed  hospital 
in  Cleveland.  Busy  surgical  schedules  in- 
clude cardiovascular  and  trauma  surgery. 
Minimal  pediatrics  and  no  obstetrics. 
Excellent  compensation  leading  to  part- 
nership. Send  curriculum  vitae  and  refer- 
ences to;  Aldona  Lyon,  MD,  Director, 
Division  of  Anesthesia,  St.  Vincent  Char- 
ity Hospital  & Health  Center,  Cleveland, 
OH  44115. 

OHIO,  CLEVELAND.  Private  practice 
opportunities  available  within  an  urgent 
care  setting,  with  fee-for-service  compen- 
sation in  addition  to  annual  salary  of 
$75 ,000-580,000.  Board-certified  /eligible 
— FP/GP/EM/Surg/IM  preferred.  For 
more  information  contact  Mitchell  Leven- 
thal,  MD  at  (216)  642-1440,  or  send  CV, 
in  confidence,  to;  6133  Rockside  Road, 
Suite  10,  Independence,  OH  44131. 

OHIO,  NORTHEAST/CLEVELAND: 

Emergency  department  director  is  being 
sought  for  40,000+  patient  volume  emer- 
gency department  in  Greater  Cleveland 
area.  Must  be  Board-certified  in  emergen- 
cy medicine  with  previous  appropriate  ad- 
ministrative experience.  Benefits  package 


worth  150K,  which  includes  retirement 
program,  comprehensive  health  package, 
disability  insurance,  life  insurance,  profes- 
sional liability,  continuing  education  and 
vacation.  Physician  is  eligible  for  partner- 
ship in  two  years.  Interested  individuals, 
please  submit  CV  to;  P.O.  Box  2600,  Lake- 
wood,  OH  44107. 

OHIO,  NORTHEAST/CLEVELAND: 

Emergency  department  physicians  needed 
for  40,000+  patient  volume  hospital 
emergency  department  in  Greater  Cleve- 
land area.  Physician  must  be  Board-certi- 
fied in  emergency  medicine,  residency- 
trained  in  emergency  medicine,  or  be 
Board-prepared  in  emergency  medicine. 
Salary  and  benefits  package  worth  $130K. 
Included  is  liability,  disability  and  life  in- 
surance, retirement  program,  vacation, 
continuing  education  and  comprehensive 
health  coverage.  Full  partnership  eligibili- 
ty in  two  years.  Interested  individuals, 
please  submit  CV  to;  P.O.  Box  2600,  Lake- 
wood,  OH  44107. 

PHYSICIAN  — Applicant  must  be 
Board-eligible  or  Board-certified.  Chilli- 
cothe,  Ohio,  is  a 50-minute  drive  south  of 
Columbus,  Ohio,  and  possesses  oppor- 
tunities for  cultural,  recreational  and 
leisure  activities.  Excellent  salary  and 
federal  benefits.  Please  send  inquiries  and 
curricula  vitae  to  William  L.  Haskins, 
MD,  VA  Medical  Center,  17273  SR  104, 
Chillicothe,  OH  45601  (614)  773-1141,  Ext; 
7717.  EOE 

PHYSICIAN-INTERNIST,  Ambulatory 
care  and  acute  medicine.  Applicant  must 
be  Board-eligible  or  Board-certified.  Chil- 
licothe, Ohio,  is  a 50-minute  drive  south 
of  Columbus,  Ohio,  and  possesses  oppor- 
tunities for  cultural,  recreational  and 
leisure  activities.  Excellent  salary  and 
federal  benefits.  Please  send  inquiries  and 
curricula  vitae  to  William  L.  Haskins, 
MD,  VA  Medical  Center,  17273  SR  104, 
Chillicothe,  OH  45601  (614)  773-1141  Ext; 
7717.  EOE 

PHYSICIANS  — Provider  Placement 
Services  specializes  in  the  relocation  of 
physicians  throughout  the  U.S.,  with  spe- 
cial emphasis  in  the  Southeast.  Currently, 
we  have  several  hospitals/clinics/groups 
with  openings.  All  fees  paid  by  employer. 
All  inquiries  kept  in  strict  confidence.  No 
obligation.  Send  CV/resume  to;  PPS, 
Attn;  Mr.  Scott,  2221  University  Blvd. 
West,  Jacksonville,  FL  32217,  or  call  toll 
free  1-800-848-8772. 


PHYSICIAN  NEEDED  for  plasma  cen- 
ter in  Springfield,  Ohio.  Part  time  or  full 
time,  Monday  through  Friday.  Retired 
physicians  welcome.  Call  (513)  281-4009 
or  send  resume  to  ALLIED  Plasma  Prod- 
ucts, 916  E.  Mcmillan,  Cincinnati,  OH 
45206. 

PHYSICIANS  — THE  OHIO  AIR  NA- 
TIONAL GUARD,  178TFG,  Springfield, 
Ohio,  has  immediate  openings  for  part- 
time  family  practitioners,  general  practi- 
tioners, pediatrics,  general  surgery,  ortho- 
pedics, general  surgery,  internal  medicine, 
and  OB/GYN.  In  the  Ohio  Air  National 
Guard  you  can  earn  a regular  paycheck 
without  taking  much  time  away  from  your 
medical  practice.  In  fact,  most  of  our 
physicians  serve  just  two  days  per  month 
and  15  days  each  year.  The  National 
Guard  offers  you  a generous  retirement 
plan  at  age  60,  base  exchange,  commissary 
privileges,  space  available  travel  and  term 
life  insurance.  Some  of  the  training  of- 
fered by  the  Air  National  Guard  can  pro- 
vide you  with  your  required  Continuing 
Medical  Education  training.  As  an  Air 
National  Guard  member,  you  may  attend 
the  Air  Force  School  of  Aerospace  Medi- 
cine, a seven-week  course  of  invaluable 
training  that  will  entitle  you  to  wear  the 
wings  of  an  Air  Force  Flight  Surgeon. 
Once  you’ve  earned  the  wings,  you’ll  pro- 
vide medical  services  to  the  pilots  and 
flight  crew  personnel  in  the  air  and  on  the 
ground.  Enrich  your  life  and  career.  Call 
us  today  to  find  out  more  about  the 
opportunities  waiting  for  you  as  an  Ohio 
Air  National  Guard  physician.  Call  us 
COLLECT  at  (513)  323-6704. 

PRIMARY  CARE  OPENINGS  — Out- 
standing opportunity  for  qualified  physi- 
cians with  established  multispecialty 
group.  Well-equipped  lab  and  X-ray  in 
office.  Excellent  compensation  and  paid 
malpractice.  JCA  hospital  with  ER  cover- 
age, attractive  social  and  educational  sur- 
roundings. Send  CV  to  Lodi  Medical 
Group,  Inc.,  402  Highland  Dr.,  Lodi,  OH 
44254. 

PRIMARY  CARE  PHYSICIAN  needed 
for  ER  medical  director.  ER  sees  18,000 
patients  per  year  with  a large  percentage 
of  primary  care.  Must  be  Board-certified 
in  a primary  care  specialty  (EM/FP/GS/ 
IM),  residency  trained  or  have  extensive 
experience/expertise  in  emergency  medi- 
cine. ACLS/ATLS  required.  Compensa- 
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tion  package  includes  excellent  hourly 
rate,  director  stipend,  incentive  bonus,  and 
exceeds  140K,  plus  four  weeks  vacation, 
paid  malpractice.  Contact;  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road, 
Room  26,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 

PRIVATE  PRACTICE  AND  OB/GYN 
MATERNAL/CHILD  HEALTH  CEN- 
TER. Excellent  opportunity  for  BC-BE 
OB/GYN  to  join  one  of  our  OB/GYN 
physicians  who  will  soon  open  a private 
practice  and  continue  to  provide  care  for 
patients  of  our  Maternal/Child  Health 
Center  through  a contract  with  our  hos- 
pital. Middletown  Regional  Hospital,  a 
progressive  308-bed  acute  care  facility,  is 
conveniently  located  between  Cincinnati 
and  Dayton.  We  have  recently  completed 
an  extensive  modernization  program, 
including  a beautiful  Family  Birth  Center 
with  5 LDR’s,  central  fetal  monitoring, 
own  C-section  room,  C-sections  within  10 
minutes  from  emergency  notice,  24-hour 
OB  anesthesia,  ultrasound,  videolaparos- 
copy, colposcopy,  cryotherapy  and  laser. 

Excellent  environment,  highly  skilled, 
experienced  and  dedicated  nursing  staff. 
Strong  commitment  to  provide  the  most 
up-to-date  OB  service. 

Competitive,  guaranteed  salary  plus 
incentive.  CV  and  references  to:  (Serious 
inquiries  only  please)  Joan  Stevning,  Mar- 
keting Department,  Middletown  Regional 
Hospital,  105  McKnight  Drive,  Middle- 
town,  OH  45044-8787.  Or  call  during  day- 
time hours:  (513)  420-5071.  Evening  hours: 
(513)  424-8467.  Ask  for  Jay  Goodman. 

PSYCHIATRISTS  — FULL/PART 
TIME.  Immediate  openings  for  Board- 
certified/Board-eligible  psychiatrists  to 
join  our  multidisciplinary  treatment  staff. 
We  are  a progressive,  JCAH-accredited, 
400-bed  psychiatric  hospital.  Full  time 
starting  at  $67,995  with  an  excellent 
benefit  and  retirement  package.  Please 
send  CV  in  confidence  to  Personnel  Man- 
ager, Toledo  Mental  Health  Center,  Caller 
#10002,  Toledo,  OH  43699-0002.  EOE 

PSYCHIATRIST  — Immediate  opening 
for  staff  psychiatrists,  full  time  and  part 
time,  Board-eligible/Board-certified,  in  a 
state-operated,  JCAH-accredited,  380-bed 
inpatient  psychiatric  hospital.  Multidisci- 
pline approach  with  psychiatrist  as  a treat- 
ment team  leader,  expected  to  exercise 
strong  leadership  in  quality  care  of  pa- 


tients. Programs  for  admissions,  extended 
care,  geriatrics  and  psychiatric  rehabilita- 
tion. License  to  practice  in  the  state  of 
Ohio  is  required.  Excellent  salary  and 
fringe  benefits,  including  paid  vacation 
and  personal  leave,  sick  and  educational 
leave,  health,  vision,  dental  and  life  insur- 
ance, and  Public  Employees’  Retirement- 
ment  System.  Contracts  are  available. 
Travel  costs  may  be  negotiated.  EEO  Em- 
ployer, M/F/H.  Send  resume  to  W.J.  Rob- 
erts, Director  of  Personnel,  or  Nathanael 
Sidharta,  MD,  Medical  Director,  Massil- 
lon State  Hospital,  Box  540,  Massillon, 
OH  44648,  or  call  (216)  833-3135,  ext.  223 
or  229. 

PSYCHIATRIC  POSITIONS.  Annashae 
is  a recognized  leader  in  health-care  man- 
agement and  staffing.  If  you  are  seeking 
a change  or  just  starting  out,  we  encour- 
age you  to  write  or  call  us.  We  currently 
have  openings  in  Ohio,  PA,  and  other 
states.  We  offer  competitive  salaries, 
pleasant  community  settings,  professional 
environments,  full-  and  part-time  open- 
ings and  the  opportunity  to  establish  a 
private  practice.  Contact  Annashae 
Corporation,  6593  Wilson  Mills  Road, 
Mayfield  Village,  OH  44143-3404,  (216) 
449-2662. 

QUALITY  OF  LIFE  — A top  priority  for 
physicians  in  northwest  Michigan.  Imme- 
diate openings  for  BE/BC  endocrinolo- 
gist, allergist,  oncologist,  neurologist, 
psychiatrist  and  family  practitioners.  315- 
bed  referral  hospital.  Regional  population 
base  over  250,000.  Four-season  fun  in  this 
medical  and  cultural  center  of  excellence. 
Contact:  Donald  J.  Frank,  MD,  Vice  Pres- 
ident-Medical Affairs,  Munson  Medical 
Center,  1105  Sixth  Street,  Traverse  City, 
MI  49684.  Telephone:  (616)  922-9516. 

RADIOLOGIST  NEEDED  — Excellent 
opportunity.  Hospital  practice.  Northwest 
Ohio.  All  modalities  including  MRI  and 
interventional.  Position  leads  to  full  part- 
nership. Contact:  Peter  Reed,  MD, 
Memorial  Hospital,  1001  Bellefontaine 
Ave.,  Lima,  Ohio  45804,  (419)  226-5055. 


Next  month 
place  your 
classified  here  . . . 


Equipment 


GOOD  USED  OFFICE  EQUIPMENT 
FOR  SALE,  reasonably  priced.  Si  A. 
Past,  MD,  2120  Kinmont  Rd.,  Dayton, 
OH  45414,  (513)  890-2645. 


Services 


FOR  PHYSICIANS:  Unsecured  signature 
loans,  $5,000-360,000.  For  taxes,  debt 
refinance,  investments,  etc.  No  points  or 
fees,  competitive  rates,  up  to  six  years  to 
repay.  Call  toll  free  1-800-331-4952,  Medi- 
Versal  Dept.  114. 


Training 


OCCUPATIONAL  MEDICINE  TRAIN- 
ING. Mini-residency  beginning  June  5-16, 
1989  and  continuing  October  16-20,  1989 
and  March  19-23,  1990.  Clinical  and 
administrative  occupational  medicine, 
epidemiology  and  biostatistics,  industrial 
hygiene,  toxicology,  regulations,  etc.  Ill 
Cat  1 credits  for  AMA,  AAFP  and 
ACEP;  111  Cat  2-D  credits  for  AOA.  $700 
per  week.  Douglas  Linz,  MD,  College  of 
Medicine,  Mail  Location  182,  Cincinnati, 
OH  45267-0182,  (513)  558-0046. 


Display  Advertising 

Those  who  wish  to  place  an 
advertisement,  /6-page  in  size  or 
larger  should  contact  the 
appropriate  advertising 
representative: 

Pharmaceutical 

Terry  Gladman 
Lifetime  Learning 
505  Chicago  Avenue 
Evanston,  Illinois  60202 
312-866-7770 

Non-pharmaceutical 

George  Quigley 
Camargo  Publications 
4015  Executive  Park  Drive, 

Suite  304 

Cincinnati,  Ohio  45241 
513-563-9666 
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Classified  Advertising  Rates 

$1.50  per  word  for  regular  ads 
with  bold  title,  $1.75  per  word  for 
ads  appearing  in  a box.  Payment 
for  the  ad  must  accompany 
advertising  request.  Ads  must  be 
typed.  Closing  date  for  classified 
ads  is  first  day  of  month  preceding 
publication. 

The  OSMA  Journal  reserves  the 
right  to  refuse  or  delete  classified 
ads  without  explanation  and  to 
refer  advertisements  of  a 
commercial  nature  to  the  display 
advertising  department,  at  the 
publisher’s  discretion. 

Send  classified  ads  to: 

OHIO  Medicine 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 
Attention:  Classified  Ad  Manager 
Telephone  orders  for  classified 
ads  are  not  accepted. 
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So  you  want  to  avoid 
a lawsuit?  . . . continued 
and  read  the  legal  description 
regarding  informed  consent  on 
page  13.  “If  you  follow  this 
advice,”  Gladman  says,  “you 
won’t  have  any  problems  with 
informed  consent.” 

And  if  you  pay  heed  to  the  rest 
of  Gladman’s  suggestions,  who 
knows?  You  may  find  yourself 
able  to  avoid  lawsuits  entirely.  — 
Karen  S.  Edwards 


Loss  Awareness  . . . continued 
questions. 

The  above  guidelines  are  general 
in  nature  and  are  intended  to 
mention  areas  that  should  be 
discussed  in  detail  by  you  and 
your  attorney.  Your  attorney  is 
the  expert  in  this  activity  and  will 
advise  of  other  equally  important 
points. 


The  Loss  A wareness  Bulletin  is 
provided  each  month  through  the 
OSMA ’s  Task  Force  on 
Professional  Liability  and  its 
Subcommittee  on  Loss  A wareness. 
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OSMA  Notebook: 

Up-to-date  news  from  the  Ohio  State  Medical  Association 


• Patients  can  now  “weigh  their  options”... The  OSMA’s  Department  of  Communications 
announces  its  newest  publication,  designed  especially  for  your  patients.  “Weighing  the 
Options”  is  a health  insurance  checklist,  which  explains  the  different  types  of  insurance  plans 
now  available  on  the  market.  The  brochure  will  help  your  patients  decide  — with  your  input  — 
which  type  of  plan  best  meets  their  family’s  health  care  needs.  A handy  “health  plan  checklist” 
provides  space  for  patients  to  list  the  different  plans  available  to  them,  so  they  may  compare 
benefits  more  easily.  A supply  of  the  brochures,  as  well  as  a placard  in  which  to  display  them, 
is  available  to  OSMA  members  free-of-charge.  To  order,  contact  the  OSMA  Department  of 
Communications. 


• OSMA  Resolutions  due.. .If  you  are  considering  submitting  a resolution  to  the  1989  OSMA 
House  of  Delegates,  your  deadline  is  rapidly  approaching.  All  resolutions  must  be  in  by  March 
6,  1989.  The  OSMA  Annual  Meeting  will  be  held  in  Dayton  this  year  from  May  5 to  7. 


• An  award  with  Hart...Hart  Page,  OSMA  Executive  Director  Emeritus  will  be  one  of  the  recipi- 
ents of  the  AMA’s  “Layman  for  Distinguished  Service”  award.  Other  recipients  of  the  award,  to 
be  presented  during  the  AMA’s  1989  Annual  Meeting  in  Chicago,  are  Betty  Ford,  Jerry  Lewis 
and  John  Rineman,  EVP,  Pennsylvania  Medical  Society. 


• Ohio  model  medical  staff  bylaws  available.. .Hospital-based  physicians  may  be  interested 
in  picking  up  a copy  of  the  Ohio  model  medical  staff  bylaws,  recently  approved  by  the  OSMA 
Council,  and  representing  18  months  of  research,  writing  and  review  by  the  OSMA.  They  were 
drafted  as  a resource  document  for  medical  staff  who  are  reviewing  or  revising  their  current 
bylaws.  The  model  bylaws  are  in  accordance  with  the  minimum  due  process  standards  set 
forth  by  the  Health  Care  Quality  Assurance  Act  of  1986.  The  bylaws  increase  protection  of  staff 
members  performing  peer  review;  establish  hearing  and  appeal  rights  for  medical  staff  appli- 
cants and  disciplined  physicians;  are  easily  adaptable  to  fit  each  individual  hospital’s  use;  allow 
use  of  outside  review  and  hearing  officers  in  the  fair  hearing  process;  and  help  physicians 
adjust  more  easily  to  changes  in  the  medical  and  legal  health  care  field.  The  OSMA  Depart- 
ment of  Legal  Services  will  be  conducting  seminars  on  the  model  bylaws  throughout  Ohio.  To 
obtain  a copy  of  the  bylaws,  or  for  further  information  regarding  the  seminars,  contact  the 
OSMA  Department  of  Legal  Services  in  writing. 


Unless  otherwise  indicated,  contact  the  OSMA  by  writing:  1500  Lake  Shore  Drive,  Columbus,  OH  43204 

or  by  calling  (614)  486-2401 
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References:  1.  Kales  JD,  elal:  Clin  Pharmacol  Ther  12  69]  -697,  Jul-Aug  1971 
2.  Kales  A,  elal:  Clin  Pharmacol  Ther  /8  356-363,  Sep  1975  3.  Kales  A,  elal:  Clin 
Pharmacol  Ther  19  574-583,  May  1976  4.  Kales  A,  elal:  Clin  Pharmacol  Ther 
32  781-788,  Dec  1982  5.  Frost  JD  Jr,  DeLucchl  MR:  J Am  Geriatr Soc  27  64]  -6i6, 
Dec  1979  6.  Dement  WC,  et  aT  Behav  Med  5 25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  JCIIn  Psychophormocol 3:]A0-]5O,  Apr  1983  8. Tennant  FS,  elal: 
Symposium  on  the  Treatment  of  Sleep  Disorders,  teleconference,  Oct  16,  1984 
9.  Greenblott  DJ,  Allen  MD,  Shader  Rl:  CIm  Pharmacol  Ther  21  365-36],  Mar  1977 

Before  prescribing,  please  consult  complete  product  Information,  o summary  of 
which  follows: 

INDICATIONS:  Effective  in  all  types  of  insomnio  characterized  by  difficulty  in  tolling 
asleep,  frequent  nocturnal  awakenings  and/or  eorly  morning  awakening,  in  patients 
with  recurring  Insomnio  or  poor  sleeping  habits,  in  acute  or  chronic  medical  situations 
requiring  restful  sleep  Objective  sleep  laboratory  data  have  shown  effectiveness  for  at 
least  28  consecutive  nights  of  administrotion  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not  necessary  or  recommended 
Repeated  therapy  should  only  be  undertaken  with  appropriate  patient  evaluation 
CONTRAINDICATIONS:  Known  hypersensitivity  to  flurazepam  HCI,  pregnancy  Benzo- 
diazepines may  cause  fetal  damage  when  administered  during  pregnancy  Several 
studies  suggest  on  increosed  risk  of  congenital  malformations  associated  with  benzo- 
diazepine use  during  the  first  trimester  Worn  potlents  of  the  potential  risks  to  the  fetus 
should  the  possibility  of  becoming  pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Consider  the  possibility  of 
pregnancy  prior  to  instituting  therapy 

WARNINGS:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other 
CNS  depressants  An  additive  effect  may  occur  if  alcohol  is  consumed  the  day  follow- 
ing use  for  nighttime  sedation  This  potential  may  exist  for  several  days  following 
discontinuation  Caution  against  hazardous  occupations  requiring  complete  mentol 
alertness  (e  g , operating  machinery,  driving)  Potential  impairment  of  performance  of 
such  activifies  may  occur  the  doy  following  ingestion  Not  recommended  for  use  in 
persons  under  1 5 yeors  of  age  Withdrawal  symptoms  of  the  barbiturate  type  hove 
occurred  after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and  Dependence) 
PRECAUTIONS:  In  elderly  and  debilitated  patients,  it  is  recommended  that  the  dosage 
be  limited  to  1 5 mg  to  reduce  risk  of  oversedation,  dizziness,  confusion  and/or  atoxia 
Consider  potential  additive  effects  with  other  hypnotics  or  CNS  depressants  Employ 
usual  precautions  in  severely  depressed  patients,  or  in  those  with  latent  depression  or 
suicidal  tendencies,  or  in  those  with  impaired  renal  or  hepatic  function  Inform  patients 
to  consult  physicion  before  increosing  dose  or  abruptly  discontinuing  flurazepom  HCI 
ADVERSE  REACTIONS:  Dizziness,  drowsiness,  lightheadedness,  staggering,  otaxia 
and  falling  have  occurred,  particularly  in  elderly  or  debilitated  patients  Severe  seda- 
tion, lethargy,  disorientation  and  coma,  probably  indicative  of  drug  intolerance  or 
overdosage,  have  been  reported  Also  reported  headache,  heartburn,  upset  stomoch, 
nausea,  vomiting,  diarrhea,  canstipation,  Gl  pain,  nervousness,  talkativeness,  appre- 
hensian,  irritability  weakness,  palpitations,  chest  pains,  body  and  jaint  pains  and  GU 
complaints.  There  have  also  been  rare  occurrences  of  leukopenia,  granulocytopenia, 
sweating,  flushes,  difflculfy  in  focusing,  blurred  vision,  burning  eyes,  faintness, 

I hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive 
I salivation,  anorexia,  eupharia,  depression,  slurred  speech,  contusion,  restlessness, 

I hallucinations,  and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins,  and  olkaline  phos- 
I phatose,  and  paradoxical  reactions,  eg,  excitement,  stimulation  and  hyperactivity 
I DRUG  ABUSE  AND  DEPENDENCE:  Withdrawal  symptoms  similor  to  those  noted  with 
barbiturates  and  alcohol  hove  occurred  following  abrupt  discontinuonce  of  benzodi- 
azepines, more  severe  seen  after  excessive  doses  over  extended  periods,  milder  after 
taking  continuously  at  therapeutic  levels  for  several  months  After  extended  therapy, 
avoid  abrupt  discontinuation  and  taper  dosage  Carefully  supervise  addiction-prone 
individuals  because  of  predisposition  to  habituotion  and  dependence 
DOSAGE:  Individualize  for  maximum  beneficial  effect  Adults  30  mg  usual  dosoge, 

15  mg  may  suffice  in  some  patients  Elderly  or  debilitated  potienis  15  mg  recom- 
mended initially  until  response  is  determined 
SUPPLIED:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI 
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For  a complete  night’s  sleep 
without  interruption,'^  and  a 
rested,  refreshed  awakening.’ 
Dalmane...  Sleep  that  satisfies. 


Roche  Products  Inc. 
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As  always,  caution  patients  about  driving,  drinking  alcohol  or  operating  hazardous 
machinery  during  therapy.  Contraindicated  in  pregnancy. 

Please  see  preceding  page  for  references  and  summary  of  product  information.  . 
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Childhood  Obesity:  A Growing  Problem 
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In  the  depressed  and  anxious  patient 

See  Improvement 


In  The  First  WeekL. 

And  The  Weeks  That  Follow 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  A5.  dose' 

^ First  week  reduction  in  somatic  symptoms' 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
‘Patients  often  presented  with  more  than  one  somatic  symptom. 


linibitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 

UmbitrolDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 

Please  see  summary  of  product  information  on  following  page. 


In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.s'.  dose' 


^ First  week  improvement  in  somatic  symptoms* 

^ 50%  greater  improvement  with  Limbitrol  in  the 
first  week  than  with  amitriptyline  alone^ 
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Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 

linibitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 

UmbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 


References:  1.  Data  on  file.  Hoffinann-La  Roche,  Inc.,  Nutley,  N|.  2.  Feighner  VP.  etah  P^chopharma- 
«/c)gy6/.-217-225,Mar22. 1979. 


Limbitrol*  (E 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows; 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants: 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings;  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma, Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence). 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  ftmction.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blotxl  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  dmgs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremoc  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  assix'iated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  letharg)-. 

Adverse  reactions  not  repotted  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dntgs:  Cardiovascular:  H>'potension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke,  P^chiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic.- Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tbsticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbimrates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation, Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tdblets.  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  saltl,  and  Tdblets.  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100:  Prescription  Paks  of  50. 
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Don’t  Just  Sit  There  — 
Join  Something! 


If  you  made  a New  Year’s 
resolution  last  January  to  take 
more  of  a hand  in  directing  the 
course  of  medicine’s  future  . . 
here  is  your  chance! 

This  issue  contains  a wealth  of 
opportunity  for  involvement  — all 
wrapped  up  in  our  special  report, 
“The  OSMA  Committees: 

Working  Together  for  Medicine.’’ 
Here  you  will  find  a complete  list 
of  all  of  the  committees 
functioning  at  the  OSMA  — their 
charges  and  the  approximate 
number  of  times  they  meet  each 
year.  Each  spring,  the  incoming 
President  makes  appointments  to 
these  committees,  based  in  part  on 
the  interest  expressed  by  those  who 
would  like  to  become  more 
involved  in  the  OSMA  or  in 
organized  medicine  as  a whole, 
i The  committees  are  vital, 
j functioning  segments  of  the 
! OSMA  — but  they  need  your  time 
j and  participation  to  remain  that 
; way.  Why  not  browse  through  the 
j committee  lists  and  see  which  one 
you  might  be  willing  to  lend  your 
\ assistance  to?  Contact  your  district 
councilor  to  indicate  your  interest 
(the  list  of  councilor  names  and 
j addresses  can  be  found  on  page 
■ 172  of  this  issue),  or  feel  free  to 

contact  the  OSMA  about  the 
committee  in  which  you  are 
interested.  Either  way,  your  interest 
will  be  passed  on  to  incoming 
President  William  J.  Marshall, 

MD. 

How  ironic  that  our  society, 
which  is  finally  beginning  to  shape 
up  its  diet-and-fitness  habits,  is 

1 

& 


spawning  a generation  that  has 
apparently  lost  control  of  theirs! 
Childhood  obesity  is  a topic  that 
has  drawn  the  attention  of  a 
number  of  health  professionals 
recently,  including  those  who 
attended  the  OSMA  Clinical 
Meeting  held  late  last  year  in 
Cincinnati.  Editorial  Assistant 
Michelle  Carlson  attended  the 
session  on  Childhood  Obesity, 
presented  during  that  conference, 
and  she  provides  for  us  here  a 
pointed  look  at  what  has  become, 
over  the  past  two  years,  a very  hot 
topic. 

Of  course,  no  topic  is  really 
“hotter’’  at  present  than  the 
Harvard  Resource-Based  Relative 
Value  Scale.  The  myths  and 
rumors  about  the  RBRVS  are 
flying  fast  and  furious  these  days, 
so  to  place  the  study  in  its  proper 
perspective,  we  are  providing  you 
with  an  analysis  of  the  study, 
originally  completed  by  Jerry 
Campbell,  Director  of  OSMA’s 
Development  and  Member 
Services,  for  members  of  the 
OSMA  Council.  We  thought  the 
analysis  merited  wider  distribution, 
however,  and  we  suggested  it  run 
here.  If  you  are  confused  by  the 
RBRVS,  or  still  have  some 
questions  as  to  how  it  may  affect 
you  if  adopted  — then  please  take 
time  to  read  it.  You  may  find  all 
— or  most — of  your  questions 
will  be  answered.  (If  they  aren’t  or 
you  have  further  questions,  give 
Mr.  Campbell  a call  at  the  OSMA 
office,  614-486-2401.) 

Although  we  have  provided  a 


special  AMA  report  on  the  RBRVS 
with  the  story  mentioned  above, 
most  of  the  news  concerning  our 
national  organization  can  be  found 
in  the  AMA  interim  report, 
written  by  Theodore  Castele,  MD, 
Chairman  of  the  Ohio  Delegation 
to  the  AMA,  and  OSMA  President 
Donavin  A.  Baumgartner,  Jr.,  MD. 
There  are  a number  of  pressing 
issues  facing  medicine  these  days, 
and  the  AMA  continues  to 
monitor  the  majority  of  them.  The 
report,  printed  in  this  issue, 
provides  not  only  a good  overview 
of  these  issues,  but  a barometer  of 
physician  opinion  on  these  subjects 
as  well.  You  owe  it  to  yourself  to 
read  through  it. 

Don’t  miss  our  regular 
departments  — there  are  some 
interesting  articles  this  month,  in 
both  “Ohio  Medi-scene’’  and 
“County  Collection.’’ 

Next  month  will  be  our  program 
issue  for  OSMA’s  upcoming 
Annual  Meeting  (yet  another 
opportunity  to  become  involved  in 
organized  medicine).  Watch  for  it 
. . . and  while  you’re  waiting,  why 
not  give  your  councilor  a call,  and 
let  him  or  her  know  which 
committee  interests  you?  Now  is 
the  time  to  get  involved  . . . not 
later. 

ICWvt  Ec/vTOtAclS 
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Elcompl..the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package" 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits... 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


IrDataGeneral 


Personal 

Computers 


ELSEfTIP"  s^sisms,  ha. 

Cincinnati  (513)  561-3050  Cleveland  (216)  562-3494 
(800)  441-8386 
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THE  LOWER  RESPIRATORY  TRACT- 


Experience  counts 


More  vulnerable  to  infection  in  smokers  and  older  adults 

4# 


Pulvules® 
250  mg 


t:efQclor 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococcil. 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECiOfl  should  be  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  penicillins  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mpther's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens- Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia.  and  frequently,  fever)  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  'ome  other  cephalosponns.  transient 
hepatitis  and  chplestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia.  2%.  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombecytepenia 

Abyrmalities  in  laboratory  results  of  uncertain  etiolpqy 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• false-positive  tests  for  urinary  glucose  with  Benedict's  or  fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip.  Lilly)  nKioe&i 

Additional  information  available  from  Pv  2351  amp 

Ell  Lilly  and  Company.  Indianapolis.  Indiana  46285 

EM  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 
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PRESIDENTIAL  PERSPECTIVES 


Thoughts  on  Bad 
Apples 

By  Donavin  A.  Baumgartner,  Jr.,  MD 
President  of  the  OSMA 


I On  a frequent  basis  we  are 
bombarded  with  media  stories 
loudly  decrying  the  lack  of  self 
regulation  within  the  medical 
profession.  An  individual  physician 
is  accused  of  selling  drugs  and  the 
j news  media  not  only  claims 
j widespread  drug  dependency 
; within  the  profession  but  that 

I organized  medicine  is  doing 

NOTHING.  Another  practitioner 
! is  accused  of  sexual  advances.  No 
( proof  is  needed  before  the  media 
has  launched  a campaign  to  urge 
' sweeping  legislation  “because  the 
profession  is  doing  NOTHING.’’ 
i We  repeatedly  hear  that  the 
^ malpractice  situation  is  due  to  the 
fact  that  medicine  is  doing 
I NOTHING  to  weed  out  those 
“bad”  doctors  that  account  for  all 
those  suits.  A favorite  plaintiff 
, attorney  quote  is  that  of  all  the 
amounts  awarded  by  juries,  the 
majority  is  due  to  only  2<Vo-3%  of 
physicians.  They  fail  to  indicate 
however  that  each  year  it  is  a 
different  2%-3%  and  that  many  of 
the  most  respected  physicians  in 
the  country  have  had  many  more 
than  average  suits  filed.  In  New 


York  state,  over  55%  of  OB/GYN 
physicians  have  been  sued  more 
than  three  times.  Clearly,  within 
no  one’s  definition  would  over  half 
of  the  total  of  a specialty  be 
included  in  the  “bad  physician” 
category.  The  “bad  doctor”  theory 
of  malpractice  simply  does  not 
hold  up. 

To  the  public,  however,  it  is  clear 
from  the  media  blitz  that  most,  if 
not  all  of  the  medical  problems 
would  disappear  if  we,  as  a 
profession,  would  just  stop 
defending  all  those  bad  doctors 
and  take  away  their  licenses. 

Well,  let’s  look  at  just  what 
organized  medicine  is  able  to  do 
when  confronted  with  a “bad 
apple.”  How  much  of  the  public 
(or  media  sources  for  that  matter) 
understand  that  the  absolute  worst 
thing  a medical  society  is  able  to 
do  to  a physician  is  to  exclude  him 
from  membership!  When  a 
nonmember  is  investigated,  he  or 
she  merely  has  the  option  of 
ignoring  requests  for  information 
or  appearance.  A member  has  to 
simply  resign  from  membership 
when  confronted,  a situation 


which  recently  led  the  Academy  of 
Medicine  of  Cleveland  to  amend 
the  bylaws  to  indicate  that  a 
member  may  not  resign  while 
under  any  form  of  investigation. 

Why  don’t  we  take  away  a 
license?  the  public  asks.  It  clearly 
doesn’t  understand  that  we  in 
organized  medicine  have  no  say  in 
licensure.  Unfortunately,  even 
members  of  the  profession  do  not 
always  recognize  the  difference 
between  the  Ohio  State  Medical 
Association  and  the  State  Medical 
Board.  Of  course,  the  Association 
may  refer  a case  to  the  Board  for 
investigation,  but  with  the  present 
funding,  such  action  may  be 
extremely  slow  and  backlogged. 
Although  physicians  pay  increasing 
fees  for  licensure,  those  amounts 
are  not  made  available  to  the 
Medical  Board  but  remain  part  of 
the  General  Fund  and  the  Board 
must  make  do  with  allocations  at 
the  whim  of  the  Legislature. 
Furthermore,  the  physician 
members  of  the  Board  may  not 
even  be  aware  that  a referral  for 
investigation  has  been  made,  as 
was  clearly  shown  in  a case 
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Presidential  Perspectives  . . 


recently  so  widely  publicized.  This 
is  because  they  are  not  allowed  to 
know  until  a proposed  citation  is 
presented  to  them  for  a vote. 

Medical  societies,  individual 
physicians  and  even  the  State 
Medical  Board  must  also  deal  with 
the  cumbersome  and  often  highly 
restrictive  legal  system.  All  too 
often  the  system  that  is  designed 
to  protect  the  innocent  seems  to 
actually  protect  the  guilty  via  legal 
maneuvering  and  technicalities.  A 
few  years  back,  when  a physician 
accused  of  multiple  rapes 
attempted  to  claim  insanity,  the 
State  Medical  Board  promptly 
asked  a judge  to  suspend  his 
license.  The  judge  then  asked, 
“Who  says  he  is  crazy?”  The 
Board  responded,  “He  does!”  The 
same  judge  then  informed  the 
Board  that  if  it  suspended  the 
license,  he  would  reinstate  it.  1 am 
sure  the  Board  was  accused  of 
doing  NOTHING.  The  threat  of 
lawsuit  is  a very  potent  weapon 
used  not  only  by  attorneys 
representing  an  individual 
physician  but  by  the  very 
government  that  decries  our  “lack 
of  action.”  Attempts  to  limit  a 
“bad”  physician’s  activities  is 
easily  interpreted  as  antitrust 
behavior.  There  have  been  repeated 
cases  in  which  groups  of 
physicians  on  a hospital  staff  have 
become  convinced  that  the 
activities  of  a colleague  are  outside 
the  mainstream,  but  have  been 
stopped  from  action  by  the  hospital 
attorney  warning  that  speaking  up 
would  very  probably  result  in 
expensive  litigation  — even  though 
the  physician  and  hospital  would 
most  likely  win  the  case  if  it  were 
to  go  to  trial.  Since  the  physician’s 
professional  liability  insurance  may 
not  cover  such  cases,  it  is  not  hard 
to  understand  a reluctance  to 
proceed.  Obviously,  all  of  this 
markedly  influences  the  availability 
and  objectivity  of  peer  review. 
Today,  more  physicians  are  refusing 
to  become  involved. 

On  the  other  hand,  the 
protection  of  the  legal  system  is 
very  much  needed  since  all  too 
often  government-mandated  peer 


. continued 


review  seems  to  result  in 
prosecution  rather  than 
investigation.  Furthermore,  the 
government  does  not  seem  to  have 
any  real  interest  in  education  or 
correction,  but  only  in  counting 
scalps  and  imposing  financial 
penalties. 

In  actual  fact,  there  is  no  group 
that  is  harder  on  itself  and  each 
other  than  physicians.  We  have  all 
been  trained  in  an  atmosphere  of 
questioning  and  demanding 
justification  for  a particular  test  or 
of  choosing  so  and  so  treatment 
regimen.  Traditionally,  criticism  on 
rounds  or  at  conferences  has  been 
meant  for  the  education  of  all 
involved.  Under  the  present 
circumstances,  there  is  increasing 
fear  that  ANY  form  of  criticism 
will  be  interpreted  as  grounds  for  a 
malpractice  suit  even  when  no  such 
allegation  is  implied. 

The  profession  is  being  accused 
of  inaction  and  of  protecting  the 
incompetent  physician,  and  is  yet 
handicapped  by  first,  not  having 
the  authority  to  wield  any  true 
power,  and  second,  being  faced 
with  legal  action  on  all  sides  for 
any  attempt  to  do  exactly  what  the 
public  feels  we  should. 

Let  us  look  at  the  legal 
reporting  responsibilities  of  the 
physician  in  Ohio.  The  physician 
has  a stated  legal  duty  in  Ohio  to 
report  specific  violations  of  the 
Medical  Practice  Act.*  Although 
certain  of  these  are  relatively  clear, 
such  as  selling  or  using  drugs  for 
other  than  legal  and  legitimate 
purposes  and  “fraudulent 
misrepresentation,”  other  listed 
requirements  are  not  all  that  clear. 
The  law  states  we  must  report  “a 
departure  from,  or  the  failure  to 
conform  to,  minimal  standards  of 
care  of  similar  practitioners  under 
the  same  or  similar 
circumstances.”  In  certain  cases, 
there  would  be  little  doubt,  but  let 
us  examine  two  departures  from 
the  standard  of  care.  A medication 
named  Mucomyst  is  available  to 
help  relieve  an  airway  of  viscid  or 
inspisated  secretions.  Should  a 
physician  who  uses  the  same 
medication  as  an  antidote  for 


Tylenol  poisoning  be  reported  for 
violating  the  standard  of  care?  We 
all  now  know  that  such  should  not 
be  the  case  but  what  of  the  first 
physician  to  do  so?  Similarly, 
when  the  standard  of  care  was  to 
perform  a 75‘^'o-80%  gastric 
resection  for  an  ulcer  needing 
surgery,  should  the  surgeon  who 
began  the  “weird”  new  operation 
of  cutting  certain  nerves  to  the 
stomach  and  taking  out  an 
insufficient  amount  of  stomach  be 
reported  and  condemned?  These 
cases  may  seem  clear  to  us  now 
but  what  about  that  new 
medication  or  operation  we  may 
see  tomorrow?  The  “clear  cut” 
definitions  may  become  fuzzy  at 
times. 

Yet  all  of  the  problems  of 
definition,  interpretation  and  legal 
threats  aside,  physicians  do  have  a 
duty  to  report  incompetence  and 
expose  the  “bad  apple.”  We 
understand  that  and  clearly  wish 
to  adhere  to  these  ethical  demands. 
It  is  high  time  that  the  public,  the 
media  and  the  government  realize 
that  we,  as  organized  medicine, 
have  far  more  at  stake  than  they  in 
maintaining  high  standards  for  the 
profession.  We  have  never  actually 
had  the  power  that  we  are  accused 
of  not  using.  Within  proper 
restraints  and  legal  protection  for 
the  individual,  let  us  have  that 
ability  to  police  our  own  or  at  the 
very  least  make  referrals  to  the 
Medical  Board  that  can  and  must 
be  acted  upon  promptly.  Provide 
clear  cut  definitions  that  can  be 
agreed  upon  by  all,  protect  the 
members  of  committees  involved  in 
good  faith  actions  from 
harassment  and  undue  legal  threat, 
and  we  can  assure  the  public  that 
not  only  will  we  police  our  own, 
we  will  do  it  far  better  than 
government  or  any  public  interest 
group  could  possibly  imagine.  OSMA 


*The  May  issue  of  OHIO 
Medicine  will  list  the  grounds  for 
discipline  as  contained  in  the  Ohio 
Revised  Code. 
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Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


just  a memory 

stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


Ply 

Louis  A.  Flaherty,  David  E.  Bendel,  Vernon  Manor,  Suite  T,  400  Oak  Street,  Cincinnati,  OH  45219,  (513)  751-0657 
John  E.  Hansel,  Timothy  D.  Harrison,  Suite  535,  Ackerman  Place,  700  Ackerman  Road,  Columbus,  OH  43202,  (614)  267-9156 
Robert  E.  Stallter,  Suite  H,  RO.  Box  331,  1011  Sandusky  Street,  Perrysburg,  OH  43551,  (419)  874-8080 
Robert  Dowdy,  Edward  J.  Kupcho,  Suite  111,  1 Commerce  Park  Square,  23200  Chagrin  Blvd.,  Beachwood,  OH  44122,  (216)  464-9950 
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By  G.  Dixon  Clouse,  MD 


It  seems  that  in  a hospital 
setting  it  is  improbable  that 
any  doctor  can  be  a “rugged 
individual.’’  Hospitals  tend  to 
bend  everyone  to  conformity.  This 
is  not  necessarily  the  hospitals’ 
fault.  It’s  just  that  they  must 
conform  to  their  own  regulations, 
the  ever-shifting  government 
regulations,  and  most  of  all  they 
don’t  want  to  be  sued! 

Yet  it  is  the  lawyers  that  tell  the 
government  what  to  do.  The  top 
and  bottom  line  must  fit  the 
“usual  and  customary’’  guide.  By 
nature,  most  doctors  like  to  think 
for  themselves,  to  be  their  own 
person,  to  be  independent  and 
self-reliant. 

It  is  this  qualilty  that  has 
brought  about  so  many  advances 
in  medical  science.  There  was  a 
time  when  scrubbing  with  a crusty 
old  surgeon  was  an  awesome,  yet 
somehow  inspiring  experience. 
There  was  always  excitement  on 
working  with  a clinician  on  some 
new  procedure  or  testing  a new 
theory. 

No  so  much  anymore.  It  must 
be  usual  and  customary.  Even  in 
an  office  setting,  a doctor  must 
practice  defensive  medicine  — 
keeping  the  “backside  covered’’ 
before  any  diagnosis  can  be  made 
or  therapeutic  management  can  be 
done. 


With  a swarm  of  hungry  lawyers 
hovering  like  flies  around  carrion, 
the  doctor  must  think  of  the 
scenario  of  how  it  will  feel  to  be 
sitting  in  a courtroom.  The  lawyer 
raises  the  eyebrows,  gives  a 
meaningful  look  at  the  jury  and 
asks,  “And  now.  Doctor,  will  you 
tell  the  court  whether  your  actions 
are  usual  and  customary  for  a 
doctor  in  your  community?” 

The  doctor  who  performed  the 
first  abdominal  operation  must 
have  been  very  innovative  and  have 
had  a great  deal  of  courage  to 
overcome  the  prevailing  belief  that 
it  couldn’t  be  done.  He  certainly 
wasn’t  surrounded  by  a swarm  of 
hungry  lawyers  and  government 
officials  who  would  have  said  it 
shouldn’t  be  done  because  it  was 
not  usual  and  customary. 

While  the  guideline  of  “usual 
and  customary”  prevails,  it  stifles 
and  inhibits  innovation  and 
progress,  and  medical  science  will 
move  at  a snail’s  pace.  It  is  only 
by  being  you,  a unique  individual, 
doing  what  is  not  usual  and 
customary  that  medical  science  will 
move  ahead. 

The  legendary  heroes  of  medical 
history  did  not  get  there  by  playing 
it  safe!  OSMA 


G.  Dixon  Clouse,  MD,  is  a family 
practitioner  in  Columbus. 
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We're  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Litliotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  with- 
out invasive  surgery.  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC’s 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  with  tlie  patient's 
heartbeat  by  electrocardiogram.  Usually,  the  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine.  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  Tbe  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Lithotripsy. 
We  invite  you  to  visit  CAMC  and  see  the  lithotripter 
in  action.  Come  and  learn  about  this  revolutionary 
therapy.  We  will  happily  provide  you  with  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

for  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC:  in  West  Virginia  at  1-800-654-0159;  from 
out  of  state,  call  304-340-7315. 


CAMC 

Charleston  Area  Medical  Center 
We  Care  For  West  Virginia 
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LETTERS  TO  THE  EDITOR 


OSMA  Councilors 

Listed  below  are  the  OSMA  Councilors 
and  the  districts  they  represent.  If  you  have 
any  questions  or  concerns  regarding 
OSMA,  please  address  them  to  your 
Councilor. 

First  District 

Stanley  ].  Lucas,  MD 
2905  Burnet  Avenue 
Cincinnati.  Ohio  45219 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

Walter  A.  Reiling,  ]r.,  MD 
2200  Philadelphia  Drive,  Suite  548 
Dayton,  Ohio  45406 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

William  H.  Kose,  MD 
200  W.  Pearl  Street 
Findlay,  Ohio  45840-3713 
Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 

]ohn  A.  Devany,  MD 
2743  W.  Central  Avenue 
Toledo,  Ohio  43606 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Henry  G.  Krueger,  MD 

24700  Lorain  Road 

North  Ohnstead.  Ohio  44070 

Ashtabula,  Cuyahoga,  Geauga,  and 

Lake 

Sixth  District 

/.  ]ames  Anderson,  MD 
5204  Mahoning  Ave.,  Suite  103 
Youngstown,  Ohio  44515 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nerinin  D.  Lavapies,  MD 
1220  Hughes  Avenue 
Martins  Ferry.  Ohio  43935 
Belmont,  Carroll,  Coshocton, 
Harrison,  Jefferson,  Monroe  and 
Tuscarawas 
Eighth  District 

John  F.  Kroner,  Jr.,  MD 
Box  708 

Athens,  Ohio  45701 

Athens,  Fairfield,  Guernsey,  Licking, 

Morgan,  Muskingum,  Noble, 

Perry,  and  Washington 
Ninth  District 

Richard  Villarreal,  MD 
613  Center  Street 
Wheelersburg,  Ohio  45694-1795 
Gallia,  Hocking,  Jackson,  Lawrence, 
Meigs,  Pike,  Scioto,  and  Vinton 
Tenth  District 

H.  William  Porterfield,  MD 
3650  Olentangy  River  Rd. 

Columbus,  Ohio  43214 
Delaware,  Fayette,  Franklin,  Knox, 
Madison,  Morrow,  Pickaway,  Ross, 
and  Union 
Eleventh  District 

Charles  G.  Adams,  MD 
5896  Liberty  Avenue 
Vermilion,  Ohio  44089 
Ashland,  Erie,  Holmes,  Huron, 

Lorain,  Medina,  Richland,  and  Wayne 
Twelfth  District 

Jack  L.  Summers,  MD 
75  Arch  Street 
Suite  B2 

Akron.  Ohio  44304 
Portage  and  Summit 


Physician  inspiration 

To  the  Editor: 

Your  progressive  views  are  a 
fresh  note  in  the  dreary  doctor- 
oriented  journal  of  past  years  in 
which  doctors  denounced  change, 
fed  their  self  pity  and  worried 
about  going  broke.  Change  has 
occurred  and  doctors  have  not 
gone  broke;  indeed  they  have 
successfully  milked  Medicare  and 
Medicaid  to  the  point  of  scandal. 
Even  malpractice  has,  in  its 
perverse  way,  educated  doctors  to 
better  mind  their  ways  of  practice 
and  their  relationships  to  patients. 


All  is  not  lost! 

What  OHIO  Medicine  has 
provided  is  a view  of  the  social 
scene  and,  by  implication,  the 
doctor’s  role  in  the  increasing 
statistics  of  homelessness,  lack  of 
medical  care,  poverty  and 
unattended  disease  to  which  the 
December  issue  was  devoted.  I 
hope  that  it  will  inspire  older 
physicians  as  it  does  younger  ones, 
not  yet  corrupted  by  success,  to 
fulfill  their  social  obligations  to 
society  and  to  the  state  of  Ohio 
which  permits  them  to  practice. 

Sincerely, 

Laurence  M.  Weinberger,  MD 

Ojai,  California 


CONTINUING  MEDICAL  EDUCATION 

Trauma:  Current  Concepts  of 

The  Cleveland  Clinic 

Acute  Care 

Educational 

When:  March  31-April  1,  1989 

Foundation 

Where:  Cincinnati,  Ohio 

9500  Euclid  Avenue 

Credit:  not  specified 

Cleveland,  Ohio  44106 

Fee:  $100,  physicians; 

$50,  residents  and  nurses; 
$35,  others 

1-800-762-8172 

Sponsor:  Good  Samaritan 

Continuing  Medical  Education 

Hospital,  Cincinnati 

Medicine  1989:  An  Annual 

Contact:  Lynn  Haas,  RN,  Trauma 

Review  of  Current  Topics  in 

Service 

Internal  Medicine 

Good  Samaritan  Hospital 

When:  May  3-6,  1989 

3217  Clifton  Avenue 

Where:  Cleveland  Convention 

Cincinnati,  OH  45220 

Center 

(513)  872-1718  or 

1220  East  Sixth  Street 

(513)  872-2545 

Cleveland,  Ohio 
Credit:  23  hours.  Category  I 

Fee:  $350 

Complicated  Surgical  Problems 

Sponsor:  Department  of  Medicine 

When:  April  13,  14,  1989 

Case  Western  Reserve 

Where:  Bunts  Auditorium 

University 

Cleveland  Clinic 

Contact:  Rick  Whitbeck, 

Cleveland,  Ohio 

Coordinator,  CME 

Credit:  12 '/z  hours.  Category  I 

c/o  Department  of 

Fee:  $220,  physicians;  $185, 

Medicine 

residents  and  nurses 

University  Hospitals  of 

Sponsor:  The  Cleveland  Clinic 

Cleveland 

Educational 

2074  Abington  Road 

Foundation 

Cleveland,  OH  44106 

Contact:  Department  of 

Continuing  Education 

216-844-5050 
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A HEALTHY  NEW  SIGN 
IN  WEST  VIRGINIA 


The  road  to  recovery  runs  both  ways.  Proof 
of  that  is  the  new  120-bed  Women  and  Children's 
Hospital  of  West  Virginia.  A healthy  new  sign 
for  us  all. 

Women  and  Children's  is  a tertiary  and  special- 
ized care  facility  of  Charleston  Area  Medical 
Center  devoted  exclusively  to  the  physical  and 
emotional  needs  of  women  and  children.  And 
a new  referral  source  for  you,  the  doctors  who 
care  for  them. 


State-of-the-art  technology  combines  with  special- 
ists and  sub-specialists  in  fields  such  as; 

• Infertility  • Perinatology  • Neonatology 
• Pediatric  cardiology,  hematology, 
oncology,  nephrology 

We  value  your  referrals  for  consultation  or  tertiary 
services.  And  we  invite  you  to  take  a tour  of  our 
hospital.  To  arrange  a tour,  or  for  more  information,  call 
our  administrator,  Shirley  Perry  at  (304)  347-9233. 


Women  and 
Children's  Hospital 


Division  of  Charleston  Area  Medical  Center 
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a compilation  of  the  latest  developments,  reports  and 
products  of  interest  to  physicians 


Autopsy  findings 

Efforts  should  be  made  to 
increase  the  number  of  autopsies 
nationwide,  say  researchers  at  the 
University  Hospitals  of  Cleveland 
and  Case  Western  Reserve 
University  School  of  Medicine. 
Reported  in  the  New  England 
Journal  of  Medicine,  a study 
suggests  that  the  autopsy  continues 
to  yield  clinically  relevant  findings. 

The  study  looked  at  233  autopsy 
cases  in  1984  and  1985  and  found 
that  11*^70  of  university  hospital 
cases  and  12%  of  community 
hospital  cases  yielded  major 
unexpected  findings  which  may 
have  improved  survival  if 
diagnosed  before  death.  The  most 
common  of  these  findings  were 
pulmonary  embolism  and  fungal 
infections. 

While  the  autopsy  yields 
significant  clinical  findings,  the 
researchers  admit  that  it’s  not 
possible  to  predict  which  cases 
produce  high  yields  of 
information.  Consequently,  they 
recommend  looking  for  methods 
to  cover  autopsy  costs  and  to 
improve  the  dissemination  of 
autopsy  findings. 

Autopsy  rates  have  fallen 
significantly  in  U.S.  hospitals  over 
the  years  — from  50%  in  1940  to 
just  11%  to  15%  in  1985.  This 
decline  has  been  attributed  to 
factors  such  as  fear  of  malpractice, 
lack  of  direct  payment  and 
elimination  of  autopsy 
requirements  by  the  Joint 
Commission  on  Accreditation  of 
Healthcare  Organizations. 

The  Cleveland  researchers 
conclude  that  the  autopsy  remains 
vital  to  measure  the  quality  of 
medical  care,  but  that  current 
autopsy  rates  are  inadequate  for 
this  purpose. 


Pizza  pie,  pizza  pain 


Little  did  you  know  that  the 
extra  large,  extra  cheese, 
pepperoni-and-mushroom  pizza 
that  you  ordered  to  accompany 
your  Saturday  night  VCR  movie 
would  be  such  a pain  to  make  . . . 
or  that  your  gain,  so  to  speak, 
would  be  the  pizza  cutter’s  pain. 

According  to  a letter  from  a 
Maryland  medical  center  published 
in  the  New  England  Journal  of 
Medicine  (August  18,  1988),  night 
after  night  and  year  after  year  of 
pizza  cutting  can  be  hazardous  to 
one’s  deep  palmar  branch  of  the 
ulnar  nerve. 

While  pizza  cutting  has  never 
been  recognized  as  a high-risk 
profession  for  this  condition,  the 
letter’s  author  decided  to  report 
this  particular  case  of  “pizza- 
cutting palsy’’  because  of  the 


ubiquitous  demand  for  pizza  in 
Western  nations. 

The  43-year-old  pizza  cutter 
used  a roller-blade  cutter  that 
exerted  pressure  on  the  hypothenar 
eminence,  the  letter  reported.  The 
resulting  injuries  — mild  atrophy 
and  weakness  in  the  hand,  as  well 
as  difficulty  performing  tasks  such 
as  inserting  a key  in  a car  ignition 
— are  similar  to  injuries  seen  in 
other  tradesmen;  e.g.,  wire  cutter’s 
palsy. 

The  letter  says  clinicians  should 
be  aware  of  this  potential 
condition  in  the  pizza  parlor 
worker  and  recommends  that  those 
in  the  pizza  pie  business  should 
use  a cutting  device  that  does  not 
direct  as  much  pressure  upon  the 
hand. 
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Alcohol-breast  cancer 


link  disputed 


Moderate  alcohol  consumption 
does  not  necessarily  increase  a 
woman’s  chance  of  developing 
breast  cancer,  says  a new  report 
from  the  American  Health 
Foundation. 

It  disputes  a widely  publicized 
study  released  last  year  that 
alarmed  thousands  of  women  by 
claiming  that  the  consumption  of 
alcohol  is  directly  related  to  the 
incidence  of  breast  cancer. 

Researchers  at  the  foundation 
say  that  new  findings  show  that 
any  “alcohol  connection”  is  weak 
and  unsupported,  and  instead  say 
that  certain  life-style  factors  — 
such  as  having  a college  degree. 


pursuing  a career  and  marrying 
late  or  not  at  all  — are  far  better 
predictors  of  breast-cancer  risk. 
The  study  concludes  that  the 
consumption  of  alcohol  is  only 
associated  with  breast-cancer  risk 
because  it  is  also  associated  with 
these  life-style  factors,  and  not  for 
any  independent  reason. 


Ohio’s  nursing  homes  must  take  AIDS  patients 


Nursing  homes  that  refuse  to 
admit  AIDS  patients  may  find 
themselves  without  federal  and 
state  funding,  the  Ohio 
Department  of  Health  recently 
warned  the  nursing  home  industry. 

Responsibility  for  AIDS  patient 
care,  however,  remains  a 
controversial  area  with  few  nursing 
homes  willing  to  take  part.  The 
only  one  known  to  accept  AIDS 
patients  in  the  state  is  the  Friends 
Care  Center  in  Yellow  Springs. 

Some  nursing  home 
administrators  argue  that  a 
separate  AIDS  center  is  the  best 
solution  to  the  problem,  while 
health-care  professionals  seem 
divided  on  the  subject. 

Still,  sentiments  do  not  change  a 
September  ruling  by  the  U.S. 
Justice  Department  that  says  those 
infected  with  the  AIDS  virus  are 
covered  under  federal  anti- 
discrimination  laws.  Too,  the  ODH 
recently  lifted  its  regulation  that 
required  nursing  homes  to  seek 
permission  before  accepting 


patients  with  infectious  diseases 
such  as  AIDS.  In  a letter  sent  to 
all  state  nursing  homes,  the  ODH 
wrote: 

“The  Department  of  Health  and 
Human  Services  has  advised  us 
that  any  nursing  home  that  has  a 
policy  or  practice  of  denying 
admission  to  persons  with  AIDS, 
risks  the  loss  of  its  Medicare 
and/or  Medicaid  funding.  The 
Ohio  Department  of  Health  feels 
that  a nursing  home  is  the 
appropriate  setting  for  an 
individual  with  AIDS  who  requires 
nursing  care,  and  strongly  urges 
you  to  accept  such  residents  when 
admission  is  sought.” 

Despite  a statement  by  the 
Health  Care  Financing 
Administration  that  nursing 
homes’  funding  will  not 
automatically  be  stopped  if  they 
refuse  to  accept  an  AIDS  patient, 
state  officials  are  warning  that 
sanctions  will  be  sought  if  that 
kind  of  discriminating  practice  is 
discovered. 


i 


TV  babies 

Many  parents  feel  guilty  about 
allowing  their  children  to  watch 
too  much  television.  But  new 
research  published  in  Child 
Development  suggests  that 
watching  TV  can  be  a learning 
experience  for  the  little  ones. 

Television  can  promote  language 
skills,  physical  tasks  and  an 
understanding  that  a two- 
dimensional  image,  such  as  Big 
Bird  on  TV,  represents  reality, 
researchers  say.  In  fact,  the  study 
suggests  that  this  ability  to  discern 
reality  from  a TV  screen  may  be 
innate  rather  than  learned. 

Researchers  say  infants  under  2 
are  exposed  to  about  two  hours  of 
TV  per  day  and  watch  the  tube 
about  30%  of  that  time.  Infants 
under  2 pay  attention  to  the  screen 
only  10%  of  the  time. 

Children  may  learn  from  the  TV 
in  the  same  way  as  they  do  from  a 
book,  especially  from  shows  that 
are  geared  to  child  learning  such 
as  “Sesame  Street.”  After  all  this 
time,  who  would  have  thought  that 
something  of  value  could  come 
from  the  much-maligned  TV  tube? 
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SICIAHS 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify, 
retirement  credit  can  be  obtained 
as  well  as  low  cost  life  insurance. 
One  weekend  a month  plus  two 
weeks  a year  or  less  can  bring 
you  pride  and  satisfaction  in 
serving  your  country. 


14-914-0020 


CALL:  (618)256-5939 


Name 


Or  fill  out  the  coupon  and  mall  today. 

MAIL  TO:  Air  Force  Reserve  Recruiting  Office 
MSGT  Robert  Hartung 
932  AAG/RSH,  Scott  AFB,  IL  62225-6435 


Address 

City 

Phone  _ 


State 


Medical  Specialty 


Zip 

Prior  Service?  Yes  _ 
Date  of  Birth  _ 


No 


AiR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 

1058 


I 

i 

I 


I 


i 

j 


! 


OHIO  MEDI-SOENE 

Dog  day  afternoons  ,,,  the  suicidal  patient:  what  are  your  liabilities? 

. . . research  in  Ohio  the  return  of  rheumatic  fever  . . . 


Dog  day  afternoons 

The  dealer  shuffled  the  cards 
and  dealt  them  one  by  one 
with  an  expert  flick  of  the 
wrist.  The  poker  players  surveyed 
their  cards  and  then  anted  up  what 
was  left  of  their  valuables  — a few 
dollars,  some  coins  and  a 
Labrador  retriever  named  Maxie. 

As  it  turned  out,  the  price  of 
this  poker  game  was  dear.  An  Air 
Force  first  sergeant  stationed  in 
England  acquired  Maxie  as  part  of 
his  poker  winnings.  Maxie  was  no 
ordinary  pup,  having  been  bred  at 
the  Queen’s  Sandringham  kennels. 
But  despite  the  dog’s  royal 
bloodline,  the  first  sergeant  was 
unable  to  keep  her,  and  her  care 
fell  to  Raymond  L.  Sheets,  MD,  of 
Danville,  who  was  also  in  the  Air 
Force  and  stationed  in  England  at 
the  time. 

Once  back  in  the  U.S.,  Dr. 
Sheets,  now  Medical  Director  of 
Mt.  Vernon  Developmental  Center, 
began  practicing  at  a short-term 
county  medical  health  facility.  “I 
started  taking  Maxie  into  the 
center  with  me  on  Sundays,”  he 
says,  “with  no  thought  of  pet 
therapy,  but  just  because  people 
enjoy  dogs.  More  of  a social 
thing.” 

One  of  the  patients  at  the  time 
was  a 16-year-old  male  who  had 
been  mentally  ill  for  2Vi  years.  He 
wouldn’t  talk  or  get  dressed  and 
he  simply  lay  in  bed  in  a fetal 
position.  “The  whole  gamut  of 
treatment  had  been  tried,”  says  Dr. 
Sheets,  including  medication, 
psychotherapy  and  occupational 


Raymond  L.  Sheets,  MD,  Medical  Director  of  Mt.  Vernon  Developmental 
Center,  and  his  star  therapist  Liesl. 
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]\daybe  there  is  some 
truth  to  the  old  saying 
that  a dog  is  a man^s 
best  friend  . , . 


It 


Vs  simply 
unconditional  love 
that  the  animal  gives  to  the  patients Dr.  Sheets 
explains. 


Dog  day  afternoons  . . . 

therapy.  The  young  man  was  two 
days  short  of  being  committed  to  a 
long-term  state  facility. 

Until  . . . “Maxie  wandered  into 
his  room  one  day  by  accident,”  he 
recalls.  The  boy  looked  up  and 
started  to  watch  the  dog.  “At  this 
point  in  my  life  1 had  no  idea  of 
the  importance  of  eye  contact,” 

Dr.  Sheets  says.  The  patient  began 
to  make  eye  contact  with  Maxie 
and  spoke  his  first  words  in  IV2 
years.  “What’s  the  puppy’s 
name?” 

The  patient  then  said  he  wanted 
to  take  Maxie  for  a walk.  Dr. 

Sheets  explained  that  people  didn’t 
walk  around  the  hospital  without 
clothes.  The  boy  then  pulled  on 
some  clothes.  Dr.  Sheets  grabbed  a 
leash,  and  away  they  went. 

“People  in  the  hospital  were 
flabbergasted,”  he  says.  This 
patient  hadn’t  said  a word  or 
stepped  out  of  his  room  for  two 
years  and  here  he  was  walking 
around  the  hospital,  fully  clothed 
and  talking  to  the  dog.  “I  realized 
something  wonderful  was 
happening,”  Dr.  Sheets  says. 

The  patient  eventually  went  into 
total  psychiatric  remission.  But 
before  he  left  the  facility.  Dr. 

Sheets  went  to  the  pound  and 
found  a retriever  that  looked  like 
Maxie.  He  told  the  boy  he  could 
leave,  but  that  he  had  to  take  care 
of  the  dog. 

Since  then,  the  patient  has 
graduated  from  high  school  and 
college  and  is  a clinical 
psychologist  who  uses  pet  therapy 
in  his  practice.  He’s  had  six  dogs 
since  then,  and  they’ve  all  been 
named  “Maxie.” 


Maybe  there  is  some  truth  to  the 
old  saying  that  a dog  is  a man’s 
(or  woman’s)  best  friend.  It  makes 
one  wonder  what  it  is  about  dogs 
— and  pets  in  general  — that 
makes  their  interaction  with 
humans  almost  magical. 

“It’s  simply  unconditional  love 
that  the  animal  gives  to  the 
patients,  total  acceptance,”  Dr. 
Sheets  explains.  “The  patient  is 
not  threatened  by  the  pet’s 
attention,  and  once  the  patient  can 
establish  a relationship  with  the 
animal,  I may  be  able  to  establish 
a relationship  with  the  patient.” 

Pet  therapists  differ  in  their 
methods,  he  continues.  “I  work 
with  the  patient  through  the 
animal,”  says  Dr.  Sheets,  who  has 
worked  at  the  center  for  11  years. 
One  of  his  patients.  Hazel, 
expressed  her  violence  by  trying  to 
strangle  people.  She  had  been 
mentally  ill  for  six  to  eight  years 
and  was  being  treated  with 
maximum  doses  of  psychotic 
medication.  Dr.  Sheets  embarked 
on  a regimen  of  pet  therapy  with 


Hazel  in  which  he  would 
communicate  with  her  through 
Liesl,  a St.  Bernard  and  one  of  the 
star  therapists  at  the  center.  He 
would  say,  “Liesl  would  like  this” 
or  “Liesl  wouldn’t  like  you  to  do 
that.” 

She  and  Liesl  established  a good 
rapport,  and  within  six  months 
Hazel  was  stable  and  totally  off 
medication.  “Dogs  sometimes  do 
things  better  than  we  do,”  Dr. 
Sheets  says  in  way  of  explanation. 

“I  probably  use  Liesl  the  most 
often,”  he  continues.  She  is 
becoming  somewhat  of  a dog 
celebrity,  what  with  a recent  story 
in  Dog  World  magazine  and  her 
popular  visits  to  the  Professional 
Association  for  Retarded  Persons 
and  other  groups.  Liesl  also  has  48 
fans  or  so  at  the  center  who  she 
sees  regularly  in  therapy. 

In  addition  to  Liesl,  Dr.  Sheets 
also  employs  14  other  St. 

Bernards,  which  he  refers  to  as 
“volunteers.”  He  and  his  wife 
Sharon,  the  Activities  Director  at 
the  center,  shuttle  the  dogs  back 
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and  forth  from  the  center  to  their 
home  kennel,  the  Wilheim  Wald 
Hundehiitte. 

Some  of  the  volunteers  are 
“good  walkers,”  he  says,  and  the 
center’s  spacious  grounds,  replete 
with  an  old  orchard,  make  for 
good  dog-walking  territory.  “The 
walks  give  me  a chance  to  talk 
with  the  patients,”  he  says. 

Over  the  years.  Dr.  Sheets  has 
found  that  the  nature  of  dogs 
make  them  ideal  animals  for  pet 
therapy.  But  other  therapists 
employ  a variety  of  animals,  from 
rabbits  and  snakes  to  guinea  pigs 
and  horses. 

One  couple  in  Virginia  who 
managed  a home  for  autistic 
children  acquired  a horse  that 
couldn’t  make  the  grade  as  a racer. 
“The  kids  began  to  relate  to  the 
horse  like  they  had  never  related  to 
human  beings,”  and  began 
brushing,  feeding  and  riding  the 
horse. 

After  a while,  not  only  was 
there  a noticeable  improvement  in 
the  children,  but  the  horse  also 
seemed  to  be  improving,  building 
both  self-esteem  and  racing 
potential.  The  couple  entered  the 
horse  into  some  races,  and  before 
long,  a success  story  was  in  the 
making.  The  horse  has  now  won 
over  $700,000  in  race  money. 

Needless  to  say,  the  horse  has 
put  the  autistic  center  on  a very 
sound  financial  foundation. 

During  a visit  to  the  center  several 
years  ago.  Dr.  Sheets  found  that 
the  center  had  a whole  stable  of 
horses  to  use  for  therapy. 

A recent  study  suggests  that 
petting  and  talking  to  animals 
reduces  one’s  anxiety  level  blood 
pressure  — to  a level  even  lower 
than  at  resting  rate.  When  we  talk 
to  each  other  — even  to  our 
friends,  even  in  a calm  manner  — 
our  blood  pressure  is  elevated.  “It 
shows  who  we  should  be  talking 
to,”  he  suggests. 

Another  study  compared  the 
survival  rates  of  heart  attack 
patients  who  owned  pets  to  those 
without  pets  and  found  that  the 
former  group  demonstrated  a 


significantly  higher  survival  rate 
than  the  latter.  Just  another 
indication  that  a pet  can  help 
one’s  physical  and  mental  well- 
being, he  points  out. 

After  25  years  in  the  pet  therapy 
business.  Dr.  Sheets  has  learned  a 
few  things  about  talking  to 
animals.  For  one  thing,  “If  we  can 
get  eye  contact  (between  the 
patient  and  animal),  you’ll  get  at 
least  some  improvement  (in  the 


Your  patient  confides  in  you 
that  he  or  she  is  thinking 
of  suicide  and  provides  you 
with  explicit  detail  on  how,  when 
and  where.  You  refer  them 
instantly  to  a mental  health 
professional,  or,  if  you  are  a 
mental  health  professional,  you 
take  the  necessary  precautions 
yourself.  Despite  your  best 
intentions,  however,  your  patient 
succeeds  with  the  suicide  attempt. 
Are  you  liable? 

That  question  was  the  basis  of  a 
workshop,  held  as  part  of  a 
conference  on  “Suicide: 
Interprofessional  and  Community 
Responses,”  sponsored  by  the 
Interprofessional  Commission  on 
Education  and  Practice.  Joan 
Krauskopf,  JD,  a professor  in  the 
College  of  Law  at  Ohio  State 
University,  moderated  a program 
on  “Legal  Issues,”  presented  by 
Kathryn  Haller,  JD,  Executive 
Counsel  for  the  Ohio  Department 
of  Mental  Health. 

“The  court’s  criteria  of  liability 
is  based  on  the  standard  of  care 
the  professional  provides,”  says 
Haller.  As  she  explains,  there  is  a 
duty  on  the  part  of  mental  health 
professionals  to  exercise 
“reasonable  care”  with  those  who 
they  know  (or  should  know)  could 
cause  injury  to  themselves  or 
others. 

“But  the  court  understands  that 
a mental  health  professional  can’t 
be  a guarantor  of  a person’s 
safety,”  says  Haller.  “You  are  not 


patient).  If  the  patient  touches  the 
animal,  you’ll  get  success.” 

It  may  sound  like  Dr.  Sheets  is 
going  out  on  a limb  with  that 
claim,  but  he  maintains  that  touch 
is  one  of  the  vital  elements  needed 
on  the  road  back  to  health.  And 
“the  man  with  the  big  dogs,”  as 
he  wants  to  be  remembered,  wants 
to  keep  that  road  open.  — 
Deborah  A thy 


expected  to  be  omniscent.” 

You  will,  however,  be  expected  to 
show  that  you  exercised 
professional  judgment  at  the  time 
of  deciding  what  that  care  should 
be.  Did  you  conduct  a reasoned 
appraisal  of  that  patient’s 
condition?  Did  you  document  the 
rationale  behind  your  decision  and 
show  that  it  was  made  only  after 
careful  consideration? 

“If  you  can  demonstrate  that 
you  exercised  professional 
judgment  in  treating  your  patient, 
the  court  says  that’s  all  we  can  ask 
of  you,”  says  Haller. 

Yet  there  are  two  critical 
components  that  must  be  included 
in  your  records  if  you  are  to  avoid 
liability,  she  continues.  One  of 
them  is  your  careful  assessment  of 
the  present  situation;  the  other  is  a 
past  history  of  the  patient. 


Despite  a recent  trend  in  the 
mental  health  field  to  collect 
various  research  instruments  (i.e. 
“suicide  checklists”)  to  more  fully 
determine  a patient’s  suicidal 
intent  — “The  decision  regarding 
treatment  must  still  depend  on  the 
continued  on  page  181 


The  suicidal  patient:  What  are  your  liabilities? 
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The  suicidal  patient  . . 

professional’s  intuition  and 
judgment,”  says  Haller.  However, 
the  fact  that  you  have  such 
checklists  in  your  records  does 
help  to  demonstrate  to  the  court 
that  you  made  an  effort  to  gather 
the  necessary  information. 

Once  you  have  that  information, 
Haller  continues,  you  need  to 
make  a decision  regarding  the  care 
of  that  patient  — “both  in  your 
head  and  in  writing,”  she  advises. 

Document  not  only  what  your 
decision  is,  but  also  the  rationale 
behind  that  decision.  Those  who 
don’t  may  find  themselves  taking  a 
plunge  into  legal  hot  water. 

Such  was  the  case,  for  example, 
in  Bell  v.  The  New  York  City 
Health  Corporation. 

In  this  case,  says  Haller,  a 
patient  was  released  from  the 
hospital  and  attempted  suicide 
shortly  after  discharge.  The 
attempt  was  unsuccessful,  and  the 
patient  sued  the  hospital  as  well  as 
the  physician. 

Patient  records,  subpoenaed  for 
the  trial,  showed  that  the  patient 
suffered  from  hallucinations  and 
was  generally  restless  at  night. 

Still,  the  physician  wrote 
instructions  to  discharge  the 
patient,  commenting  in  the  chart 
that  the  patient  was  no  longer 
dangerous. 

What  the  physician  failed  to 
show  in  that  chart,  Haller 
continues,  was  that  he  had  never 
bothered  to  inquire  into  the 
patient’s  delusions,  or  that  he  had 
even  considered  the  nurse’s  notes 
on  this  matter.  Whether  or  not  the 
physician  had  actually  done  either 
is  moot.  He  had  not  documented 
that  he  had. 

This  case  also  pointed  up  an 
apparent  lack  of  communication 
between  the  treatment  staff  and 
the  physician  — another  factor 
that  did  not  bode  well  for  those 
involved,  says  Haller. 

“When  there  is  a lack  of 
communication  between  staff  and 
physician,  the  courts  become 
concerned,”  she  says. 

In  this  case,  the  physician  was 
found  liable. 


continued 


This  case  also  pointed 
to  a lack  of 
communication 
between  the 
treatment  staff 
and  the  physician. 


In  Topel  V.  The  Long  Island 
Jewish  Medical  Center,  however, 
the  physician  was  found  not  liable 
(despite  the  fact  his  patient 
committed  suicide)  because  his 
documentation  proved  to  the  court 
that  he  had  considered  all  the 
factors  and  had  made  appropriate 
judgment  in  treating  the  patient. 

“Document  your  observations,” 
Haller  advises,  “and  if  you  change 
your  precautions,  document  why.” 

Once  you  are  clear  about  what 
you  are  ordering,  and  have 
documented  your  reasons  for  it, 
your  next  step  is  to  see  that  your 
orders  are  carried  through. 

“Have  good  policies  and  good 
people  who  will  follow  those 
policies,”  Haller  says. 

If  you  can  ensure  that,  she 
continues,  you  can  feel  confident 
about  defending  yourself  any  time 
litigation  might  occur. 

But  what  about  your  duty  to 
warn  the  family  or  spouse  about 
the  patient’s  suicidal  tendencies? 
What  are  your  liabilities  in  this 
regard?  Here,  the  matter  becomes 
somewhat  grayer. 

“Deal  with  it  in  terms  of  ‘What 
is  the  best  treatment  for  this 
patient?’,  not  in  terms  of  ‘Who 
should  I warn?’  ” says  Haller. 

If  the  best  treatment  involves 
warning  the  family  or  spouse,  then 
do  so  — “but  tell  the  client  you 
are  going  to  call  a family  member, 
and  make  the  call  with  the  patient 
there.  Don’t  violate  his 
confidence,”  Haller  warns. 

If  the  client  says  “no,”  then  you 


may  want  to  reconsider  your 
treatment  alternatives.  Is  there 
another  way  in  which  you  can  deal 
with  the  situation? 

“Confidentiality  supports  the 
therapeutic  relationship,”  adds 
Krauskopf.  A violation  of  that 
confidentiality  may  destroy  what 
is,  in  most  cases,  a very  tenuous 
relationship  at  best. 

On  the  other  hand,  don’t 
jeopardize  the  patient’s  well-being, 
they  say. 

“A  jury  will  look  at  the  facts 
and  understand  the  priorities 
involved,”  Haller  says,  noting  that 
“The  higher  priority  is  always  to 
protect  the  patient.” 

“No  case  in  the  country  that 
I’m  aware  of  has  ever  held  a 
physician  liable  for  failure  to 
warn,”  adds  Krauskopf.  “Make 
your  decision  on  appropriate 
therapy  — not  on  confidentiality.” 
There  is  one  last  point  that  both 
attorneys  would  like  to  stress  to  all 
health  professionals  — and, 
perhaps,  most  especially  to 
physicians. 

“Physicians  are  almost  overly 
concerned  about  litigation,”  says 
Haller.  “They  see  the  constant 
threat  of  liability  as  an 
impediment  to  their  practice. 

“I  know  that  it’s  often  difficult 
to  see  this  in  the  fray,  but 
litigation  does  have  its  place.  It 
points  out  weak  spots  that  need 
improving,  so  it  can  actually  help 
to  improve  services.” 

If  you  are  already  practicing 
good  medicine,  and  your  weak 
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spots  are  minimal,  or,  ideally,  non- 
existent — then  fear  of  litigation 
should  assume  a more  proper 
dimension  in  your  practice. 

“At  least,”  notes  Haller,  “it’s 
not  something  that  should  cause 
you  undue  alarm.”  — Karen  S. 
Edwards 


Research  in  Ohio 

esearch  projects  have  been 
launched  recently  at  a 
number  of  facilities  around 
the  state.  Following  are  two  of  the 
newest: 

Eye  disease  and  hyperbaric  oxygen 
therapy 

Medical  College  of  Ohio 

Thanks  to  a $15,000  research 
grant,  contributed  by  the  Ohio 
Lions  Eye  Research  Foundation, 
studies  will  be  made  to  determine 
if  hyperbaric  oxygen  therapy  can 
be  of  benefit  in  treating  cystoid 
macular  edema,  a disorder  in 
which  an  excessive  accumulation  of 
fluid  in  several  layers  of  the  retina. 

The  effect  of  hyperbaric 
oxygen  therapy  to  treat 
cystoid  macular  edema 
will  be  studied. 

causes  swelling  and  sometimes 
permanent  vision  loss.  The 
disorder  often  occurs  after  cataract 
surgery  or  trauma  to  the  eye,  but 
can  also  result  from  inflammatory. 


. continued 

infectious,  degenerative,  hereditary 
and  allergic  conditions. 

Researchers  will  attempt  to 
determine  what  effect  the  therapy 
will  have  on  swelling  that  persists 
over  six  months  or  on  swelling 
that  will  not  resolve  itself.  It  is 
believed  that  hyperbaric  oxygen’s 
ability  to  constrict  blood  vessels 
will  reduce  the  swelling  while  the 
increased  oxygen  will  help  to 
promote  the  eye’s  healing. 

Ten  patients  with  persistent  eye 
swelling  following  cataract  surgery 
are  expected  to  be  studied.  Each 
patient  will  receive  28  two-hour 
treatment  sessions  in  the 
hyperbaric  chamber.  Success  will 
be  determined  by  comparing  the 
vision  of  study  participants  before 
and  after  treatment. 

Diet,  blood  pressure  and  chronic 

kidney  disease 

Ohio  State  University 

Will  controlling  the  diet  and 
blood  pressure  of  patients  with 
chronic  kidney  disease  slow  the 
progress  of  the  disease?  That’s  the 
question  researchers  at  OSU  and 
14  other  health-care  facilities 
across  the  nation  will  attempt  to 
resolve  with  the  aid  of  a grant 
supplied  by  the  National  Institutes 
of  Health. 

The  Modification  of  Diet  in 
Renal  Diseases  study  will  test  the 
benefits  of  a low-protein,  low- 
phosphorous  diet  and  strict  blood 
control  in  people  with  chronic 
kidney  disease. 

Researchers  believe  that  foods 
containing  protein  and 
phosphorous  may  accelerate  the 


progression  of  kidney  failure,  and 
that  restricting  diets  of  these 
compounds  may  slow  or  stop  the 
disease.  The  study  will  test  the 
effectiveness,  safety  and  patient 
acceptance  of  these  dietary 
changes. 


Physicians  at  the  15  study 
centers  will  evaluate  800  patients, 
ages  18-70,  already  diagnosed  with 
early-stage  kidney  disease. 
Prospective  participants  will  be 
screened  with  a serum  creatinine 
test. 

The  study  is  the  largest  clinical 
kidney  study  undertaken  by  the 
NIH. 

Editor’s  note:  Are  you  or  your 
health-care  facility  involved  in  a 
research  project?  Please  let  us 
know  by  sending  us  a news  release 
or  a few  paragraphs  outlining  the 
purpose  of  the  study  and  how  it  is 
being  funded.  Send  all  material  to: 
Executive  Editor,  OHIO  Medicine, 
1500  Lake  Shore  Drive,  Columbus, 
OH  43204-3824.  — Karen  S. 
Edwards 
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The  return  of  rheumatic 

Barely  a decade  ago,  cases  of 
rheumatic  fever  were  so  rare 
that  most  medical  schools 
hardly  touched  upon  the  illness. 

Today,  however,  with 
unexplained  outbreaks  being 
reported  all  over  the  country  — 
including  right  here  in  Ohio  — 
some  physicians  may  find 
themselves  confronted  with  treating 
a disease  that  they  have  little 
knowledge  of. 

Hence  the  significance  of  “Acute 
Rheumatic  Fever  Update,”  a 
lecture  presented  recently  during 
the  OSMA’s  Annual  Clinical  and 
Scientific  Meeting  held  in 
Cincinnati. 

Historically  speaking,  it  wasn’t 
until  the  early  1800s  that 
rheumatic  fever  was  first  linked 
with  the  streptococcal  bacteria  and 
diagnosed.  The  disease  gradually 
spread,  then  tapered  off  in  the 
early  1960s  after  penicillin  was 
made  widely  available.  However, 
noted  David  Schwartz,  MD,  a 
pediatric  cardiologist  from 
Cincinnati  and  the  meeting’s 
speaker,  “It  was  a bit  premature  to 
bury  rheumatic  fever  completely 
because  in  the  early  ’80s  it  began 
to  resurface.” 

Indeed,  from  1983-86,  several 
outbreaks  of  rheumatic  fever  were 
recorded  in  Akron,  Cincinnati  and 
Columbus  (see  chart),  which  would 
indicate  the  illness  is  spreading 
once  again.  A fourth,  and  the 
most  serious,  outbreak  occured  in 
Salt  Lake  City,  where  76  cases 
were  documented  during  1985-86. 

That  particular  outbreak.  Dr. 
Schwartz  said,  “certainly  caught 
everyone  by  surprise,”  adding  that 
the  data  were  of  particular  interest 
because  the  majority  of  the 
patients  were  Caucasians  with  high 
family  incomes  and  a larger-than- 
average  number  of  family 
members.  Dr.  Schwartz  isn’t  sure 
of  the  data’s  significance,  but  he 
observed  that  physicians  should 
not  assume  that  the  illness  is  one 
that  primarily  affects  blacks 
and/or  low-income  families. 

While  most  physicians  won’t 


fever 

have  to  deal  with  large  numbers 
patients  presenting  with  rheumatic 
fever,  there  are  several  clinical 
features  they  should  be  aware  of 
that  will  aid  in  diagnosis:  arthritis 
in  major  joints;  prolonged, 
unexplained  fever;  tachycardia;  and 
any  new  cardiac  murmur 
(mitral/aortic  incompetence).  More 
acute  cases  may  present  with  florid 
polyarthritis;  pancarditis  with 
dominant  pericarditis;  fulminate 
cardiac  failure;  and  erythema 
marginatum. 

Also,  Dr.  Schwartz  added,  late 
manifestations  of  the  disease  may 
include  chorea,  “So  if  it  appears 
out  of  the  blue,  think  about 
rheumatic  fever  . . . Often, 
rheumatic  chorea  isn’t  diagnosed 
because  none  of  the  other 
symptoms  of  rheumatic  fever  are 
there.” 

While  the  illness  is  generally  not 
life-threatening,  physicians  should 
be  concerned  about  controlling 
rheumatic  fever  because  “Presence 
of  cardiac  involvement  . . . 
significantly  impacts  on 
prognosis,”  Dr.  Schwartz  said.  “As 
the  number  of  rheumatic  fever 
attacks  increases,  the  chance  that 
heart  disease  will  be  residual  goes 
up  as  well.” 


pain  of  rheumatic  fever,”  Dr. 
Schwartz  explained,  “that  it  may 
mask  the  inflammation  so  much 
that  the  patient  isn’t  complaining 
anymore,”  so  ask  about  a patient’s 
aspirin  history  or  you  may  miss 
the  diagnosis. 

Once  the  patient  has  been 
diagnosed  as  having  rheumatic 
fever,  the  first  step.  Dr.  Schwartz 
said,  is  to  treat  the  strep  throat 
with  either  a shot  of  intramuscular 
penicillin  or  with  a 10-day  oral 
regimen. 

The  second  step  is  to  treat  the 
acute  inflammation  with  aspirin 
for  approximately  eight  to  10 
weeks. 

“The  moment  you  start  those 
patients  on  aspirin,”  Dr.  Schwartz 
observed,  “it’s  like  magic  — they 
feel  better  almost  immediately.” 

However,  he  warned,  some 
patients  will  need  to  take  aspirin 
indefinitely  because  once  stopped, 
inflammation  in  the  joints  could 
recur. 

Preventing  second  attacks  of 


City 

it  of  cases 

Year 

Cincinnati 

17 

1983-84 

Akron 

23 

1986 

Columbus 

40 

1984-86 

Dr.  Schwartz  pointed  to  statistics 
that  show  that  50%  of  patients 
with  rheumatic  fever  show  cardiac 
involvement  while  25%  have  some 
cardiac  residua.  “We’re  not 
worried  about  chronic  joint 
disease,”  he  stressed,  “we’re 
worried  about  chronic  cardiac 
disease.” 

If  you  suspect  that  a patient  has 
rheumatic  fever,  the  first  question 
you  should  ask  is  whether  or  not 
the  patient  has  been  taking 
aspirin.  “Aspirin  is  so  effective  in 
reducing  the  inflammation  and 


rheumatic  fever  should  also  be  of 
concern  to  the  caregiver,  because, 
as  already  noted,  with  each 
recurrent  case  of  the  disease, 
cardiac  involvement  is  a distinct 
possibility. 

“Everyone  who  has  had  an 
episode  of  rheumatic  fever  deserves 
prophylaxis  for  at  least  the  first 
year,”  Dr.  Schwartz  recommended, 
adding  that  “The  person  with 
cardiac  involvement  should  have 
prophylaxis  — including 
intramuscular  bicillin  — for  the 
first  year,  if  not  for  the  next  five.” 
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The  return  of  rheumatic 

If  the  physician  suspects  that  the 
patient  is  coming  down  with  strep 
throat,  he  should  act  immediately 
by  prescribing  penicillin,  because. 

Dr.  Schwartz  said,  “It’s  not  so 
much  where  they’re  going  to  get 
the  strep  throat  from,  but  whether 
it’s  going  to  trigger  an  episode  of 
rheumatic  fever.” 


fever  . . . continued 

While  the  resurgence  of 
rheumatic  fever  has  yet  to  be 
explained.  Dr.  Schwartz  suggested 
that  perhaps  a Group  A 
streptococcal  bacteria  with 
enhanced  rheumatogenicity  has 
reappeared. 

The  outbreaks  might  also  be 
blamed  on  an  increasing  failure  to 


diagnose  strep  throat,  but  Dr. 
Schwartz  isn’t  convinced.  “I  don’t 
think  that’s  been  implicated,”  he 
said.  “Obviously,  it  isn’t  treated  in 
a lot  of  cases  . . . but  I think  the 
bigger  issue  is  that  (patients)  aren’t 
being  seen  (by  a doctor).”  — 
Michelle  J.  Carlson 


COLLEAGUES 


HERNDON  PRICE  HARDING, 

MD,  Worthington,  has  been  ap- 
pointed medical  director  of  the  Ohio 
Department  of  Mental  Health  . . . K. 
WILLIAM  KITZMILLER,  MD, 
Cincinnati,  has  been  appointed  medi- 
cal director  of  the  department  of 
dermatology  at  The  Jewish  Hospital 
. . . KARL  WEINEKE,  MD,  Youngs- 
town, has  been  installed  as  president 
of  the  Mahoning  County  Medical 
Society.  Janies  A.  LAMBERT,  MD, 
also  of  Youngstown,  has  been  in- 
stalled as  vice  president . . . COLUM- 
BO  M.  VENETTA,  MD,  Warren,  has 
been  elected  to  serve  a second  term  as 
president  of  the  St.  Joseph  Riverside 
Hospital  medical  staff  . . . GOR- 
DON K.  BELL,  MD,  Willoughby,  has 
been  named  medical  director  of 
PruCare  of  Northern  Ohio,  the  Pru- 
dential Insurance  Co.’s  manager  med- 
ical program  in  the  Greater  Cleveland 
and  Akron  metropolitan  areas  . . . 
ELBERT  MAGOON,  MD,  Canton, 
has  been  installed  as  president  of  the 
Stark  County  Medical  Society. 
DAVID  J.  UTLAK,  MD,  also  of  Can- 
ton, has  been  elected  president-elect 
. . . ARTHUR  L RICHARD,  MD, 
Cincinnati,  has  been  selected  to  serve 
as  president  of  the  board  of  directors 


of  the  Hamilton/Clermont/Warren 
County  Unit  of  the  American  Cancer 
Society  . . . J.  DAVID  MARTINO, 
MD,  Worthington,  has  been  elected  to 
the  board  of  directors  of  Medex,  Inc. 
. . . STEVEN  GABBE,  MD,  Colum- 
bus, has  been  awarded  the  American 
College  of  Obstetricians  and  Gyne- 
cologists/Ortho Pharmaceutical 
Corp.’s  fellowship  in  the  history  of 


K.  William  Kitzmiller,  MD 


American  obstetrics  and  gynecology 
. . . Several  Ohio  physicians  have 
been  honored  for  their  work  in  treat- 
ing cardiovascular  disease.  The  physi- 
cians have  been  inducted  into  the 
Pantheon  of  Research,  “On  the 
Shoulders  of  Giants,”  at  the  Cleve- 
land Health  Education  Museum. 
They  are:  FREDERICK  S.  CROSS, 
MD,  Chagrin  Falls;  EARLE  B.  KAY, 
MD,  Chagrin  Falls;  HERMAN  K. 
HELLERSTEIN,  MD,  Cleveland; 
RENE  G.  FAVALORO,  MD,  Buenos 
Aires,  Argentina;  and  IRVINE  H. 
PAGE,  MD,  Hyannis  Port,  Massa- 
chusetts . . . RONALD  GUSTIN, 
MD,  Nicholson,  has  been  honored  as 
Citizen  of  the  Month  for  December 
by  the  Hillsboro  City  Council  . . . 
STEVEN  CHILDERS,  MD,  St. 
Clairsville,  has  been  appointed  med- 
ical director  of  the  Star  Nursing 
Home  . . . DENNIS  KOLARIK, 
MD,  Massillon,  has  been  voted  out- 
standing preceptor  from  Doctor’s 
Hospital  by  the  1988-89  Ohio  Univer- 
sity Osteopathic  Medicine  class  of 
interns  . . . JOHN  P.  MINTON,  MD, 
Columbus,  has  been  elected  president 
of  the  Ohio  Division,  Inc.,  of  the 
American  Cancer  Society  . . . 
WAYNE  E.  YOUNG,  MD,  Wheelers- 
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Colleagues  . . . continued 


burg,  has  been  installed  as  president 
of  the  Scioto  County  Medical  Society. 
BERNHARD  GIBSON,  MD,  Ports- 
mouth, has  been  elected  president- 
elect . . . ROBERT  W.  TAYLOR, 
MD,  Warren,  has  been  installed  as 
president  of  the  Trumbull  County 
Medical  Society.  MICHAEL 
THOMAS,  MD,  also  of  Warren,  has 
been  elected  president-elect  . . . G. 
JAMES  SAMMARCO,  MD,  Cincin- 
nati, has  been  appointed  to  the  Amer- 
ican Academy  of  Orthopaedic  Sur- 
geons’ Committee  on  the  Foot  and 
Ankle  . . . Z.  CHARLES  FIXLER, 
MD,  Cincinnati,  has  been  named 
1988  Volunteer  of  the  Year  by  the 
Hamilton/Clermont/Warren  County 
unit  of  the  American  Cancer  Society 
. . . BARRY  R.  COVER,  MD,  Port 
Clinton,  has  been  elected  president  of 
H.B.  Magruder  Hospital’s  medical 
staff  ...  A.  ROBERT  DAVIES,  MD, 
Columbus,  has  been  elected  vice  pres- 


A.  Robert  Davies,  MD 


ident  and  medical  director  of  Nation- 
wide Insurance. 


Ohio  physician 
publishes  book 

Robert  M.  Zollinger,  MD, 
Chairman  Emeritus,  The 
Department  of  Surgery,  The  Ohio 
State  University  College  of 
Medicine,  has  written  a book  that 
traces  the  career,  teaching 
methods  and  influence  of  his 
mentor,  Elliott  Carr  Cutler,  MD. 

Dr.  Cutler  pioneered  the 
technique  of  mitral  valvulotomy 
for  mitral  stenosis  and  succeeded 
Dr.  George  Crile  as  Chairman  of 
Surgery  at  Lakeside  Hospital. 

The  book,  published  by  the  Futura 
Publishing  Company,  is  available 
at  medical  book  stores  throughout 
the  country.  Personally  autographed 
copies  are  available  through  the 
publisher,  2223  Pompano  Ave., 
Cincinnati,  OH  45215. 


LEASING  INC. 
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Childhood 

Obesity: 

How  To  Treat  it.  How  To  Prevent  It 


Ten-year-old  Josh  McCormick 
lies  sprawled  across  the 
family  room  couch,  his  eyes 
fixed  intently  on  the  television  in 
front  of  him.  His  right  hand 
furiously  works  the  remote  control 
as  he  searches  for  his  favorite 
show. 

With  his  left  hand,  he 
unconsciously  reaches  for  a bag  of 
chips  just  as  his  right  manages  to 
find  an  old  re-run  of  “Star  Trek.” 
Tossing  the  remote  aside.  Josh 
grabs  for  his  can  of  pop  and  takes 
a gulp. 

It’s  a nice  day  outside  to  be 
sure,  but  Josh  is  oblivious  to  the 
inviting  weather.  He’d  much  rather 
stay  inside,  relax  and  watch 
something  on  TV  . . . anything 

Josh  McCormick  is  a fictional 
character,  of  course,  but 
unfortunately,  his  story  can  be 
applied  to  millions  of  children 
across  the  country.  Chances  are,  if 
you’ve  picked  up  a newspaper  or 
magazine  in  the  last  year,  you’ve 
read  about  children  like  Josh,  and 
you’ve  read  the  alarming  statistics 
that  tell  us  America’s  children  are 
becoming  obese. 


Statistics,  like  the  ones  supplied 
by  Tufts  University  School  of 
Medicine,  show  the  number  of 
those  children  between  the  ages  of 
6-11  has  increased  54%  since  1963, 
and  the  number  of  obese  teens, 
ages  12-17,  has  increased  39% 
during  the  same  period. 

Or  maybe  you’ve  read  about 
William  Dietz,  MD’s  studies. 
Director  of  clinical  nutrition  at  the 
New  England  Medical  Center  in 
Boston,  Dr.  Dietz  has  estimated, 
using  the  1980  U.S.  Census  Bureau 
figures  (the  latest  statistics 
available)  that  there  are  over  7 
million  obese  5-  to  13-year-olds  in 
the  country  and  about  3.5  million 
14-  to  17-year-olds. 

Or  perhaps  you’ve  picked  up  the 
American  Academy  of  Pediatrics’ 
Pediatric  Nutrition  Handbook 
(1985,  2nd  edition),  which  reports 
that  from  5%  to  25%  of  all 
children  and  adolescents  are 
considered  obese,  a 40%  increase 
since  1970. 

By  now,  you  may  be  asking 
yourself,  “But  how  can  this  be?” 
We’ve  practically  been  bombarded 
by  stories  in  the  media  of  late  that 
claim  Americans  are  becoming 


By  Michelle  J.  Carlson 
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continued 


more  concerned  about  their  health. 
Why,  we’re  practically  obsessed 
with  health  and  fitness,  if  you 
believe  the  headlines.  We’re 
exercising  more,  eating  less  and 
making  a conscious  effort  to  cut 
fat  and  cholesterol  from  our  diets. 
How  can  our  children  possibly  be 
bucking  what  appears  to  be  a 
national  trend? 

Some  physicians,  like  William  B. 
Zipf,  MD,  an  associate  professor 
of  pediatric  endocrinology  at 
Children’s  Hospital  in  Columbus, 
aren’t  so  sure  Americans  are  as 
healthy  as  the  media  would  have 
us  believe.  Dr.  Zipf  spoke  recently 
on  childhood  obesity  at  the 
OSMA’s  Annual  Clinical  and 
Scientific  Meeting. 

“You  read  a lot  about  (the 
fitness  craze),’’  he  says,  “but  very 
few  people  stick  with  it.’’ 

Dr.  Zipf’s  explanation  for  the 
rising  numbers  of  obese  children? 
“1  think  there  are  some  individuals 
with  a predisposition  to  being 
obese  . . . then  we  have  the  fast 
food  industry  and  sedentary  life- 
styles. (Children)  are  not  involved 
in  as  much  activity  on  a day-to- 
day  basis  . . . and  this  unmasks 
their  predisposition  toward 
obesity.’’ 

Adds  Peggy  Rasche,  Assistant 
Director  of  Dietetics  at  Children’s 
Hospital  and  a registered  dietitian, 
“Probably  a lot  of  factors  have  to 
do  with  it  . . . the  examples  set  at 
home,  what  they’re  exposed  to,  all 
the  time  they  spend  in  front  of  the 
TV,  not  exercising.  That  could  all 
have  an  effect.’’ 

On  the  other  hand,  she  says,  it 
does  appear  that  “everyone’s 
becoming  more  health  conscious. 
There’s  nutrition  labeling  on  food, 
we’re  cooking  and  eating  lighter 
. . . but  the  problem’s  still  there. 

“I  don’t  think  there  really  is  an 
answer.’  ’ 

While  health-care  professionals 
may  disagree  slightly  on  what  is 
causing  the  increase  in  the  number 
of  obese  children,  most  are  able  to 
agree  that  several  variables  can  be 
linked  to  obesity,  namely  genetics. 


life-style,  personality,  the  change 
of  seasons  and  the  availability  of 
food.  The  emphasis,  however, 
appears  to  be  on  genetics. 

“Genetics  play  a big  part,”  says 
Dr.  Zipf,  “but  only  biological 
parents  — not  so  much 
environmental  factors. 

“That’s  not  to  say  that  the 
environmental  variable  isn’t  real,” 
he  continues,  but  children  of  obese 
parents  tend  toward  obesity  more 
so  than  do  children  with  average 
or  thin  parents. 


Only  by  detecting  a 
propensity  for  obesity 
and  treating  it  early 
can  the  physician  hope 
to  protect  his  or  her 
patient’s  health. 


Actually,  says  Dr.  Zipf, 
“Considering  all  the  variables,  it’s 
amazing  that  we’re  as  much  alike 
in  weight  as  we  are.” 

Still,  why  one  person  tends 
toward  obesity  while  another 
person  doesn’t  can  be  puzzling  at 
times.  “There  are  a lot  of 
mechanisms  in  our  bodies  that 
maintain  our  weight,”  says  Dr. 

Zipf.  “So  why  do  we  have 
obesity?  We  don’t  know.” 

What  physicians  do  know  is 
this:  Obesity  is  responsible  for  a 
number  of  serious  health  problems 
including  heart  disease,  pulmonary 
insufficiency,  gout,  hypertension 
and  gallbladder  disease.  Only  by 
detecting  a propensity  for  obesity 
and  treating  it  early  can  the 
physician  hope  to  protect  his  or 
her  patient’s  health. 

So  how  exactly  does  one  go 
about  measuring  obesity?  Certainly 
physical  appearances  are  a 
giveaway.  Using  triceps  to  measure 
skinfold  thickness  is  another 


option,  but  one  Dr.  Zipf  doesn’t 
encourage.  “Most  people  aren’t 
skilled  enough  (in  triceps’  use)  to 
get  accurate  readings,”  he  explains. 

Instead,  Dr.  Zipf  recommends 
the  physician  calculate  the  child’s 
ideal  body  weight  by  referring  to 
growth  charts  supplied  by  the 
National  Center  for  Health 
Statistics.  “I  recommend  it 
because  it’s  the  easiest  way  of 
looking  at  percent  ideal  body 
weight  for  height,”  he  says,  noting 
that  all  the  physician  need  do  is 
look  up  the  child’s  height:  If  his 
or  her  weight  is  20%  higher  than 
the  given  average,  the  child  is 
obese. 

Once  it  has  been  determined 
that  a child  is  overweight,  there  are 
several  tests  the  physician  should 
perform.  Howard  R.  Sloan,  MD,  a 
biochemical  geneticist  and 
professor  of  pediatrics  at  The 
Ohio  State  University,  and  a 
speaker  at  the  Clinical  Meeting, 
recommends  that  children  be 
screened  for  hypercholesterolemia 
before  the  age  of  5,  because,  he 
says,  “Children  with  cholesterol 
levels  over  170  go  on  to  become 
adults  with  cholesterol  levels  of 
200  and  220.” 

Children  with  high  cholesterol 
levels  should  also  have  their 
triglyceride  and  HDL  cholesterol 
levels  checked,  says  Dr.  Sloan, 
adding  that  tests  of  little  value 
include  lipoprotein  quantification, 
total  plasma  lipids  and  plasma 
phospholipids. 

The  basic  rule  of  thumb  is  that 
if  a child’s  cholesterol  level  is  over 
170  but  under  210,  diet 
modification  is  indicated.  If  the 
level  is  over  210,  the  child  should 
be  placed  on  a strict  diet,  and  if 
the  level  exceeds  220,  diet  should 
be  coupled  with  medication. 

If  it  sounds  like  “diet”  is  the 
key  word  here,  you’re  right. 

“The  most  important  thing  in 
children  (who  are  obese)  is  dietary 
therapy,”  says  Dr.  Sloan.  “The 
cornerstone  is  always  diet.” 

Dr.  Zipf  agrees,  but  warns  “You 
have  to  be  very  careful  with 
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Cara£at€  for  the 
ulcer-prone  NSAID  patient 


Aspirin 


and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers]  For  those  NSAID 


users  to  become 
users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal  | 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


O 


ARAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  Information,  and  reference  on  adjacent  page 
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ARAFATE' 


^*^(sucralfate)  Tablets 

BRIEF  SUMMARY 
CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chrome  recurrent  disease  While  short-term 
treatment  with  sucralfate  can  result  in  complete  healing  of  the 
ulcer,  a successful  course  of  treatment  with  sucralfate  should  not 
be  expeaed  to  alter  the  post-healing  frequency  or  severity  of 
duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simul- 
taneous administration  of  CARAFATE  (sucralfate)  with  tetracy- 
cline. phenytoin,  digoxin,  or  cimetidine  will  result  in  a statistically 
significant  reduction  in  the  bioavailability  of  these  agents  The 
bioavailability  of  these  agents  may  be  restored  simply  by  sepa- 
rating the  administration  of  these  agents  from  that  of  CARAFATE 
by  two  hours  This  interaction  appears  to  be  nonsystemic  in 
origin,  presumably  resulting  from  these  agents  being  bound  by 
CARAFATE  in  the  gastrointestinal  tract  The  clinical  significance  of 
these  animal  studies  is  yet  to  be  defined  However,  because  of 
the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of 
CARAFATE  from  that  of  other  agents  should  be  considered  when 
alterations  in  bioavailability  are  felt  to  be  critical  for  concomi- 
tantly administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 

Chronic  oral  toxicity  studies  of  24  months'  duration  were  con- 
ducted in  mice  and  rats  at  doses  up  to  1 gm/kg  (12  times  the 
human  dose).  There  was  no  evidence  of  drug-related  tumonge- 
nicity  A reproduction  study  in  rats  at  doses  up  to  38  times  the 
human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment Mutagenicity  studies  were  not  conducted 

PregrwrKy:  Teratogenic  effects  Pregnancy  Category  B Ter- 
atogenicity studies  have  been  performed  in  mice,  rats,  and  rab- 
bits at  doses  up  to  50  times  the  human  dose  and  have  revealed 
no  evidence  of  harm  to  the  fetus  due  to  sucralfate  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is 
excreted  in  human  milk  Because  many  drugs  are  excreted  in 
human  milk,  caution  should  be  exercised  when  sucralfate  is 
administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have 
not  been  established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and 
only  rarely  led  to  discontinuation  of  the  drug  In  studies  involving 
over  2,500  patients  treated  with  sucralfate,  adverse  effects  were 
reported  in  121  (4  7%) 

Constipation  was  the  most  frequent  complaint  (2  2%)  Other 
adverse  effects,  reported  in  no  more  than  one  of  every  350 
patients,  were  diarrhea,  nausea,  gastne  discomfort,  indigestion,  dry 
mouth,  rash,  pruntus,  back  pain,  dizziness,  sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute 
oral  toxicity  studies  in  animats,  however,  using  doses  up  to 
12  gm/kg  body  weight  could  not  find  a lethal  dose  Risks  as- 
sociated with  overdosage  should,  therefore,  be  minimal 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm 
four  times  a day  on  an  empty  stomach 
Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but 
should  not  be  taken  within  one-half  hour  before  or  after  suaaffate 
While  healing  with  suaalfate  may  occur  during  the  first 
week  or  two,  treatment  should  be  continued  for  4 to  8 weeks 
unless  healing  has  been  demonstrated  by  x-ray  or  endoscopic 
examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of 
100  (NDC  0088-1712-47)  and  in  Unit  Dose  Identification  Paks 
of  100  (NDC  0088-1712-49)  Light  pink  scored  oblong  tablets  are 
embossed  with  CARAFATE  on  one  side  and  1712  bracketed  by 
Cs  on  the  other  Issued  1 /87 
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children  because  if  you  limit  their 
diet  too  much,  they  might  not 
grow.” 

Adds  Rasche:  ‘‘The  main  focus 
is  to  help  them  grow  into  their 
weight.  You  don’t  want  to  restrict 
their  linear  height.” 

In  fact,  maintaining  a 
hypercholesterolemic  child  on  a 
strict  diet  can  be  so  involved  and 
time-consuming  that  many 
physicians  may  choose  to  refer  the 
patient  to  a dietitian  or 
nutritionist. 

‘‘If  you  hand  out  a 1,200-calorie 
diet,  don’t  waste  the  paper  that 
it’s  printed  on,”  says  Jo  Baldwin, 
Director  of  Dietetics  at  Children’s 
Hospital  and  a registered  dietitian. 
‘‘You  can’t  change  habits  by  giving 
them  a low-cholesterol  diet  and 
send  them  out  the  door. 

‘‘If  you’re  not  going  to  be  able 
to  involve  yourself  for  a long 
period  of  time,  don’t  hand  out  a 
diet,”  she  continues,  because  the 
child  will  yo-yo,  losing  weight  then 
gaining  it  back.  ‘‘You  might  talk 
about  commonsense  stuff  like 
cutting  fats  and  snacks,  but  if  you 
can’t  involve  yourself  in  a long- 
term program,”  refer  the  patient. 

If  you  feel  capable  of  managing 
the  child’s  diet  for  an  extended 
period  of  time,  both  Baldwin  and 
Rasche  agree  that  its  tantamount 
that  you  discuss  healthy  eating 
habits  with  both  the  patient  and 
the  family. 

‘‘(Dieting)  does  not  work  unless 
the  whole  family  goes  on  it,” 
observes  Dr.  Sloan.  ‘‘If  you  don’t 
get  everyone  to  do  it,  it  won’t 
work.” 

Rasche  agrees.  ‘‘I’ve  found  that 
you  have  to  work  with  the  family 
because  you  won’t  have  any 
success  if  everyone  in  the  family  is 
sitting  around  eating  chips,”  and 
setting  a bad  example  for  the  child 
(or  worse,  singling  him  out). 

‘‘It  takes  a lot  to  change  a 
family  that’s  used  to  Ding  Dongs, 
Ho-Ho’s,  chips  and  cheese  curls  to 
yogurt  and  apples,”  concedes 
Baldwin,  ‘‘but  if  you  can  convince 
them  there  will  be  a positive 


outcome,”  they’ll  be  more  apt  to 
comply. 

Because  it  can  be  difficult  to  get 
a child  to  stick  with  a diet,  Rasche 
suggests  making  small  changes  at 
first.  ‘‘You  bargain  a lot  with 
them,”  she  says.  For  example, 
many  children  don’t  like  the  taste 
of  2Vo  or  skim  milk.  To  make  it 
more  palatable,  switch  them  over 
gradually,  she  says,  by  mixing  it 
with  whole  milk.  Other 
concessions  may  include  allowing 
them  to  eat  sugared  breakfast 
cereal  — but  only  once  or  twice  a 
week. 

If  the  child  has  a sweet  tooth, 
you  may  want  to  suggest  diet  or 
‘‘light”  products  such  as  diet 
Jell-O,  she  says.  That  way,  the 
child  won’t  feel  cheated  and  will 
more  likely  adhere  to  your 
guidelines. 

Above  all,  say  the  dietitians, 
don’t  concentrate  on  the  child’s 
weight.  Losing  pounds  should  not 
be  the  main  objective.  Rather, 
Rasche  says,  the  physician  should 
be  concerned  with  ‘‘maintaining 
the  child’s  weight,  changing  eating 
habits  and  adding  exercise.” 

Physicians  should  also  be  aware 
that  many  overweight  children  may 
have  social  or  emotional  problems 
that  stem  from  their  obesity.  If 
that  is  the  case,  and  the  patient  is 
old  enough,  you  may  want  to  refer 
them  to  a support  group  such  as 
Weight  Watchers.  Many  hospitals 
also  have  programs  where  young 
and  old  alike  can  meet  to  discuss 
their  weight  problems  and  healthy 
eating  habits. 

Finally,  don’t  neglect  your 
youngest  patients;  that’s  where 
prevention  starts,  says  Dr.  Zipf. 

‘‘Hopefully,  if  a physician  sees  it 
in  a child  who’s  2 or  3,  he  can  tell 
the  parent  and  warn  them,”  he 
says.  ‘‘The  hope  is  that  if  you  can 
get  it  early,  you  can  affect  the  life- 
style early  on.”  OSMA 


Michelle  J.  Carlson  is  Editorial 
Assistant  of  OHIO  Medicine. 
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The  OSMA  Committees  — 


Working 


Together  for  Medicine 


Each  spring,  the  standing 
committees,  special  committees 
and  various  liaison  and  advisory 
committees  of  the  Ohio  State 
Medical  Association  are  reviewed 
by  the  incoming  President-Elect  — 
this  year,  William  J.  Marshall, 

MD.  At  times,  the  committees  are 
kept  intact  to  serve  another  year; 
other  times  “new  blood”  is 
infused  into  the  committee, 
depending,  to  a certain  extent,  on 
members  who  have  indicated  an 
interest  to  serve. 

Of  course,  it’s  difficult  to 
express  an  interest  in  committee 
involvement  until  you  know  what 
the  committees  are  and  what  they 
do.  Therefore,  you  will  find 
printed  below  a complete  list  of  all 
OSMA  committees,  their 
responsibilities  and  the 
approximate  number  of  times  these 
committees  meet  each  year.  This 
way,  you  can  select  a committee 
that  not  only  meets  your  area  of 
specialized  interest,  but  one  that 
matches  your  time  frame  for  such 
involvement  as  well. 

As  you  read  through  the  list, 
please  keep  in  mind  that  the 
OSMA,  and  organized  medicine  as 
a whole,  needs  your  support  and 
involvement  now  more  than  ever. 

If  you  find  a committee  that 
interests  you,  won’t  you  please 
contact  your  district  councilor  or 
the  OSMA,  and  express  your 
willingness  to  become  involved? 

You  won’t  regret  it  . . . 


Council 

Operational 

Committees 


Committee  on  Auditing 
and  Appropriations 


This  committee  is  responsible 
for  prescribing  the  method  of 
accounting  and  audits  of  any  and 
all  accounts  of  the  OSMA.  It 
prepares  and  presents  annually  to 
Council  a budget  providing  for  the 
necessary  expenses  of  this 
Association,  and  in  general 
monitors  the  fiscal  affairs  of  the 
OSMA  and  reports  to  the 
members  the  results  of  the  annual 
audit.  The  building  and  properties 
of  the  OSMA  are  under  its 
supervision. 


James  Anderson,  MD 


Meets:  Prior  to  each  Council 
meeting 

Current  Chairman:  James 
Anderson,  MD 


Auxiliary  Advisory  Ad 
Hoc  Committee 

This  committee’s  function  is  to 
advise  the  OSMA  Auxiliary  and 
local  auxiliaries  on  those  issues 
which  relate  in  some  way  to 
medicine.  This  three-person 
committee  is  usually  drawn  from 
members  of  OSMA  Council. 
Meets:  No  official  meetings  are 
held;  business  is  conducted 
informally  through 
correspondence,  phone  calls  and 
so  on. 

Current  Chairman:  John  A. 
Devany,  MD 


Adviser  to  Medical 
Assistants 

This  one-person  committee, 
appointed  from  OSMA  Council, 
serves  as  OSMA  adviser  to  the 
Ohio  State  Society  of  Medical 
Assistants  (OSSMA)  upon  request. 
Meets:  does  not  meet 
Current  Chairman:  Jack  L. 

Summers,  MD 


OSMA  Nurse  Liaison 
Committee 

The  purpose  of  this  committee 
is  to  explore  and  provide 
recommendations  concerning 
collaborative  practice  between 
nurses  and  physicians  in  meeting 
the  needs  of  patients.  The 
committee  also  considers  basic  and 


March  1989 


191 


OSMA  Committees 


• • • 


continued 


continuing  education  needs  to 
promote  collaborative  relationships 
in  practice. 

Meets:  approximately  four  times 
per  year. 

Current  Chairman:  Claire  V. 

Wolfe,  MD 


Committee  to  Review 
OSMA  House  of 
Delegates  Policy 

The  purpose  of  this  committee 
is  to  comply  with  Chapter  4, 
Section  10  of  the  OSMA  Bylaws 
regarding  updating  OSMA  House 
of  Delegates  Policy.  The  committee 
meets  once  each  year  to  develop  its 
recommendations  to  the  OSMA 
Council. 

Meets:  annually 

Current  Chairman:  Warren  Paul 
Kilway,  Jr,  MD 


Standing 

Committees 

Committee  on 
Accreditation 

This  committee  considers  the 
variety  of  concerns,  issues  or 
proposals  relating  to  continuing 
medical  education  of  the 
membership  that  may  originate 
from  or  be  referred  to  it. 

It  handles  accreditation  of 
hospitals  and  other  facilities  for 
continuing  medical  education  using 
the  guidelines  passed  down  by 
ACCME. 

It  also  formulates  appropriate 
recommendations  regarding  CME 
to  the  OSMA  Council  and/or 
other  bodies  and  implements 
policies/procedures  resulting  from 
deliberations  of  those  groups. 
Meets:  as  needed 
Current  Chairman:  John  D. 

Kramer,  MD 


Committee  on  Art  and 
Culture 

This  committee  is  responsible 
for  planning  art-  or  culture-related 
events  or  projects  for  the 
Association.  This  includes  a yearly 
display  at  the  Clinical  and 
Scientific  Meeting. 

Meets:  at  the  discretion  of  the 
chairman 

Current  Chairman:  Harry  H.  Fox, 
MD 

Committee  on 
Communications 

This  committee  is  responsible 
for  helping  plan  the  activities  of 
the  Department  of 
Communications  and  Physician 
Marketing  and  for  advising  the 
staff  on  communication  projects. 
Meets:  two  times  a year 
Current  Chairman:  William 
Dorner,  Jr.,  MD 


William  Dorner,  Jr.,  MD 


Committee  on  Education 

The  committee  is  responsible  for 
making  general  arrangements  for 
the  annual  clinical  meetings  of  the 
Association,  including  scientific 
programs  in  cooperation  with 
scientific  sections  and  specialty 
groups. 


Albert  N.  May,  MD 

The  committee  is  the  accredited 
CME  provider  for  OSMA,  which 
enables  it  to  designate  Category  I 
educational  activities,  as  well  as 
cosponsor  of  such  programs. 

Meets:  as  needed 

Current  Chairman:  Albert  N.  May, 
MD 

Committee  on  Judicial 
and  Professional  Relations 

This  committee  investigates,  at 
the  request  of  the  Council, 
questions  and  controversies  arising 
under  the  Constitution  or  Bylaws 
of  the  OSMA  or  the  Principles  of 
Medical  Ethics  of  the  American 
Medical  Association. 

Meets:  at  the  discretion  of  the 
chairman 

Current  Chairman:  William  H. 
Kose,  MD 


Membership  Committee 

This  committee’s  activities 
include:  making  recommendations 
on  membership  categories  and 
dues  rates;  approving  and 
overseeing  annual  membership 
marketing  plans;  recommending 
category  changes  to  better  serve 
the  needs  of  various  segments  of 
members  and  potential  members; 
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analyzing  and  monitoring 
physician  population  and 
nonmember  trends;  addressing 
member  concerns  and  making 
appropriate  recommendations 
when  necessary;  designing  pilot 
studies  and  incentive  programs  to 
increase  membership;  developing 
reasons  for  rejoining  the  OSMA; 
and  monitoring  membership 
statistics. 

Meets:  four  to  six  times  a year 
Current  Chairman:  Thomas  R. 

Leech,  MD;  Daniel  E.  Santos, 

MD,  acting  chairman. 


Charles  D.  Cobau,  MD  and 
Jerome  J.  Stanislaw,  MD 


Special 

Committees 

Committee  on  Cancer 

The  OSMA  Committee  on 
Cancer  has  been  charged  to  take  a 
leadership  role  among  the  many 
organizations  throughout  Ohio 
which  focus  on  cancer  — 
everything  from  preventive 
education  to  follow-up  care.  It  also 
considers  legislative  and  legal 
issues,  and  makes  appropriate 
recommendations  for  policy 


positions  to  the  OSMA  Council 
when  necessary.  In  addition,  the 
committee  also  develops  new 
programs,  with  an  emphasis  on 
prevention;  provides  information  to 
the  lay  public;  and  educates  and 
motivates  all  physicians,  especially 
primary  care  physicians,  on 
prevention  and  early 
detection/diagnosis  of  cancer. 
Meets:  approximately  three  times 
per  year. 

Current  Chairman:  Charles  D. 
Cobau,  MD;  Jerome  J. 

Stanislaw,  MD,  co-chairman 

Committee  on  Emergency 
and  Disaster  Medical 
Care 

This  committee  is  involved  in 
improving  emergency  health  care 
and  stimulating  and  encouraging 
the  development  of  improved 
emergency  medical  care  and 
transportation  in  communities 
throughout  the  state.  In  addition, 
the  committee  makes  every  effort 
to  educate  physicians  and  the 
public  in  the  various  aspects  of 
emergency  medical  systems. 

Meets:  approximately  four  times  a 
year 

Current  Chairman:  William  H. 
Gates,  MD 

Task  Force  on  Health 
Insurance  Issues 

This  committee,  composed  of 
four  members  who  serve  on  the 
OSMA  Council,  reviews  issues 
associated  with  the  various  state 
and  federal  health  insurance 
programs,  health  insurance 
companies,  review  organizations  or 
any  other  agencies  that  affect  the 
OSMA  physician  membership  and 
their  patients.  The  Task  Force  may 
recommend  appropriate  changes  to 
Council  for  adoption  of  policy  for 
the  Association  or  strategy  for 
improvement  of  the  issues. 

Meets:  at  least  once  a year 
Current  Chairman:  Richard 
Villarreal,  MD 


Committee  on  Infectious 
Diseases 


Jack  L.  Summers,  MD 


This  committee  (formerly  the 
AIDS  Task  Force)  is  responsible 
for  advising  the  association  on 
matters  relating  to  AIDS  and  other 
infectious  diseases.  This  includes 
evaluating  legislation  and  forming 
policy  and  AIDS  education. 

Meets:  two  times  a year 
Current  Chairman:  Jack  L. 
Summers,  MD 

Committee  on  Maternal 
and  Neonatal  Health 

The  major  function  of  this 
committee  is  to  study  maternal 
mortality  on  an  annual  and 
continuous  study  basis  with  the 
results  leading  to  improved 
prenatal  care.  In  addition,  the 
committee  studies,  reviews  and 
makes  recommendations  to  the 
Council  in  regard  to  matters 
relating  to  maternal  and  neonatal 
health. 

Meets:  at  least  once  a year,  usually 
in  April 

Current  Chairman:  William  J. 
Keating,  MD 

Medical  Advisory 
Committee 

This  committee,  composed  of  30 
physicians  representing  all  major 
specialties  of  surgery  and  medicine, 
assists  the  OSMA  ombudsman 

continued  on  page  195 
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CMUrsPLAY 

Is  Not 
Enough. 


Surveys  indicate  that  many 
parents  overestimate  the 
physical  fitness  of  their  children 
because  they  appear  so  active. 
The  fact  is,  to  be  physically  fit, 
children  need  one  to  two  hours 
of  vigorous  exercise  each  day. 

What  can  you  do  to  ensure 
that  your  children  get  enough 
exercise?  Try  the  following: 

■ Discuss  your  child's  overall 
physical  fitness  with  your 
school's  Physical  Education 
teacher. 

■ Moke  o conscious  effort 
to  monitor  the  type  and 
amount  of  exercise  your 
child  gets  both  in  and  out 
of  school. 

■ Be  aware  of  your  child's 
weight  in  comparison  to  medi- 
cally accepted  norms  for  his  or 
her  age  and  size. 

With  the  right  amount  of 
doily  exercise,  teenagers 
and  children  of  oil  ages  will 
get  the  most  from  school . . . 
and  ploy. 

For  more  information,  write  to: 
Fitness,  Dept.  84, 

Washinqton, 

DC  20001. 

The  President's 
Council  on 
Physical  Fitness 
and  Sports 


I'P 


Joseph  R.  Drago,  M.D., 

Chairman 

Division  of  Urology 


has  been  elected  co-director  of  the 
National  Prostatic  Cancer  Detection  Program. 


The  project  brings  together  the  leading 
experts  in  the  field  to  discuss  research 
findings  and  clinical  protocols  in 
the  diagnosis  and  treatment  of  prostate  cancer. 
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with  expert  opinions  and  advice  on 
the  appropriateness  and  accuracy 
of  medical-surgical  claims 
decisions  made  by  third-party 
payors,  PROs,  Medicare,  Medicaid 
and  other  health  insurance  entities 
which  affect  OSMA  physician 
members  who  have  sought  the 
assistance  of  the  OSMA 
ombudsman. 

Meets:  does  not  meet  officially. 
Conducts  business  through 
correspondence,  phone  calls,  etc. 
Current  Chairman:  this  committee 
functions  without  a chairman 

Committee  on 
Membership  Insurance 
Plans 

The  purpose  of  this  committee 
is  to  evaluate  and  update  OSMA 
membership  insurance  plans  in 
order  to  provide  appropriate 
insurance  coverage  to  OSMA 
members. 

Meets:  as  needed 
Current  Chairman:  Walter  A. 
Daniel,  MD 

OHIO  Medicine  Advisory 
Committee 

Members  of  this  committee 
review  all  clinical  and  scientific 
material  submitted  to  OHIO 
Medicine  magazine,  and  advise  the 
staff  on  other  topics  suitable  for 
publication. 

Meets:  as  needed,  but  review  of 
clinical  material  is  ongoing. 
Current  Chairman:  Frederick  H. 
Davidorf,  MD 

Physician  Effectiveness 
Committee 

The  major  purposes  of  this 
committee  are:  to  identify 
physicians  impaired  by  chemical 
dependence,  mental  or  emotional 
problems,  or  problems  of  aging;  to 
assist  impaired  physicians  by 
steering  them  into  an  appropriate 
mode  of  professional  help;  and. 


following  successful  completion  of 
treatment  or  other  form  of 
professional  help,  to  serve  as  the 
physician’s  advocate  in  re-entering 
effective  practice. 

Meets:  approximately  four  times 
per  year 

Current  Chairman:  Ransome  R. 
Williams,  MD 


Task  Force  on 
Professional  Liability 

The  purpose  of  the  OSMA  Task 
Force  on  Professional  Liability  is 
to  evaluate  and  participate  in  any 
project  that  could  improve  the 
professional  liability  situation. 
Meets:  once  or  twice  a year,  or  as 
needed 

Current  Chairman:  Donavin  A. 
Baumgartner,  Jr.,  MD 


Committee  on  Public  and 
School  Health 

The  Committee  on  Public  and 
School  Health  examines  issues 
related  to  public  health  education 
and  health  services  for  Ohio 
residents  and  students  as  well  as 
curricula  in  comprehensive  health 
education  in  the  state’s  elementary 
and  secondary  schools.  The 
committee  monitors  and 
contributes  to  the  activities  of  the 
State  Planning  Committee  for 
Health  Education  in  Ohio 
(SPCHEO)  and  the  Ohio 
Department  of  Health’s  Preventive 
Health  and  Health  Services  Block 
Grant. 

Meets:  as  needed 
Current  Chairman:  Morton 

Nelson,  MD 


Joint  Advisory  Committee 
on  Sports  Medicine 

This  committee,  in  cooperation 
with  the  Ohio  High  School 
Athletic  Association  and  the  Ohio 
Athletic  Trainers  Association, 
works  through  five  subcommittees 
to  promote  the  health  and  safety 


of  Ohio’s  scholastic  athletes.  In 
addition  to  sponsoring  and 
promoting  training  programs  in 
sports  medicine  for  those 
associated  with  scholastic  sports, 
this  committee  also  promotes 
better  communications  in 
interscholastic  athletic  programs; 
provides  site  coverage  at  OHSAA 
playoff  games;  monitors 
legislation,  policies  and  guidelines 
affecting  scholastic  sports,  making 
recommendations  as  needed;  and 
recognizes  team  physicians  who 
have  provided  long,  outstanding 
service  to  Ohio  high  schools. 
Meets:  annually 
Current  Chairman:  Michael  J. 

Vuksta,  MD 


Committee  on  State 
Legislation 


Herman  /.  Abronwwitz,  MD 


This  committee  reviews 
legislative  proposals  and  makes 
recommendations  to  Council  about 
policy  positions  the  OSMA  should 
take  on  these  proposals.  The 
committee  meets  several  times  each 
year  to  consider  pending  legislation 
affecting  physicians  and  to  hear 
staff  reports  on  the  major  issues 
before  the  Ohio  General  Assembly. 
The  committee  also  assists  the 
OSMA  legislative  staff  in 
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OSMA  Committees 


continued 


providing  witnesses  and/or 
technical  information  to  the  Ohio 
Legislature. 

Meets:  at  the  discretion  of  the 
chairman 

Current  Chairman:  Herman  I. 
Abromowitz,  MD 


John  A.  Burkhart,  MD 


Committee  on  Workers’ 
Compensation 

The  purpose  of  this  committee 
is  to  keep  abreast  of  legislation, 
regulations  and  the  implementation 
of  the  Workers’  Compensation 
program  in  Ohio  and  to  make 
recommendations  for  improvement 
in  the  program. 

Meets:  approximately  four  times 
per  year 

Current  Chairman:  John  A. 
Burkhart,  MD 

Young  Physicians 
Committee 

Formed  in  1987  upon 
recommendation  of  the  OSMA 
Council,  the  Young  Physicians 
Committee  works  to  resolve  the 


Victoria  Ruff,  MD 

problems  facing  physicians  under 
the  age  of  40  and/or  who  have 
been  in  practice  less  than  five 
years,  and  encourages  membership 
in  organized  medicine  within  this 
group  of  practitioners. 

Meets:  approximately  four  times  a 
year. 

Current  Chairman:  Victoria  Ruff, 
MD  OSMA 
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How  Well  Do  Understand 
the  Resource-Based  Relative 
Value  Scale? 


By  Jerry  Campbell 


Editor’s  note:  No  doubt  you  have 
been  hearing  a lot  lately  about  the 
Harvard  Resource- Based  Relative 
Value  Scale  which,  if  adopted,  will 
attempt  to  determine  a relationship 
in  payment  among  services 
provided  by  physicians. 

The  study,  and  the  information 
that  has  recently  emanated  from  it, 
can  be  confusing  at  best,  so  we 
have  provided  here  a thoughtful 
background  and  analysis  of  the 
project.  We  hope  that  if  your 
answer  to  our  title  question  was 
“not  very  well,”  the  following 
report  will  help. 


Background 

The  Physicians  Payment 

Review  Commission  (PPRC) 
was  created  by  Congress  in 
the  Consolidated  Omnibus 
Reconciliation  Act  of  1985 
(COBRA)  (Public  Law  99-272)  to 
advise  Congress  on  reforms  of  the 
methods  used  to  pay  physicians  for 
services  provided  to  Medicare 
beneficiaries. 

The  Commission  plays  four 
roles.  First,  it  provides  independent 
expert  advice  to  Congress  and  the 
Secretary  of  Health  and  Human 
Services.  Second,  the  Commission 


actively  seeks  the  views  of 
beneficiaries,  physicians  and  others 
concerning  the  issues  and 
recommendations  it  is  considering. 
The  Commission  also  conducts 
objective  analyses  to  provide  the 
basis  for  policy  decisions  to  alter 
Medicare  physician  payment 
policies.  Finally,  the  Commission 
undertakes  the  design  work 
necessary  to  implement  policy 
changes. 

The  Commission  has  focused  its 
attention  on  determining  the 
conceptual  basis  for  a relative 
value  scale.  In  the  first  PPRC 
report  to  Congress  in  1987,  the 
Commission  called  for  the 
development  of  a fee  schedule  for 
Medicare  and  established  the 
following  set  of  goals  for  physician 
payment  policy  that  would  guide  it 
in  making  recommendations  for 
change: 

1.  Maintain  access  to  care; 

2.  Maintain  or  improve  quality  of 
care; 

3.  Maintain  financial  protection 
for  Medicare  beneficiaries; 

4.  Increase  equity  among 
physicians  providing  similar 
services; 

5.  Reduce  the  rate  of  growth  of 
supplementary  medical 
insurance  payments; 


6.  Increase  understanding  of 
method  of  paying  physicians  by 
physicians’  Medicare 
beneficiaries  and  the  general 
public; 

7.  Establish  an  orderly  change  in 
any  new  payment  system  that  is 
established;  and 

8.  Accommodate  the  various  ways 
medical  services  are  organized 
(i.e.,  fee-for-service,  capitation, 
etc.) 

The  PPRC  determined  that  the 
key  components  of  a fee  schedule 
is  a relative  value  scale  which 
would  determine  the  relationship 
in  payment  among  provided 
services.  The  PPRC  further 
determined  that  a resource  cost 
basis  is  the  only  realistic  basis  for 
a relative  value  scale.  The  PPRC 
contracted  with  Harvard  University 
to  develop  a new  resource-based 
relative  value  scale  study  for  the 
purpose  of  estimating  the  relative 
resource  costs  in  providing  a 
physician’s  services.  Hereafter,  the 
Harvard  Resource-Based  Relative 
Value  Scale  will  be  referred  to  as 
the  RBRVS.  The  RBRVS  could 
serve  as  the  basic  plan  as  the 
PPRC  makes  recommendations  to 
Congress. 

While  the  American  Medical 
Association  and  specialty  societies 
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Understanding  the  RBRVS  . . . continued 


Report  to  the  OSMA  Membership  on  the 
Relative  Value  Scale  From  the  Ohio 
Delegation  to  the  AMA 


At  its  interim  meeting  held 
December  4-7  in  Dallas, 
the  American  Medical 
Association  House  of  Delegates 
adopted  Amended  Report  AA  of 
the  AMA  Board  of  Trustees.  This 
report  presents  the  conclusion  of 
the  board’s  technical  review  of 
the  Harvard  Resource-Based 
Relative  Value  Scale. 

The  RBRVS  study,  if 
implemented  by  Congress,  could 
revolutionize  the  way  that 
payment  levels  are  determined  for 
physicians’  services  under 
Medicare.  The  RBRVS  ranks 
services  based  upon  the  work 
involved  in  providing  the  service 
— defined  as  the  physician’s  time 
before,  during  and  after 
delivering  the  service  and  the 
intensity  (mental  skills,  judgments 
technical  skills,  effort  and  stress 
related  to  patient  risk)  with 
which  that  time  is  spent.  Relative 
specialty  practice  costs  and 
amortized  cost  of  specialty 
training  also  are  factored  in. 

Since  there  has  been  so  much 
confusion  regarding  the  AMA 
position  on  this  issue,  the  Ohio 
Delegation  to  the  AMA,  which 
voted  to  support  Report  AA, 
would  like  to  summarize  the 
actions  taken  at  the  recent 
meeting. 

First  and  foremost,  the 
Delegation  would  like  Ohio 
physicians  to  understand  that  the 
AMA  did  not,  in  any  way, 
endorse,  accept  or  approve  phase 
one  of  the  Harvard  RBRVS. 

The  AMA  did  reaffirm  its 
support  of  a Medicare  indemnity 


payment  system  based  on  an 
RBRVS.  It  also  reaffirmed  its 
support  of  balance  billing  and 
expressed  opposition  to  the  use 
of  this  study  as  a means  of 
rationing  health  care. 

AMA  endorsement  of  the 
Harvard  RBRVS  as  an  acceptable 
basis  for  a Medicare  indemnity 
payment  system  will  occur  if  and 
when  the  study  is  sufficiently 
expanded,  corrected  and  refined 
to  address  those  areas  of  concern 
identified  in  Amended  Report 
AA. 

Amended  Report  AA  makes 
numerous  specific  policy 
recommendations  regarding  an 
RBRVS-based  indemnity  payment 
system.  They  include  a transition 
period  for  implementation, 
geographic  and  specialty 
differentials,  an  appropriate 
monetary  conversion  factor  and 
method  of  updating  it,  and 
opposing  measures  leading  to 
rationing.  The  report  also  calls 
for  a restudy  of  those  specialties 
whose  portions  of  the  original 
study  were  found  to  contain 
errors. 

In  addition,  the  AMA  Board 
of  Trustees  is  directed  to  continue 
its  ongoing  studies  of  the 
development  and  implementation 
of  the  RBRVS-based  Medicare 
indemnity  payment  system  and  is 
asked  to  report  back  to  the 
House  on  its  findings  at  the  June 
1989  AMA  Annual  Meeting. 

As  the  situation  develops,  the 
OSMA  will  keep  its  members 
updated  regarding  the  RBRVS. 


cooperated  with  Dr.  Hsaio  of 
Harvard,  the  AMA  has  not 
approved  or  disapproved  the 
RBRVS. 


Characteristics  and 
Discussion  of  the  RBRVS 

Harvard’s  method  for  measuring 


resource  costs  focused  on  three 
basic  inputs: 

1.  The  work  involved  in  providing 
a service,  defined  as  the 
physician’s  time  before,  during 
and  after  delivering  the  service 
and  the  intensity  with  which 
that  time  is  spent;  intensity  is 
defined  as  mental  skill, 
judgment,  technical  skill,  effort 
and  stress  related  to  patient  risk; 

2.  Relative  specialty  practice  costs; 
and 

3.  The  amortized  cost  of  specialty 
training. 

The  RBRVS  involved  receiving 
relative  value  scale  components 
from  22  services  from  each  of  the 
selected  18  specialty  societies  for  a 
total  of  396  services.  The  sample 
size  from  the  18  specialties  was 
3,200  physicians,  of  which  2,000 
responded  for  a response  rate  of 
62%.  The  Harvard  researchers  then 
extrapolated  the  relative  values  of 
400  core  services  to  a total  of 
2,000  services. 

Flaws  in  the  RBRVS  Study 

1.  The  researchers  used  less  than 
reliable  data  and  relied  more 
upon  complex  estimating 
techniques  and  extrapolation 
methods; 

2.  There  are  significant  limits  in 
the  accuracy  with  which  major 
elements  of  the  RBRVS  index 
were  estimated;  and 

3.  Since  the  researchers  only  used 
an  extrapolated  2,000  CPT-4 
codes  out  of  the  existing  7,000 
CPT-4  codes,  the  physician 
interviews  were  conducted,  but 
it  was  not  statistically  verified 
that  the  services  surveyed  were 
typical  and  representative  of  the 
entire  CPT-4  code  system; 

4.  The  survey  response  rate  of 
62%  is  typical  of  survey 
research  but  low  enough  to 
require  consideration  of  non- 
respondent bias; 

5.  The  linking  process  in 
comparing  like  services  provided 
by  different  specialists  were 
found  to  have  a 25%  error  rate; 
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6.  Only  18%  of  surveyed 
physicians  responded  to  the 
questions  which  intended  to 
provide  a measurement  of  pre- 
and  post-service  work; 

7.  The  researchers  used  statistically 
weak  estimating  equations  and 
assumptions  relating  to  pre-  and 
post-service  work,  which  would 
therefore  need  to  be  verified 
and  refined  in  future  studies. 

The  Harvard  researchers  are 

aware  of  the  above-mentioned 
flaws  in  the  study  and  are 
conducting  additional  research  and 
data-gathering  activities  to  rectify 
the  situation. 

Impact  of  RBRVS  on 
Physician  Payments 

1.  The  average  Ohio  physician 
would  experience  a 28%  annual 
increase  in  Medicare  revenues. 

2.  The  average  Ohio  physician 
would  experience  a 4%  annual 
increase  in  revenue  as  a 
percentage  of  total  revenues. 

3.  The  average  Ohio  physician 
would  experience  a $13,000 
annual  increase  in  Medicare 
revenue. 

4.  Initial  data  indicates  that  75% 
of  the  physicians  in  the  United 
States  would  have  an  annual 
impact  of  less  than  $1,000  as  a 
result  of  the  RBRVS. 

5.  Initial  data  further  indicates 
that  50%  of  the  physicians  in 
the  United  States  would  not 
experience  any  change  in  their 
payment  for  services  rendered  to 
Medicare  beneficiaries. 

Additional  Observations  and 
Comments 

The  RBRVS  study  assumes  a 
budget  neutral  impact.  Indications 
are  that  Congress  is  actually 
seeking  a reduction  in  payment  to 
physicians  for  services  provided  to 
Medicare  beneficiaries. 

The  implementation  of  a fee 
schedule  that  might  result  from  the 
RBRVS  is  scheduled  for  January  1, 
1990;  however,  indications  are  that 


Relative  Value  Scale  Reference  Manual 


Available 

Curious  as  to  how  the 

proposed  Resource-Based 
Relative  Value  Scale  will 
impact  your  income  if  it  is 
adopted? 

Then  you  may  want  to  check 
out  the  book  “Physician’s 
Reference  to  RBRVS,’’  prepared 
by  William  C.  Hsiao  and 
associates  — the  same  study 
group  that  drafted  the  RBRVS 
system  for  the  Health  Care 
Financing  Administration. 

Billed  as  a “practical 
workbook,’’  the  “Physician’s 
Reference’’  provides  physicians 


with  methods  of  projecting  the 
effect  of  an  RBRVS-based 
schedule  on  their  practice 
incomes.  Over  1,500  relative 
values  have  been  delineated  and 
worksheets  for  estimating  likely 
payment  rates  for  units  of  work 
under  Medicare,  Blue  Cross/Blue 
Shield  and  Workers’ 
Compensation  are  also  included. 

The  book  is  priced  at  $59.95 
and  is  available  from  Cambridge 
Health  Economics  Group,  Inc., 
850  Boylston  Street,  Chestnut 
Hill,  MA  02167. 


it  could  well  be  January  1,  1991 
before  the  fee  schedule  could  be 
implemented. 

It  is  anticipated  that  other 
government  programs  as  well  as 
private  insurance  companies  would 
consider  implementing  a program 
similar  to  the  RBRVS  if  it  would 
be  to  the  third-party  payor’s 
advantage. 

The  AMA  has  indicated  its 
strong  opposition  to  any  attempt 
to  implement  mandatory 
participation  and/or  elimination  of 
balanced  billing. 

The  RBRVS  does  not  include 
podiatrists,  optometrists  or  other 
Medicare-eligible  providers; 
however,  it  is  anticipated  that  these 
providers  will  be  included  at  a 
later  date. 

There  are  many  policy  and 
administrative  issues  that  are  not 
settled  as  yet  such  as: 

1.  Transition  and  implementation; 

2.  Geographic  differentials; 

3.  Specialist  differentials; 

4.  Assignment  and  balanced 
billing; 

5.  Utilization  control;  and 

6.  Payment  program  updates. 

The  AMA  Board  of  Trustees  is 

preparing  a report  regarding  the 
RBRVS  for  the  AMA  House  of 


Delegates  to  consider  at  its  Interim 
Meeting  in  Dallas,  Texas, 

December  4-7,  1988.  The  Board  of 
Trustees’  report  is  scheduled  to  be 
distributed  on  November  21,  1988. 

The  AMA  has  stated  that  the 
goal  of  the  AMA  House  of  Delegates 
in  December,  1988  will  be  to  “settle 
and  agree  on  problem  areas  so  that 
these  issues  can  be  negotiated  to 
the  best  interest  of  patients  and 
physicians.’’  If  that  goal  cannot  be 
reached,  a special  session  of  the 
AMA  House  of  Delegates  might 
be  called  for  early  1989. 

Since  Congress  has  mandated  a 
fee  schedule  for  payment  of 
physician  services  for  Medicare 
beneficiaries,  a change  in  the 
system  is  inevitable.  Alternatives 
that  are  perhaps  less  desirable  than 
an  RBRVS  could  include,  but  not 
be  limited  to,  an  HMO  for 
Medicare  beneficiaries,  physician 
Diagnostic  Related  Groupings 
(DRGs),  individual  negotiation, 
and  an  unrealistically  low 
capitation  system.  OSMA 


Jerry  J.  Campbell  is  Associate 
Executive  Director  of  the  OSMA 
and  Director  of  Development  and 
Member  Services. 
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Agency  Reference 

To  find  the  PICO  agent(s)  in  your  area,  consult  the  listing  below. 


AKRON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
P.O.  Box  8629 

Youngstown,  Ohio  44507-8629 
Ohio  toU-free;  800-362-6577 
(Also  serving  Conneaut) 

BEACHWOOD 

R.  Macknin  Insurance  Agency,  Inc. 
3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2574 

CANTON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Barkdull  & Guckenberger 
125  E.  Court  Street 
Cincinnati,  Ohio  45202 
(513)  381-3100 
FMS  Insurance  Agency 
125  E.  Court  Street 
Cincinnati,  Ohio  45202 
(513)  381-0811 

Hoffman,  Ries  & Associates 
7770  Cooper  Road 
Cincinnati,  Ohio  45242 
(513)  791-5401 

Rudd  Insurance  Agency,  Inc. 
239  West  Court  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Haas  Insurance  Agency 
25000  Center  Ridge  Road 
Parkway  Place  #4 
Westlake,  Ohio  44145 
(216)  871-8720 


26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
Columbia  Station,  Ohio  44028 
(216)  235-8585 

R.  Macknin  Insurance  Agency,  Inc. 
3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 
24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-6950 
United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 
COLUMBUS 

NeU  Governor  & Associates 
38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

Grubers'  Columbus  Agency,  Inc. 
3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

The  Johnson  Insurance  Agency 
685  N.  Hague  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 
Marsh  & McLennan,  Inc. 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  461-6400 

McCaffrey  Insurance  Agency 
2935  Kenny  Road,  Suite  100 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson-ParkhUl  Insurance  Agency 
617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Associated  Insurance  Consultants,  Inc. 
The  Executive  Building 
1250  W.  Dorothy  Lane 
Dayton,  Ohio  45409 
(513)  293-6000 

Baldwin  & Whitney  Agency,  Inc. 
15  E.  Fourth  Street 
P.O.  Box  1814 
Dayton,  Ohio  45401 
(513)  223-3181 

(Also  serving  Montgomery,  Miami, 

Greene,  Preble  and  Darke  counties) 


Bob  Doyle 

Miami  Valley  Insurance  Associates 
3617  Dayton-Xenia  Road 
Dayton,  Ohio  45432 
(513)  429-5600 
(Serving  Montgomery  and 
Greene  Counties) 

ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 
Ohio  Toll-Free: 
800-356-8415 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
822  South  7th  Street 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  E.  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

Stolly  Insurance,  Inc. 

1730  Allentown  Road 
P.O.  Box  1666 
Lima,  Ohio  45805 
(419)  227-2570 

(Serving  Allen,  Auglaize,  Putnam, 
Hancock  and  VanWert  Counties) 

MEDINA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
Ohio  Toll-Free: 
800-356-8415 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 

NEW  BOSTON 

Riffe  & Bennett 
Insurance  Agency,  Inc. 

422  Center  Street 
New  Boston,  Ohio  45662 
(614)  456-4191 
(Serving  Scioto,  Pike  and 
Lawrence  counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Geo.  Gilmore  & Son  Insurance 
109  North  5th  Street 
P.O.  Box  237 
Steubenville,  Ohio  43952 
(614)  282-9791 

TOLEDO 

Benham  Insurance  Associates,  Inc. 
5133  S.  Main  Street 
P.O.  Box  369 
Sylvania,  Ohio  43560 
(419)  882-7117 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co. 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
P.O.  Box  8629 

Youngstown,  Ohio  44507-8629 
Ohio  toll-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency'  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
P.O.  Box  8629 

Youngstown,  Ohio  44507-8629 
(216)  788-6577 
Ohio  toll-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 
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Report  of  the  Interim 
Business  Meeting  of  the 
American  Medical 
Association 
December  4-7,  1988 

By  Theodore  J.  Castele,  MD,  Chairman 
Ohio  Delegation  to  the  AMA  and 
Donavin  A.  Baumgartner,  Jr.,  MD,  President 
Ohio  State  Medical  Association  and 
Co-Chairman,  Ohio  Delegation  to  the  AMA 


This  report  covers  some  of 
the  important  issues  voted 
on  by  the  Ohio  Delegation 
at  the  1988  Interim  Business 
Meeting  of  the  American  Medical 
Association  in  Dallas,  Texas, 
December  4-7,  1988. 

There  were  61  reports  and  131 
resolutions  considered  by  the 
House  of  Delegates.  The  following 
summary  contains  various  items  of 
business  that  were  considered  by 
the  AMA  House  of  Delegates  at 
this  meeting. 

Resource-Based  Relative  Value 
Scale 

The  primary  item  of  business  at 


the  AMA  House  of  Delegates 
meeting  in  Dallas  was  the  Harvard 
Resource-Based  Relative  Value 
Scale  as  it  relates  to  a detailed 
AMA  Board  of  Trustees  Report. 
Evidence  of  the  widespread  interest 
in  the  Harvard  RBRVS  is  indicated 
by  the  fact  that  110  individuals 
presented  seven  hours  of  testimony, 
which  was  exceeded  only  by 
testimony  related  to  the  original 
Medicare  debate  in  1965. 

The  AMA  position  on  the 
RBRVS  stops  short  of  endorsing 
the  current  version  of  the  Harvard 
study  and  states  that  when 
sufficiently  expanded,  corrected 


and  refined,  the  Harvard  study 
would  provide  an  acceptable  basis 
for  a Medicare  indemnity  payment 
system.  This  policy  makes  AMA 
support  of  the  study  contingent  on 
re-study  of  some  specialties, 
expansion  to  additional  specialties, 
and  improvements  in  the 
measurement  of  practice  and 
training  costs  as  well  as 
extrapolations  to  services  that  were 
not  initially  measured. 

The  Board  of  Trustees  Report, 
which  was  amended  and  adopted 
by  the  AMA  House  of  Delegates, 
concludes  that  continuing  high 
rates  of  growth  in  Medicare 
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expenditures  for  physician  services 
and  mounting  pressure  to  reduce 
the  federal  budget  have  made 
Medicare  physician  payment 
reform  a focal  point  on  Congress’ 
agenda.  Congressional  and 
Administration  attention  to 
physician  payment  has  to  date 
produced  fee  freezes,  MAACS, 
inherent  reasonableness  cuts, 
proposals  for  widespread 
capitation,  DRGs,  Medicare  PPOs, 
and  expenditure  caps.  With  the 
implementation  of  MAACs  and 
inherent  reasonableness  cuts,  the 
ailing  nature  of  the  CPR  systems 
became  apparent.  The  alternatives 
to  CPR  offered  to  date  pose 
serious  threats  to  the  ability  of 
physicians  to  continue  providing 
high  quality,  accessible  health  care 
for  their  Medicare  patients. 

It  is  strongly  felt  that  medicine 
must  have  its  own  Medicare 
payment  proposal.  An  RBRVS- 
based  indemnity  payment  system 
has  been  viewed  as  a credible 
alternative  and  has  already  served 
the  profession  well  in  restraining 
some  of  the  enthusiasm  for  more 
disruptive  proposals.  The  Board  of 
Trustees  has  carefully  evaluated  the 
Harvard  RBRVS  submitted  to  the 
Health  Care  Financing 
Administration.  The  Board  has 
also  considered  whether  and  how 
this  RBRVS  could  be  used  as  the 
basis  for  a new  Medicare 
indemnity  payment  system.  In 
particular,  the  Board  has  addressed 
several  of  the  key  policy  issues  that 
must  be  resolved  if  an  RBRVS  is 
to  be  used  in  such  a program. 

Further,  the  Board  of  Trustees 
Report  presents  the  following 
recommendations  regarding  the 
Harvard  RBRVS: 

1.  That  the  AM  A reaffirm  its 
current  policy  in  support  of 
adoption  of  a fair  and 
equitable  Medicare  indemnity 
payment  schedule  under  which 
physicians  would  determine 
their  own  fees  and  Medicare 
would  establish  its  payments 


for  physician  services  using  an 
appropriate  RVS  based  on  the 
resource  costs  of  providing 
physician  services;  an 
appropriate  monetary 
conversion  factor;  and  an 
appropriate  set  of  conversion 
factor  multipliers. 

2.  That  the  AMA  adopt  the 
position  that  the  current 
Harvard  RBRVS  study  and 
data,  when  sufficiently 
expanded,  corrected  and 
refined,  would  provide  an 
acceptable  basis  for  a 
Medicare  indemnity  payment 
system. 

3.  That  the  AMA  work  with 
Harvard,  the  national  medical 
specialty  societies,  the 
Physician  Payment  Review 
Commission  (PPRC),  HCFA, 
other  interested  and 
knowledgeable  parties,  and  the 
Congress  to  refine  and  modify 
the  Harvard  RBRVS  to  ensure 
that  it  is  technically  adequate 
and  can  be  implemented  in  a 
timely  and  minimally 
disruptive  manner  when 
needed  revisions  have  been 
satisfactorily  completed. 
Refinement  and  completion  of 
the  RBRVS  will  require: 

• appropriate  restudy  of  the 
services  of  specialties  whose 
RBRVS  data  have  significant, 
documented  technical 
deficiencies; 

• fundamental  improvement  of 
the  measurement  of  practice 
costs  and  amortized  specialty 
training  costs; 

• expansion  of  the  RBRVS  to 
more  specialties  and  services; 

• development  of  an 
extrapolation  method  for 
visits; 

• revision,  refinement  and 
expansion  of  the  measurement 
of  pre-  and  post-service  work; 

• expansion  and  validation  of 
the  extrapolation  methodology; 

• development  of  expanded 
relative  value  estimates  for 


services  for  which  global  fees 
are  customarily  utilized  as 
standard  definitions  are 
developed  and  accepted; 

• appropriate  action  to  addess 
concerns  specific  to  individual 
specialties;  and 

• that  the  AMA  work  to 
establish  a mechanism  to 
ensure  that  additional  concerns 
that  may  be  identified  are 
communicated  to  and 
addressed  by  the  appropriate 
parties  and  external  validation 
is  conducted  by  the  AMA. 

4.  That  the  Association  reaffirm 
its  strong  support  for 
physicians’  right  to  decide  on 
a claim-by-claim  basis  whether 
or  not  to  accept  Medicare 
assignment  and  its  opposition 
to  elimination  of  balance 
billing. 

5.  That  the  AMA  reaffirm  its 
opposition  to  the  continuation 
of  the  Medicare  maximum 
allowable  actual  charge 
(MAAC)  limits. 

6.  That  the  Association  promote 
enhanced  physician  discussion 
of  fees  with  patients  as  an 
explicit  objective  of  a Medicare 
indemnity  payment  system. 

7.  That  the  Association  expand 
its  activities  in  support  of  state 
and  county  medical  society- 
initiated  voluntary  assignment 
programs  for  low-income 
Medicare  beneficiaries. 

8.  That  a Medicare  indemnity 
payment  system  be 
implemented  through  a 
blending  transition,  in  which 
physician  payments  would  be 
determined  in  increasing 
proportion  by  an  RBRVS- 
based  indemnity  payment 
schedule  and  in  decreasing 
proportion  by  the  current  CPR 
payment  system,  or  prevailing 
charges  only.  The  specific 
transition  period  should  be 
chosen  in  order  to  strike  an 
appropriate  balance  between 
minimizing  disruptions  for 
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patients  and  physicians  while 
also  minimizing  the  complexity 
of  the  process.  In  addition,  the 
effects  of  the  new  system 
should  be  monitored  during 
the  transition,  with  corrections 
made  as  needed. 

9.  That  the  AMA  reaffirm  its 
current  policy  that  payments 
under  a Medicare  indemnity 
payment  system  should  reflect 
valid  and  demonstrable 
geographic  differences  in 
practice  costs,  including 
professional  liability  insurance 
premiums.  In  addition,  as 
warranted  and  feasible,  the 
costs  of  such  premiums  should 
be  reflected  in  the  payment 
system  in  a manner  distinct 
from  the  treatment  of  other 
practice  costs. 

10.  That  payment  localities  should 
be  determined  based  on 
principles  of  reasonableness, 
flexibility,  and  common  sense 
(e.g.,  localities  could  consist  of 
a combination  of  regions, 
states,  and 

metropolitan/nonmetropolitan 
areas  with  states)  based  on  the 
availability  of  high  quality 
data. 

11.  That  geographic  differentials 
should  be  addressed 
simultaneously  with  specialty 
differentials. 

12.  That,  in  addition  to  adjusting 
indemnity  payments  based  on 
geographic  practice  cost 
differentials,  a method  of 
adjusting  payments  to 
effectively  remedy 
demonstrable  access  problems 
in  specific  geographic  areas 
should  be  developed  and 
implemented. 

13.  That  the  AMA  support  the 
general  principle  that  an 
RBRVS-based  payment 
schedule  should  include 
differentials  in  payment  for 
CPT  codes  where  there  are 
differential  resource  costs 
(“total  work”  and  practice 


and  training  costs)  across 
specialties.  The  following 
criteria  should  guide  the 
establishment  of  differentials 
for  specific  services: 

a.  When  the  resource  costs  are 
substantially  different  across 
specialties;  and 

b.  When  the  relevant  codes  are 
not  sufficiently  precise  to 
differentiate  among  the 
content  or  physician  work 
of  a service  across 
specialties,  and  cannot  be 
readily  refined  to  become 
so. 

In  addition,  as  few  separate 
payment  categories  as  possible 
should  be  established  to 
minimize  system  complexity.  In 
general,  specialty  differentials 
should  be  avoided  except 
where  absolutely  warranted  by 
resource  cost  data. 

14.  Specialty  differentials  should 
apply  to  all  CPT-coded 
services  for  which  a 
differential  exists. 

15.  Where  specialty  differentials 
exist,  criteria  for  specialty 
designation  should  avoid  sole 
dependence  on  rigid  criteria, 
such  as  Board-certification  or 
completion  of  residency 
training.  Instead,  a variety  of 
general  national  criteria  should 
be  utilized,  with  carriers 
having  sufficient  flexibility  to 
respond  to  local  conditions.  In 
addition  to  Board-certification 
or  completion  of  a residency, 
such  criteria  could  include,  but 
not  be  limited  to,  partial 
completion  of  a residency  plus 
time  in  practice,  local  peer 
recognition,  and  carrier 
analysis  of  practice  patterns.  A 
provision  should  also  be 
implemented  to  protect  the 
patients  of  physicians  who 
have  practiced  as  specialists  for 
a number  of  years. 

16.  That  the  Association  strongly 
oppose  any  attempt  to  use  the 
initial  implementation  or 


subsequent  use  of  any  new 
Medicare  payment  system  to 
freeze  or  cut  Medicare 
expenditures  for  physician 
services  in  order  to  produce 
federal  budget  savings. 

17.  That  whatever  process  is 
selected  to  update  the  RVS  and 
conversion  factor,  only  the 
AMA  has  the  resources, 
experience  and  umbrella 
structure  necessary  to  represent 
the  collective  interests  of 
medicine,  and  that  it  seek  to 
do  so  with  appropriate 
mechanisms  for  full 
participation  from  all  of 
organized  medicine,  especially 
taking  advantage  of  the  unique 
contributions  of  national 
medical  specialty  societies. 

18.  That  the  Association  strongly 
oppose  implementation  of 
Medicare  expenditure  targets, 
which  will  lead  to  the 
rationing  of  care  for  Medicare 
beneficiaries,  and  instead 
support  constructive 
approaches  to  enhancing 
quality  and  appropriateness  of 
care. 

The  AMA  Board  of  Trustees 
will  continue  to  expend  all 
necessary  efforts  to  ensure  both 
the  successful  expansion  and 
refinement  of  the  Harvard  RBRVS 
and  the  appropriate  use  of  this 
data  by  the  PPRC  and  HCFA. 

Physician  Collective  Bargaining 

The  AMA  House  of  Delegates 
adopted  a Board  of  Trustees  report 
that  responds  to  a resolution 
presented  to  the  House  of 
Delegates  in  June,  1988.  The 
report,  which  includes  a brief 
discussion  of  the  antitrust  laws 
and  the  opportunities  they 
currently  provide  for  physician 
collective  bargaining,  presents  the 
following  current  views  of  the 
AMA  Board  of  Trustees: 

1.  Congress  is  not  now  likely  to 
change  existing  federal 
antitrust  laws  to  provide 
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special  protection  for  physician 
collective  bargaining.  The  same 
lack  of  public  and 
congressional  support  which 
greeted  the  effort  to  limit  FTC 
jurisdiction  over  the  profession 
in  the  early  ’80s  would  be 
found.  Congress  did  act 
recently  in  the  Health  Care 
Quality  Improvement  Act  of 
1986  to  give  physicians 
additional  antitrust  protection 
for  good  faith  peer  review 
activities,  but  the  protection  is 
quite  narrow  and  it  came  over 
strong  opposition. 

2.  As  described  in  an  earlier 
Board  of  Trustees  report,  there 
is  more  that  physicians  can  do 
with  existing  antitrust  laws  to 
enhance  their  collective 
bargaining  ability,  and  medical 
associations  can  play  an  active 
role  in  that  bargaining. 
Education  and  instruction  of 
physicians  is  a critical  need. 
The  AMA  will  take  a 
leadership  role  in  this  process 
through  an  expanded  program 
of  assistance  to  independent 
and  employed  physicians  on 
negotiations  and  other 
economic  matters.  The  extent 
of  permissible  collective 
negotiations  varies  according 
to  the  context  and  is  not 
always  subject  to  hard  and  fast 
rules.  There  is  wider  latitude 
to  negotiate  over 
nonreimbursement  issues,  for 
example,  and  physicians  who 
meet  the  criteria  of 
“employees”  have  broad  rights 
to  collective  bargaining  even 
over  prices  as  a result  of  an 
exemption  provided  by  federal 
labor  laws.  The  nature  and 
scope  of  collective  negotiations 
will  thus  differ  depending  both 
on  the  issue  and  the  party  on 
the  other  side  — a hospital, 
employer  or  third-party  payor. 

3.  The  AMA  will  continue  to 
intervene  in  the  courts  and  to 
meet  with  the  Justice 


Department  and  the  Federal 
Trade  Commission  to  enhance 
their  understanding  of  the 
unique  nature  of  medical 
practice  and  to  seek 
interpretations  of  the  antitrust 
laws  which  reflect  that  unique 
nature.  In  part  in  response  to 
AMA  efforts,  the  Supreme 
Court  and  some  Courts  of 
Appeals  have  indicated  a 
sensitivity  to  the  inherent 
tension  between  the  antitrust 
laws  and  professional  self 
regulation,  particularly  where 
quality  of  care  is  the  primary 
issue.  Physicians,  more  than 
third-party  payors,  are  able  to 
speak  for  patients.  Also,  the 
Justice  Department  has 
expressed  a willingness  to  join 
the  AMA  in  a nationwide 
program  to  educate  physicians 
about  the  scope  and  rationale 
of  the  antitrust  laws.  But,  the 
Justice  Department  and  the 
courts  and  enforcement 
officials  around  the  country 
must  be  made  to  understand 
that  physicians  are  often  at  a 
bargaining  disadvantage  vis-a- 
vis  third-party  payors,  which  is 
bad  for  consumers,  health  care 
and  competition  in  the  long 
term. 

4.  The  AMA  will  continue  to 
advocate  changes  in  the 
application  of  federal  labor 
laws  to  expand  the  number  of 
physicians  who  can  bargain 
collectively.  The  AMA  began 
this  effort  in  November,  1987 
when  it  testified  and  filed 
detailed  comments  before  the 
National  Labor  Relations 
Board  (NLRB)  in  a proceeding 
regarding  collective  bargaining 
units  in  hospitals.  The  NLRB 
agreed  with  the  AMA  that 
separate  units  of  physicians  (as 
distinguished  from  other 
health-care  providers)  are 
appropriate  and  that  it  should 
not  differentiate  between  small 
and  large  hospitals. 


5.  The  AMA  will  vigorously 
oppose  any  legislation  that 
further  restricts  the  freedom  of 
physicians  to  independently 
contract  with  Medicare 
patients,  and  the  AMA  will 
seek  to  obtain  for  the 
profession  the  ability  to  fully 
negotiate  with  the  government 
about  important  issues 
involving  reimbursement  and 
patient  care. 

Opposition  to  Nationalized 
(Socialized)  Health  Care 

The  AMA  House  of  Delegates 
adopted  a Board  of  Trustees  report 
which  criticized  socialized  health- 
care systems  for  leading  to  a 
rationing  and  restriction  of  care 
that  ultimately  harm  the  very 
quality  of  care  that  proponents 
claim  socialized  medicine  would 
improve.  Calling  socialized 
medicine  “inimical  to  optimal 
patient  care,”  the  report  outlines 
the  following  criticisms: 

• Restriction  of  patient  freedom 
to  select  a physician  and 
hospital; 

• Diminished  physician  and 
hospital  competition,  with 
reduced  choices  for  the 
patient; 

• Increased  bureaucracy,  which 
can  add  not  only  costs  to 
medical  care  but  also  endanger 
patients’  rights; 

• Restriction  of  physician 
services  to  patients  and 
restriction  of  the  fee  physicians 
receive  for  services;  and 

• Improper  transfer  of  economic 
power  from  patients  to 
bureaucrats. 

The  report  also  detailed  AMA 
support  for: 

• Freedom  for  patients  to  choose 
their  own  physician  or  medical 
care  plan; 

• Full  and  clear  information  for 
patients  about  all  aspects  of 
health  care; 

• Freedom  for  physicians  to 
choose  what  patients  to  serve. 
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charge  fees  they  deem 
appropriate,  and  enter  into 
participation  agreements  with 
whatever  insurer  they  choose; 

• Fostering  of  awareness  of  the 
cost  of  medical  care  by 
involving  patient  and  physician 
in  responsible  decisions 
regarding  the  payment  of  that 
care; 

• Use  of  tax  incentives  to 
encourage  provision  of  benefits 
in  health-care  plans; 

• Expansion  of  adequate  health 
expense  protection  to  the 
uninsured  through  risk  pools 
and  an  expanded  Medicaid 
system. 

• Replacement  of  the  Medicare 
program  with  a system  in 
which  patients  would  receive 
pre-funded  vouchers  to 
purchase  health  insurance;  and 

• Improvement  of  methods  of 
financing  long-term  care 
through  private  and  public 
resources. 

Registered  Care  Technologists 

The  AMA  House  of  Delegates 
adopted  a Board  of  Trustees  report 
which  announces  its  decision  to 
evaluate  one  or  more  of  the 
existing  programs  that  are  most 
similar  to  the  Registered  Care 
Technologist  (RCT)  program  and 
to  implement  a pilot  project  to 
demonstrate  and  evaluate  the 
training  of  RCTs. 

Further,  the  AMA  House  of 
Delegates  adopted  a resolution 
asking  that  the  AMA  continue  to 
seek  solutions  to  the  problem  of 
the  shortage  of  bedside  caregivers, 
in  addition  to  the  Registered  Care 
Technologists  Program;  work 
together  with  the  American 
Nurses’  Association  and  other 
nursing  organizations  to  address 
the  nursing  shortage;  continue  to 
seek  innovative  ways  to  alleviate 
the  acute  shortage  of  bedside  care 
providers;  and  provide  the  House 
of  Delegates  with  a report  at  the 
Annual  Meeting  in  1989. 


Allied  Health  Personnel  Shortage 

The  AMA  House  of  Delegates 
filed  a Council  on  Medical 
Education  report  that  reviews  at 
length  the  current  situation  of  the 
supply  of  allied  health  personnel 
and  the  reasons  for  growing 
shortages,  and  recommends  that 
the  AMA: 

1.  Continue  to  support  all  levels 
and  areas  of  allied  health 
education,  particularly  in  those 
professions  for  which  the  AMA 
Committee  on  Allied  Health 
Education  and  Accreditation 
(CAHEA)  is  the  recognized 
accrediting  agency. 

2.  Continue  to  work  to  increase 
the  understanding  among 
physicians,  other  health-care 
professionals,  and  the  general 
public  of  the  roles  and 
contributions  of  allied  health 
professionals. 

3.  Encourage  state  and  county 
societies  to  include  information 
on  allied  health  careers  in  their 
campaigns  to  promote  careers  in 
medicine. 

4.  Intensify  cooperative  efforts 
with  such  groups  as  the 
American  Hospital  Association 
and  the  American  Society  of 
Allied  Health  Professions  to 
market  the  allied  health 
professions  in  order  to  ensure  as 
possible  an  adequate  supply  of 
allied  health-care  personnel. 

5.  Support  the  collection  and 
analysis  of  national  data  on  the 
need  and  demand  for,  as  well  as 
the  supply  and  distribution  of, 
allied  health  professionals. 

6.  Support  federal  legislation  that 
provides  increased  or  new 
funding  for  allied  health 
educational  programs,  including 
legislation  to  encourage  an 
increased  flow  of  reimbursement 
to  Medicare  providers  who 
sponsor  or  provide  clinical 
education  for  allied  health 
educational  programs. 

7.  Support  federal  legislation  to 
revitalize  funding  for  Health 


Professions  Education,  including 

allied  health  education. 

Infectious  Potential  of  HIV-  and 
HBV-Infected  Health-Care 
Providers 

The  AMA  House  of  Delegates 
adopted  an  amended  Board  of 
Trustees  report  on  the  infectious 
potential  of  health-care  providers 
infected  with  HIV  or  hepatitis  B 
virus.  The  report,  which 
constitutes  the  base  from  which 
public  policy  recommendations 
regarding  disability  insurance  will 
be  generated  in  the  future, 
concludes  that  there  is  currently  no 
evidence  of  transmission  of  HIV 
from  health-care  workers  to 
patients,  possibly  because  so  few 
of  the  infected  health-care  workers 
perform  invasive  procedures  and 
those  who  do  so  may  be 
extraordinarily  careful  to  avoid  any 
possible  transmission.  The  report 
also  notes  that  guidelines  for  the 
prevention  of  HIV  transmission  in 
health-care  settings  and  during 
invasive  procedures  have  been 
established  by  the  CDC  and 
should  be  strictly  adhered  to. 

The  House  of  Delegates  also 
adopted  an  amended  Council  on 
Scientific  Affairs  report  that 
contains  recommendations  for  HIV 
testing,  including  that  results  from 
a single,  unconfirmed,  positive 
ELISA  test  should  never  be 
reported  to  the  patient. 

In  other  action  related  to  AIDS 
issues,  the  House  of  Delegates 
adopted  a resolution  asking  that 
the  AMA  support  attention  to 
language  and  cultural 
appropriateness  in  HIV 
educational  materials  and 
encourage  the  development  of 
additional  materials  designed  to 
inform  minorities  of  risk  behaviors 
associated  with  HIV  infection. 

The  following  summary  of 
selected  action  by  the  AMA  House 
of  Delegates  asks  that  the  AMA: 

• Provide  the  House  of  Delegates 

with  a report  on  the  AMA’s 
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activities  in  the  field  of  human 
rights  and  a statement  of  its 
future  plans  in  this  area. 

• Study  the  role  and  ethics  of 
having  medical  students  inform 
families  of  the  death  of  a 
family  member. 

• Seek  appropriate  federal  or  state 
legislation  to  require  that 
warning  signs,  stating  that 
drinking  alcoholic  beverages 
during  pregnancy  can  cause 
birth  defects,  be  posted  in  a 
prominently  visible  location  in 
all  places  where  alcoholic 
beverages  are  sold. 

• Reaffirm  its  opposition  to  the 
discriminatory  implementation 
of  maximum  allowable  actual 
charge  (MAAC)  and  continue 
its  legislative  efforts  to  have 
applicable  provisions  of  Public 
Law  99-506  rescinded. 

• Assist  state  medical 
associations,  when  requested,  to 
work  with  state  agencies  and  the 
Joint  Commission  of  Healthcare 
Organizations  in  the 
accreditation  of  health-care 
organizations. 

• Encourage  physicians  to  place 
material  describing  the  medical 
benefits  of  animal  research  in 
their  waiting  rooms  and  to 
heighten  awareness  of  animal 
research  models  and  efforts  to 
avoid  animal  suffering. 

• Publicize  the  danger  of  severe 
injuries  caused  by  shaking 
children,  encourage  its  members 
to  establish  and/or  support 
existing  educational  programs 
for  parents  that  would  help 
prevent  injuries  due  to  shaking 
children,  and  encourage  school 
systems  to  be  aware  of  and  to 
inform  students  about  the 
dangers  of  shaking  children. 

• Continue  to  call  for  the  repeal 
of  the  “medically  unnecessary” 
provisions  of  section  9332  (c)  of 
the  Omnibus  Budget 
Reconciliation  Act  of  1986,  and 
urge  HCFA  to  require  that  there 
be  stated  on  the  medically 


unnecessary  notices  mailed  by 
carriers  (a)  the  basis  for  the 
denial;  (b)  the  name,  position 
and  title  of  the  person  to  be 
contacted  regarding  questions 
about  the  review;  and  (c)  the 
screening  criteria  or  parameter 
used  in  denying  payment  for  the 
service. 

• Endorse  the  principle  that 
treatment  decisions  affecting  the 
health  care  of  patients  made  by 
individuals  assigned  as  case 
managers  in  any  programs 
should  be  made  in  collaboration 
with  the  patient’s  attending 
physician  and  extend  this 
principle  to  both  public  and 
private  programs  for  the 
provision  of  all  forms  of 
medical  care  including  treatment 
of  the  mentally  ill  and  high-risk 
patients. 

• Continue  its  commitment  to 
support  state  and  local  efforts 

• to  implement  quality  physical 
education  programs  for  all 
students,  including  the 
handicapped,  in  grades 
kindergarten  through  12, 
including  ungraded  classes. 

• Urge  the  Consumer  Products 
Safety  Commission  to  establish 
standards  that  athletic  and 
recreational  helmets,  including 
but  not  limited  to  football, 
baseball,  hockey,  horseback 
riding,  bicycle  and  motorcycle 
riding,  lacrosse  and  skiing, 
produced  or  sold  in  the  United 


States  provide  protection  against 
head  injury. 

There  are  many  excellent  reports 
presented  to  the  House  of 
Delegates  at  each  meeting  covering 
a wide  range  of  subjects  that  are 
of  interest  to  physicians.  These 
reports,  prepared  by  the  AMA 
Board  of  Trustees,  councils, 
committees  and  staff,  contain  a 
wealth  of  information. 

A listing,  by  title,  of  some  of 
the  reports  follows.  If  you  would 
like  a copy  of  these  reports,  please 
contact  the  OSMA  office. 

1.  Post-operative  Care 

2.  Status  Report  on  the  Activities 
of  the  Special  Task  Force  on 
Professional  Liability  and 
Insurance  and  the  Advisory 
Panel  on  Professional  Liability 

3.  Physician  Collective 
Negotiation 

4.  Registered  Care  Technologists 

5.  Response  to  the  Declining 
Medical  School  Applicant  Pool 

6.  Infectious  Potential  of  HIV- 
and  HBV-Infected  Health-Care 
Providers 

7.  Indigent  Health  Care 

8.  Low-Level  Radioactive  Wastes 

9.  Recommendations  for  HIV 
Testing 

10.  Infectious  Medical  Wastes 

11.  Health-Care  Needs  of 
Homeless  and  Runaway  Youths 

12.  Quality  Control  in  Cervical 
Cytology  — The  Papanicolaou 
Smear 


Please  send  me  the  following  AMA  report(s)  listed  in  the  Summary  of 
Actions  Report  of  the  1988  AMA  Annual  Meeting: 

Report  Number(s) 

Name: 

Address: 


Send  to:  OSMA  Department  of  Development  and  Member  Services 
1500  Lake  Shore  Drive 
Columbus,  OH  43204-3824 
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Ohio  Students 

at  the 
National  Level 


Many  articles  featured  on 
the  Medical  Student  Page 
of  OHIO  Medicine  have 
focused  on  Ohio  medical  students 
and  the  many  exciting  and 
innovative  projects  they  are 
involved  in  in  the  state  of  Ohio. 
This  article  is  to  introduce  some 
students  who  are  members  of  the 
Ohio  State  Medical  Association 
who  function  in  important 
positions  at  the  national  level  both 
in  the  AMA  and  in  the  AMA- 
MSS.  Ohio  is  very  fortunate  to 
have  several  such  students  whose 
work  at  the  national  level  brings 
recognition  for  Ohio’s  medical 
schools,  the  OSMA-MSS  and  the 
OSMA. 

Ohio  has  many  students  who 
have  worked  at  the  national  level 
in  the  past  on  AMA-MSS 
committees,  as  Pulse  editors  and 
as  the  student  alternate  delegate  in 
Ohio’s  AMA  delegation.  This  year 
Ohio  has  students  serving  in 
several  interesting  positions 
nationally.  Mary  Riess  from  Ohio 
State  University  is  serving  as  the 
Region  5 coordinator  of  the  States 
Leadership  Steering  Committee. 
She  has  many  responsibilities 
which  she  has  outlined  in  a brief 
article  on  the  American  Medical 
Association-Medical  Student 
Section  States  Leadership  Steering 
Committee.  I have  had  the  distinct 


pleasure  of  serving  as  Editor-in- 
Chief  of  Pulse,  the  newsmagazine 
of  the  AMA-MSS  this  year.  We 
have  two  Ohio  students  who  served 
on  AMA-MSS  committees  at  the 
recent  AMA-MSS  Interim  Meeting 
in  Dallas.  Michael  Lucherini  from 
the  University  of  Cincinnati  served 
on  the  Credentials  Committee  and 
John  Reeser  from  Ohio  State 
University  served  on  the  Rules 
Committee. 

One  student  position  which  is 
very  valuable  on  the  national  level 
is  our  student  alternate  delegate  in 
the  Ohio  delegation  to  the  AMA. 
Audrey  Ludwig,  from  the 
University  of  Cincinnati,  is  serving 
in  this  demanding  position  and 
will  be  writing  an  article  about  her 
experience  in  that  position  for  a 
later  issue  of  OHIO  Medicine. 

Our  visibility  on  the  national 
level  is  important.  It  is  exciting 
that  we  have  so  many  Ohio 
students  doing  exemplary  work  at 
the  national  level.  There  are  many 
members  of  our  state  student 
section  who  do  not  have  formal 
titles  but  who  are  very  well  known 
for  their  diligence  and  fine  efforts 
both  within  the  state  and 
nationally.  It  is  interesting  to  look 
at  some  of  their  thoughts  on  their 
positions.  — Cindy  J.  Smith, 
Wright  State  University 


Credentials  Committee 

“I’m  excited  that  Ohio  medical 
students  can  have  such  a 
significant  impact  in  organized 
medicine  at  both  the  state  and 
national  levels.  The  energy  and 
effectiveness  of  the  Ohio 
delegation  at  annual  and  interim 
meetings  is  apparent  and  I’m 
looking  forward  to  bringing  some 
of  this  enthusiasm  to  the 
Credentials  Committee.’’  — 
Michael  Lucherini,  University  of 
Cincinnati 


Pulse 

Pulse  is  the  national  medical 
student  newsmagazine  published  in 
the  first  issue  of  JAMA  each 
month.  This  year  we  have  made  a 
major  breakthrough  with  Pulse 
because  starting  with  the 
November  issue,  it  will  be  in  every 
issue  of  JAMA  whereas  before  it 
was  only  bound  in  those  copies  of 
JAMA  going  to  medical  students. 

I think  that  Pulse  presents  a 
terrific  forum  for  medical  student 
opinion,  experience,  research  and 
talent.  Pulse  has  always  been 
edited  by  medical  students  and 
largely  written  by  medical  students. 
This  year  we  have  taken  giant 
leaps  in  that  medical  students  are 
now  designing  Pulse  and  providing 
the  artwork  used  in  Pulse.  The 
largest  leap  of  all  however  is  that 
250,000  new  readers  are  receiving 
our  publication  and  these  new 
readers  are  largely  physicians.  I’m 
enthusiastic  about  the  exchange  of 
ideas  between  medical  students 
and  physicians  that  I hope  Pulse 
can  help  to  promote. 

I hope  that  Ohio  physicians  will 
look  for  Pulse  in  the  first  issue  of 
JAMA  each  month.  I hope  that 
the  student  writing  and  art  will 
interest  physicians  and  I encourage 
Ohio  physicians  to  respond  with 
their  comments  about  Pulse.  — 
Cindy  J.  Smith,  Wright  State 
University 
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American  Medical 
Association-Medical 
Student  Section  States 
Leadership  Steering 
Committee 

The  States  Leadership  Steering 
Committee  (SLSC)  is  composed  of 
one  representative  from  each 
region  and  chaired  by  the  member- 
at-large  from  the  AMA-MSS 
Governing  Council.  Ohio  is  in 
Region  5 which  also  includes 
Michigan,  West  Virginia,  Indiana 
and  Kentucky.  At  the  national 
level,  the  SLSC  plans  the  States 
Leadership  Conference  held  on 
Friday  of  the  Interim  and  Annual 
Meetings.  This  year  the  topic  of 
the  Interim  Meeting  in  Dallas, 


Texas  is  “Medicine  and  the 
Media.”  The  States  Leadership 
Conference  will  include  both  a 
panel  discussion  and  breakout 
sessions.  At  the  regional  level,  each 
SLSC  member  works  with  the 
state  organizations  and  school 
chapters  to  become  established  and 
strengthened.  Among  other  things, 
the  SLSC  members  gather  data 
about  each  chapter  and  state 
association,  and  use  it  to  network 
between  schools  and  states  sharing 
the  good  ideas.  With  this 
information  and  other  sources,  the 
SLSC  member  can  serve  as  a 
resource  for  students  involved  at 
all  levels.  Sharing  ideas  and 
experiences,  gathering  data  and 
information  sums  up  a lot  of  what 
the  SLSC  members  do. 

Regional  activities  and 


involvement  is  publicized  in  Grand 
Rounds  — the  official  newsletter 
of  the  AMA-MSS.  Each  region  is 
responsible  for  articles  in  two 
newsletters;  December  and  March 
are  the  responsibility  of  Region  5. 
All  articles  are  welcome  at  any 
time  — please  send  to  Mary  Riess. 
Regional  unity  and  interaction  is  a 
goal  of  SLSC  networking,  and  one 
way  to  do  this  is  a Regional 
Conference.  Region  5 is  in  the 
process  of  planning  our  first  one, 
to  be  held  in  January.  The  topic 
will  be  “Medicine  and  the  Law.” 
Hope  to  see  you  there.  If  anyone  is 
interested  in  the  conference, 
writing  for  Grand  Rounds,  or  just 
wants  to  talk  or  get  some 
information,  please  contact  Mary 
Riess  at  (614)  291-6989.  — Mary 
Riess,  Ohio  State  University 


OBITUARIES 


JOHN  P.  BOLTON,  MD,  Ft. 

Myers,  FL;  Ohio  State  University 
College  of  Medicine,  1931;  age  82; 
died  December  17,  1988;  member 
OSMA  and  AMA. 

AMEDEO  COLUCCI,  MD, 

Cleveland;  Facolta  di  Medicina  e 
Chirurgia  dell’  Universita  di 
Napoli,  Napoli,  Italy,  1937;  age  77; 
died  December  7,  1988;  member 
OSMA  and  AMA. 

WILLIAM  H.  GRAYS,  MD,  Sun 

City,  AZ;  Indiana  University  School 
of  Medicine,  Indianapolis,  IN, 

1936;  age  82;  died  December  16, 
1988;  member  OSMA  and  AMA. 

JOHN  W.  DOERING,  MD, 

Logan;  Ohio  State  University 
College  of  Medicine,  1938;  age  76; 
died  December  2,  1988;  member 
OSMA  and  AMA. 

HENRY  MARK  GOODYEAR, 

MD,  Cincinnati;  Northwestern 
University  Medical  School, 


Chicago,  II,  1915;  age  99;  died 
December  24,  1988;  member 
OSMA  and  AMA. 

THOMAS  G.  HARDY,  MD, 

Columbus;  John  Hopkins 
University  School  of  Medicine, 
Baltimore,  MD,  1950;  age  61;  died 
December  26,  1988;  member 
OSMA  and  AMA. 

LOUIS  J.  HENDRICKS,  MD, 

Cincinnati;  University  of 
Cincinnati  College  of  Medicine, 
1922;  age  94;  died  December  20, 
1988;  member  OSMA  and  AMA. 

DAVID  HOEHN,  MD,  Jefferson, 
TX;  Loma  Linda  University 
School  of  Medicine,  Loma  Linda, 
CA,  1938;  age  75;  died  November, 
1988;  member  OSMA  and  AMA. 

DAVID  A.  JOHNSTON,  MD, 

Cleveland;  Case  Western  Reserve 
University  School  of  Medicine, 
1924;  age  92;  died  November  27, 
1988;  member  OSMA  and  AMA. 


EDMUND  L.  KAMINSKI,  MD, 

Cleveland;  Akademia  Medyczna 
Wydzial  Lekarski,  Poznan,  Poland, 
1939;  age  79;  died  December  19, 
1988;  member  OSMA  and  AMA. 

JOSEPH  M.  KAPLAN,  MD, 

Lyndhurst;  Ohio  State  University 
College  of  Medicine,  1938;  age  78; 
died  December  19,  1988;  member 
OSMA  and  AMA. 

JAMES  H.  POLLEX,  MD,  Maumee; 
Ohio  State  University  College  of 
Medicine,  1943;  age  71;  died  December 
18,  1988;  member  OSMA  and  AMA. 

CARL  E.  SWANBECK,  MD, 

Huron;  Case  Western  Reserve 
University  School  of  Medicine, 

1918;  age  96;  died  December  14, 
1988;  member  OSMA  and  AMA. 

ROY  H.  THOMPSON,  MD, 

Euclid;  Ohio  State  University 
College  of  Medicine,  1932;  age  82; 
died  December  28,  1988;  member 
OSMA  and  AMA. 
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PROCEEDINGS  OF 
THE  COUNCIL 


HIATT  REGENCY  CINCINNATI,  151  WEST  FIFTH  STREET,  CINCINNATI 

NOVEMBER  12,  1988 


A regular  meeting  of  the  Council  of  the 
Ohio  State  Medical  Association  was  held 
Saturday,  November  12,  1988  at  the  Hyatt 
Regency  Cincinnati. 

Those  present  were: 

Donavin  A.  Baumgartner,  Jr.,  MD, 
President 

William  J.  Marshall,  MD,  Dayton 
Joseph  Sudimack,  Jr.,  MD,  Columbus 
Stanley  J.  Lucas,  MD,  Cincinnati 
Walter  A.  Reiling,  Jr.,  MD,  Dayton 
William  H.  Kose,  MD,  Findlay 
John  A.  Devany,  MD,  Toledo 
Henry  G.  Krueger,  MD,  North  Olmstead 
J.  James  Anderson,  MD,  Youngstown 
Nermin  D.  Lavapies,  MD,  Martins  Ferry 
John  F.  Kroner,  Jr.,  MD,  Athens 
Richard  Villarreal,  MD,  Wheelersburg 
H.  William  Porterfield,  MD,  Columbus 
Charles  G.  Adams,  MD,  Vermilion 
Jack  L.  Summers,  MD,  Akron 
Richard  Steinman,  President  MSS,  Sylvania 
Louis  A.  Cannon,  MD,  Chm.  Resident 
Physicians  Section,  Akron 
Edmund  W.  Jones,  MD,  Hospital  Medical 
Staff  Section,  Cincinnati 
Theodore  J.  Castele,  MD,  Chm.  AMA 
Delegate,  Cleveland 
Catherine  Staton,  President  OSMA 
Auxiliary,  Springfield 
Robert  Dion,  President  PICO,  Columbus 
Ray  W.  Gifford,  Jr.,  MD,  AMA  Board  of 
Trustees,  Cleveland 

Victoria  Ruff,  MD,  Chm.  Young  Physicians 
Committee,  Columbus 
John  A.  Burkhart,  MD,  Chm.  Comm,  on 
Workers’  Compensation  Rehab. 

William  H.  Gates,  MD,  Trauma  Report 
Toni  Mulrane,  Guest,  Future  employee  of 
Legislative  Dept. 

Those  present  from  OSMA  staff: 

Herbert  E.  Gillen 
D.  Brent  Mulgrew,  Esq. 

Jerry  J.  Campbell 
Robert  D.  Clinger 
Katherine  E.  Wisse 
Carol  W.  Mullinax 
Deborah  Bahnsen,  Esq. 


William  E.  Fry 
Carolyn  H.  Towner 
Kent  Studebaker 
Doug  Graff,  Esq. 

John  Van  Doom 
Rick  Ayish 
Doug  Evans 
Jim  Wile 

President’s  Report 

Dr.  Baumgartner  informed  Council  that 
he  and  Jerry  Campbell  would  be  attending 
an  AMA-sponsored  meeting  of  all  state 
associations  and  specialty  societies  on  the 
recently  released  Harvard  study  on  relative 
value  scale.  Dr.  Baumgartner  reminded 
Council  that  the  RVS  will  be  discussed  at 
length  at  the  AMA  Interim  meeting  in 
Dallas  at  which  time  it  is  expected  the 
AMA  will  take  a position  on  the  study.  Dr. 
Baumgartner  asked  Councilors  to  urge 
physicians  to  debate  this  matter  in  a calm 
and  rational  manner  since  it  is  a potentially 
divisive  subject. 

Dr.  Baumgartner  announced  that  Hart  F. 
Page,  OSMA  Executive  Director  Emeritus, 
will  receive  the  AMA  Citation  of  a Layman 
for  Distinguished  Service  at  the  June,  1989 
AMA  Annual  Meeting. 

It  was  reported  by  Dr.  Baumgartner  that 
Thomas  Leech,  MD,  former  Third  District 
Councilor,  had  suffered  a stroke  and  is 
recuperating  at  a rehabilitation  center  in 
Dayton. 

Previous  Minutes 

Minutes  of  the  September  10,  1988 
meeting  of  the  Council  were  approved  as 
distributed. 

Executive  Director’s  Report 

Mr.  Gillen  announced  several  changes 
that  will  be  occurring  in  the  Department  of 
Legislation  and  Medical  Specialty  Society 
Relations.  Rick  Ayish,  OSMA  Associate 
Executive  Director  and  Director  of  both  the 
Departments  of  Legislation  and  Medical 
Specialty  Society  Relations,  will  resign 


effective  January  1,  1989  to  form  his  own 
consulting  company,  specializing  in  contract 
lobbying.  Carolyn  Towner,  Associate 
Director  of  State  Legislation,  will  also  be 
resigning  to  join  Mr.  Ayish  in  the  new 
endeavor.  Mr.  Gillen  announced  that  the 
OSMA  would  be  contracting  with  this  new 
company  to  handle  six  of  OSMA’s  high 
priority  bills  in  the  next  sesssion  of  the 
Legislature. 

Mr.  Gillen  introduced  Ms.  Toni  Mulrane, 
who  will  be  joining  the  OSMA  staff  as  a 
lobbyist  the  first  of  the  year. 

It  was  further  announced  that  Kent 
Studebaker,  Associate  Director  of  State 
Legislation  for  the  past  four  years,  will  also 
be  taking  over  as  Director  of  the 
Department  of  Medical  Specialty  Society 
Relations. 

Legislative  Department  Report 

Mr.  Van  Doom  presented  the  minutes  of 
the  November  9,  1988  meeting  of  the 
Committee  on  Legislation.  The  Committee 
recommended  that  Council  give  active 
support  to  House  Bill  815  which  would 
amend  the  sovereign  immunity  law  to 
include  under  the  definition  of  a 
“government  function,”  the  operation  of  a 
health  board,  department  or  agency, 
including,  but  not  limited  to,  any  statutorily 
required  or  permissive  program  for  the 
provision  of  immunizations  or  other 
inoculations  to  all  or  some  members  of  the 
public,  and  other  programs  that  relate  to 
the  health,  safety  or  welfare  of  persons 
subject  to  its  jurisdiction.  This  legislation 
would  provide  immunity  to  local  health 
departments  when  giving  vaccines.  The 
Council  voted  active  support  of  H.B.  815 
with  the  provision  that  staff  also  present 
the  issue  of  protection  for  all  physicians 
giving  inoculations. 

Mr.  Ayish  reported  on  the  outcome  of 
the  recent  election,  characterizing  it  as  a 
time  of  great  victories  and  bitter  defeats. 

He  thanked  those  who  became  involved  in 
the  very  important  Supreme  Court  races. 
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The  staff  predicted  the  legislative  issues 
that  will  emerge  in  the  next  legislative 
session  affecting  physicians  as  follows: 
Mandatory  Assignment,  JUA  Reactivation, 
Trauma  Centers,  Living  Wills,  Extensions 
of  Limited  Care  Practitioners  and  the 
Universal  Health  and  Security  Act  (the 
Dukakis  Bill). 

OMPAC  Report 

Kent  Studebaker  reported  that  OMPAC  is 
closing  its  1988  books  with  membership  at 
approximately  2,400.  Approximately  19% 
of  OSMA  active  members  belong  to 
OMPAC.  This  is  a 24%  increase  over  1987 
year  end  figures.  Mr.  Studebaker  thanked 
Councilors  for  their  support  and 
encouraged  them  to  help  make  PAC 
membership  higher  for  1989. 

AMA  Report 

Dr.  Gifford,  member  of  the  AMA  Board 
of  Trustees,  updated  Council  regarding  the 
AMA  and  the  Harvard  RVS.  He  also 
informed  Council  that  he  has  been 
appointed  as  an  AMA  Commissioner  to  the 
Joint  Commission  on  the  Accreditation  of 
Health  Care  Organizations. 

Dr.  Castele,  Chairman  of  the  Ohio 
Delegation  to  the  AMA,  reported  the 
Planning  and  Strategy  Committee  of  the 
Delegation  had  met  and  has  recommended 
the  Council  endorse  the  candidacy  of  Dr. 
Porterfield  for  a position  on  the  AMA 
Council  on  Medical  Service.  The  Council 
approved  the  recommendation. 

Dr.  Victoria  Ruff  discussed  in  detail  the 
activities  and  programs  of  the  Young 
Physician  Section. 

Committee  Reports  for  Information 

Committee  on  Accreditation  — The 
minutes  of  the  October  19,  1988  meeting  of 
the  Committee  on  Accreditation  were 
received  and  filed. 

Committee  on  Membership  — Minutes 
of  the  November  9,  1988  meeting  of  the 
Committee  on  Membership  were  received 
and  filed. 

Task  Force  on  Health  Insurance  Issues  — 
Minutes  of  the  October  19,  1988  meeting  of 
the  Task  Force  on  Health  Insurance  Issues 
were  received  and  filed  with  the  notation 
that  the  activities  of  this  Task  Force  be 
publicized  in  the  OSMAgram. 

Committee  Reports  for  Action 

Committee  on  Auditing  and 
Appropriations  — Dr.  Anderson, 

Chairman,  presented  the  minutes  of  the 
October  19,  1988  and  November  11,  1988 
meetings  of  the  Committee.  The  Council 
approved  the  1989  budget  of  the 
Association  as  presented  by  the  Committee 
showing  total  projected  income  at 
$5,680,857  with  projected  expenses  at 
$5,006,426. 

The  Treasurer’s  report  was  presented  by 


Dr.  Sudimack  and  was  approved  by  the 
Council  as  distributed. 

Dr.  Anderson  discussed  the  ‘white  paper’ 
on  PICO  showing  the  structural  and 
financial  relationship  of  OSMA  with  PICO. 
He  stated  the  next  ‘white  paper’  would  deal 
with  OSMA’s  investment  policies. 

The  Council  approved  a study  as 
recommended  by  the  Committee  to 
ascertain  actual  expenses  of  the  Ohio 
Delegation  for  attending  the  AMA  Annual 
and  Interim  meetings. 

The  Council  approved  the 
recommendation  of  the  Committee  that  a 
continental  breakfast  be  arranged  for 
spouses  at  the  OSMA  Annual  Meeting. 

OSMA  Trauma  Workgroup  — Dr. 

William  Gates,  Chairman,  presented  the 
minutes  of  the  October  1,  1988  meeting  of 
the  OSMA  Trauma  Workgroup.  On  motion 
made  and  seconded,  the  Council  approved, 
in  concept.  Draft  7 of  the  Ohio  Trauma 
System  Legislative  Proposal. 

OSMA-ONA-OOA  Liaison  Committee  — 
Mr.  Clinger  presented  the  minutes  of  the 
September  14,  1988  meeting  of  the  OSMA- 
ONA-OOA  Liaison  Committee.  On 
recommendation  of  the  Committee  the 
Council  approved  the  following  joint  policy 
statement: 

REGISTERED  NURSES 
ADMINISTERING  ANESTHESIA 
AGENTS 

The  Medical  Practice  Act,  Section 
4731.35,  states  that  registered  nurses  may 
administer  anesthesia  “under  the  direction 
of  and  in  the  immediate  presence  of  a 
licensed  physician  provided  such  a nurse 
has  taken  a prescribed  course  in  anesthesia 
at  a hospital  in  good  standing.”  This  has 
been  interpreted  to  mean  that  only 
physicians  and  certified  registered  nurse 
anesthetists  can  administer  drugs  classified 
solely  as  anesthetic  agents. 

As  medical  treatment  evolves  and 
changes,  registered  nurses  find  themselves  in 
dilemmas  regarding  administration  of 
anesthetic  agents  for  purposes  other  than 
anesthesia.  The  dilemma  stems  from  the 
fact  that  while  medical  regimens  call  for 
administration  of  anesthetic  agents,  neither 
the  Medical  Practice  Act  nor  State  Board  of 
Nursing  positions  will  support  the  registered 
nurse  in  administration  of  these  drugs. 

Although  drugs  are  reclassified  when  new 
uses  of  the  drug  are  found  effective  and 
proved  to  be  safe,  nurses  administering 
drugs  in  the  interim  are  at  risk.  For 
example,  Lidocaine  was,  at  one  time, 
classified  as  a local  anesthetic  only  but  was 
used  widely  for  cardiac  treatment. 

Registered  nurses  commonly  administered 
this  drug.  The  drug  is  now  classified  as  an 
antiarrhythmic  which  is  within  the  scope  of 
practice  for  a registered  nurse  to  administer. 

Currently  registered  nurses  are  being 
asked  to  administer  anesthetic  agents 


in  two  areas: 

1.  Administration  of  anesthetic  agents 
through  epidural  catheters  for  pain 
control;  and 

2.  Administration  of  a small  amount  of 
xylocaine  (or  similar  agent)  prior  to  the 
insertion  of  catheters  for  IV 
administration. 

The  OSMA-ONO-OOA  Liaison 
Committee  believes  that  within  specific 
guidelines  registered  nurses  can  administer 
these  medications  safely  and  that  patient 
comfort  will  be  enhanced. 

Physician  Effecliveness  Committee  — Mr. 
Clinger  presented  the  minutes  of  the 
October  9,  1988  meeting  of  the  Physician 
Effectiveness  Committee.  On 
recommendation  of  the  Committee,  the 
Council  approved  that  the  definition  of 
“hospital”  for  the  OSMA  Major  Medical 
Plan  administered  by  American  Physician 
Life  be  amended  as  follows: 

5.  Not  exist  primarily  as  clinic, 

convalescent  or  nursing  home  or  similar 
establishmentr-n©r,-otheF-than 
i Hcidentally,— exist -as-a  - plae« -fw -eafe- of 
al€€>hoI-of-dr-ug-depeHdef^^-^^ersensT 
Committee  to  Review  OSMA  House  of 
Delegates  Policies  — Mr.  Campbell 
presented  the  minutes  of  the  October  12, 

1988  meeting  of  the  Committee  to  Review 
OSMA  House  of  Delegates  Policies.  On 
recommendation  of  the  Committee,  the 
Council  approved  recommending  to  the 

1989  House  of  Delegates  that  the  following 
1985  resolutions  be  retained: 

5-85  Physician  Reimbursement 

Methods 

8-85  Unethical  Aspects  of  Certain 

Medical  Care  Plans 

19-85  Establishment  of  an  Ohio  State 

Medical  Association  Historian, 
Ohio  Supreme  Court  Decisions 
Affecting  Worker’s  Compensation 
and  the  Ability  of  an  Employer 
to  Dismiss  an  Employee 
24-85  Professional  Liability  in  OB/GYN 

27-85  Medical  Professional  Liability 

31-85  Professional  Liability 

34-85  Medical  Liability  as  it  Relates  to 

Medical  Students 

36-85  Abortion  Clinic  Violence 

41- 85  Minimum  Height  of  Road  Vehicle 

Bumpers 

42- 85  Eye  Prophylaxis  in  Newborns  for 

Gonorrhea  as  Well  as  Mandatory 
Gonorrhea  Cultures  in  Pregnancy 

44- 85  Media  Advertising  for  Tobacco 

Products 

45- 85  Generic  Drugs 

48- 85  Termination  of  Pregnancy  is 

Inconsistent  With  Natural  Law 

49- 85  Ohio  State  Medical  Board 

50- 85  Need  for  a Full-time  Medical 

Director  of  the  OSMA  Physician 
Effectiveness  Program  (PEP) 
(Resolution  43-86) 

51- 85  Promotion  of  Education  on 
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Alcoholism/Drug  Abuse 

52- 85  Emergency  Training  for  Safety 

Forces 

53- 85  Federal  Excise  Tax  on  Cigarettes 

54- 85  Federal  Tobacco  Subsidies 

55- 85  Non-Smoking  Sections  Within 

Public  Eating  Facilities 

56- 85  Alcohol  Impaired  Driving 

62-85  ABCs  of  Safe  Driving 

and  that  the  following  1985  resolutions  not 
be  retained: 

1- 85  Official  Date  of  the  Birth  of  the 

Ohio  State  Medical  Association 

2- 85  Corporate  Membership  Category 

3- 85  Medicare  Assignment  for  the 

Indigent 

4- 85  Support  of  AMA  Challenge  to 

Medicare  Freeze 

6-85  Availability  of  PACO  Services 

10-85  OSMA  Long-Range  Plan 

12- 85  Hospital  “Certification”  Program 

of  Blue  Cross/Blue  Shield 
Mutual  of  Northern  Ohio 

20- 85  Physician  Exemption  from  IRS 

Record  Keeping  Requirements 

21- 85  Forms  Requirements 

22- 85  PRO  Reviews 

25- 85  Credentialing  Procedure 

26- 85  JCAH  Regulations  Defining 

Executive  Committee 
Composition 

30-85  Special  Meetings  of  the  Ohio 

State  Medical  Association  House 
of  Delegates 

39- 85  Commemoration  of  the  Daniel 

Drake  Bicentennial 

40- 85  Opaque  One-Way  Windows  on 

Cars 

43-85  Reserve  and  National  Guard 

Physician  Recognition 

E.R. 

4-85  National  PPO  and  Alternative 

Delivery  System  Agreements 
Report  A Report  of  the  Ad  Hoc  Committee 
to  Review  OSMA  House  of 
Delegates  Policy  — 1981  policy 
and  that  the  following  resolutions  adopted 
from  1924-1984  not  be  retained: 

23- 66  Endorsement  of  the  “Open 

Staff” 

46-66  Compliance  with  Civil  Rights  Act 

of  1964 

13- 69  Scientific  Sessions 

27- 76  The  Patient  Speaks 

41- 73  Smoking  Areas  in  Some  Ohio 

Schools 

Special 

Session 

— 1977  Substitute  Resolution  — National 

Health  Insurance 
59-77  Laetrile 

3-84  Dues  Increase 

Committee  on  Workers’  Compensation 
and  Rehabilitation  Programs  — Dr.  John 
Burkhart,  Chairman,  presented  the  minutes 
of  the  November  12,  1988  meeting  of  the 
Committee  on  Workers’  Compensation  and 
Rehabilitation  Programs.  Dr.  Burkhart 


reported  that  Arthur  Young  and  Company 
and  Ernst  and  Whinney  had  been  hired  by 
the  Bureau  of  Worker’s  Compensation  to 
evaluate  the  system  of  medical  benefits 
administration  and  cost  management  within 
the  Bureau.  Based  on  the  recommendations 
of  these  two  consulting  firms,  the 
Committee  proposed  several  actions  to  the 
Council  to  serve  as  guidelines  for  the 
Committee  and  staff  in  negotiations  with 
the  Bureau.  From  the  Arthur  Young  report 
the  Council  approved  support  for: 

1.  Efforts  to  encourage  employment  of 
Medical  Director,  reporting  to  CEO; 

2.  Efforts  to  form  Medical  Advisory 
Committee  with  nominations  from 
Associations  and 

3.  Efforts  to  encourage  employment  of  RN 
or  physician  staff  in  area  offices. 

From  the  Ernst  and  Whinney  report  the 
Council  voted  support  for  the  following 
recommendations: 

1.  Improved  claims  processing 
administration,  taking  steps  such  as 
assigning  a unique  number  which 
associates  multiple  claims  to  an 
individual  claimant  and  temporarily 
decentralizing  assignment  of  claim 
numbers; 

2.  Improved  claims  adjudication  by  taking 
steps  such  as  assigning  “temporary 
allowed  conditions,”  replacing  the  injury 
coding  system  with  lCD-9  coding  and 
reevaluating  the  background,  training 
and  role  of  claims  examiners; 

3.  Improved  fee  bill  processing  by  requiring 
providers  to  include  ICD-9-CM  and 
CPT  codes  on  fee  bills  and  automating 
the  approval  process  for  payment; 

4.  Development  of  Durable  Medical 
Equipment  guidelines  and  coding 
policies; 

5.  Seeking  of  authority  through  the  rule 
making  process  for  sanctions  against 
providers  who  do  not  comply  with 
reasonable  utilization  patterns, 
establishing  a Utilization  Management 
Unit  and  development  of  provider 
profiles  only  if  reviewed  by  peers. 

The  Council  voted  to  oppose  the 
following: 

1.  Development  of  a computerized  fee 
schedule  to  be  updated  annually; 

2.  Improved  fee  bill  adjudication  by 
developing  and  automating  fee  schedules 
and  utilization  thresholds,  developing 
medical  treatment  guidelines  and 
requiring  most  medical  documentation 
only  on  an  exceptional  basis.  Fee 
schedules  should  allow  for  geographic 
variations  but  be  applied  uniformly  to 
all  payors; 

3.  Establishment  of  a task  force,  including 
representatives  of  the  hospital,  to  begin 
development  of  a DRG  type  payment 
system  for  hospital  inpatients; 

4.  Modification  of  the  approval  process  for 
elective  outpatient  surgeries  and 


diagnostic  procedures  to  a retrospective 
basis  for  review  and 

5.  Modification  of  the  medical  fee  bill 
auditing  program  to  a postpayment 
review. 

Legal  Department  Report 

A written  legal  report  was  submitted  and 
accepted  for  information.  Mr.  Mulgrew 
reviewed  a recent  Ohio  Supreme  Court  case 
that  establishes  a standard  of  liability  for 
psychiatrists.  Mrs.  Bahnsen  reported  that 
the  Health  Department  has  agreed  to  an 
OSMA  request  to  delete  the  proposed 
requirement  that  a hospital  be  part  of  any 
consortium  acquiring  renal  lithotripters. 

Mr.  Graff  reviewed  current  State  Medical 
Board  enforcement  activities. 

Council  was  asked  to  consider  setting  up 
a physician  liaison  committee  with  the  State 
Medical  Board.  Mr.  Graff  reported  that 
OSMA  would  help  the  Board  locate  over 
1,500  doctors  whose  license  renewals  had 
been  returned  for  address  mistakes. 

The  Ohio  Model  Medical  Staff  Bylaws 
draft  (previously  mailed)  was  reviewed  by 
Mr.  Graff  and  Dr.  Jones.  The  Council 
approved  the  draft  and  proposed 
implementation  plan.  Council  thanked  Mr. 
Graff  for  his  work  on  the  project.  The  Ad 
Hoc  Committee,  with  minor  changes,  will 
supervise  revision  of  the  Model  Bylaws  and 
report  to  the  President  and  Council. 

Mr.  Mulgrew  presented  additional 
information  to  Council  on  the  Fee  Review 
program  approved  by  the  Ohio  Attorney 
General  and  discussed  at  the  September 
Council  meeting.  Council  approved 
implementation  of  a test  program  during 
1989. 

PICO  Report 

Robert  Dion,  President,  reported  to  the 
Council  the  current  status  of  the  various 
PICO  companies. 

Auxiliary  Report 

Catherine  Staton,  President,  discussed  a 
written  report  distributed  to  each  Councilor 
highlighting  the  activities  and  programs  of 
the  OSMA  Auxiliary.  She  also  distributed  a 
booklet  titled  “One  Step  Ahead”  which  is 
distributed  to  teen-agers.  This  is  a self 
referral  directory  containing  telephone 
numbers  where  help  can  be  provided  in 
crisis  situations. 

Councilor  Reports 

Each  of  the  Councilors  reported  on 
current  activities  or  concerns  in  the  districts 
or  sections  they  represent. 

New  Business 

Mr.  Gillen  and  Mr.  Fry  presented  a 
proposal  from  Community  Insurance 
Company  for  modifying  the  method  in 
which  the  Fair  Fee  Support  Program 
complaints  are  handled  under  the  Ford 
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contract  in  the  Cleveland  area.  The 
program  would  be  called  Peer  Fee 
Consideration  and  would  be  a six-month 
pilot  program.  The  essentials  of  the 
program  are  that  when  a fee  is  greater  than 
the  CMIC  determined  usual  and  customary 
amount  for  a medical  or  surgical  service 
the  physician  would  be  contacted  and  the 
program  would  be  explained. 

The  process  is  as  follows: 

• Both  the  doctor  and  Community 
Mutual  would  agree  the  process  is 
binding. 

• Community  Mutual  would  agree  to 
inform  its  customer  that  the  provider  is 
cooperating  with  us  to  resolve  the 
situation. 

• The  doctor  would  agree  that  he  or  she 
would  not  bill  the  patient  for  the 
amount  in  dispute. 

• The  fee  dispute  would  be  reviewed  by  a 
three-person  panel  composed  of  medical 


professionals  in  particular  areas  of 
specialty  that  relate  to  the  services 
rendered.  The  doctor  would  be  able  to 
name  one  of  the  three  members. 

• If  additional  payment  is  necessary. 
Community  Mutual  will  reopen  that 
claim  for  the  determined  amount  within 
five  working  days. 

• The  provider  agrees  that  he  will  accept 
the  decision  of  the  Peer  Fee 
Consideration  group,  and  that  no 
further  effort  to  collect  any  unpaid 
amount  related  to  the  claim  in  question 
would  be  made. 

The  program  would  be  a pilot  for  six 
months.  At  the  end  of  that  period,  the 
program  would  be  evaluated  for 
effectiveness  and  acceptance.  If  the  program 
has  been  effective,  it  will  be  expanded 
statewide  for  all  automotive  business,  i.e.. 
General  Motors,  Ford,  Chrysler  and 
General  Dynamics. 


The  process  would  be  voluntary. 
Community  Mutual  would  continue  to  use 
its  Fair  Fee  Support  process  for  all  fee 
dispute  situations  in  which  the  provider 
chooses  not  to  participate  in  the  Peer  Fee 
Consideration  process. 

The  Council  directed  staff  to  negotiate 
with  CMIC  the  selection  of  the  three 
reviewers.  It  was  Council’s  opinion  the 
review  panel  should  be  composed  of  one 
physician  selected  by  the  CMIC,  one 
physician  selected  by  the  physician  being 
reviewed  and  one  physician  reviewer  being 
mutually  agreed  to  by  both  the  physician 
and  CMIC. 

Meeting  adjourned  with  the  next 
scheduled  meeting  set  for  the  weekend  of 
January  13-14,  1989. 

Respectfully  submitted, 
Herbert  E.  Gillen 
Executive  Director 


A PRESCRIPTION  FOR  PHYSICIANS. 


Bothered  by: 

★ Too  much  paperwork?  * The  burden  of  office  overhead? 

★ Molprocfice  insurance  cosfs? 

★ Nof  enough  fime  for  fhe  family? 

★ No  fime  fo  keep  currenf  wifh  fechnology  and  new  mefhods? 

★ No  fime  or  money  for  professional  developmenf? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Wont  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 

Toil  FPFF 
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CLINICAL  AND  SCIENTIFIC 


PREVALENCE  OF  ALL  TYPES  OF  TOBACCO 
USE  IN  THE  STATE  OF  OHIO 

Rick  E.  Ricer,  MD 
Robert  M.  Custer 


Since  1962,  cigarette  smoking  has  received  a tre- 
mendous amount  of  attention  while  other  forms  of 
tobacco  use  have  not.  This  survey  attempted  to  de- 
termine the  prevalence  of  all  forms  of  tobacco  use 
in  Ohio.  A randomized  statewide  telephone  poll  of 
941  persons  was  conducted  to  determine  the  state- 
wide prevalence  of  cigarette  smoking,  cigar  smok- 
ing, pipe  smoking,  chewing  tobacco  use  and  snuff 
use.  Prevalences  of  each  of  these  tobacco  types  are 
reported  as  related  to  age,  sex,  race  and  occupation. 
Prevalences  are  also  reported  in  terms  of  adult  users 
to  be  more  comparable  to  other  large  scale  surveys. 


Introduction 

Since  the  first  Surgeon  General’s  report  on  cigarette  smoking, 
cigarette  smoking  has  received  a tremendous  amount  of  attention 
in  the  media  and  in  research  efforts  trying  to  determine  its  effects. 
Massive  public  education  programs  and  stop-smoking  campaigns 
have  been  launched.  Some  measure  of  success  in  reducing  the 
number  of  persons  smoking  cigarettes  is  evidenced  by  decreasing 
prevalence  rates. 

Between  1963  and  1978,  the  annual  per  capita  consumption 
of  cigarettes  in  the  United  States  decreased  from  4,336  to  3,965. 
Between  1965  and  1980,  the  percentage  of  smokers  in  this  popu- 
lation decreased  an  average  of  1.6%  annually  from  42%  to  33%. 
Cigarette  smoking  has  decreased  in  adult  men  from  53%  to  33%; 
in  adult  women,  it  has  decreased  from  33%  to  28%. 

In  spite  of  these  encouraging  figures,  cigarette  smoking  re- 
mains the  most  important  preventable  cause  of  morbidity  and 
mortality  and  is  considered  by  the  Surgeon  General  to  be  the 
most  important  public  health  problem  of  our  time.'*'^  For  ex- 
ample, lung  cancer  is  still  the  leading  cause  of  cancer  deaths 
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in  white  men  and  is  increasing  in  white  women  and  in  blacks 
of  both  sexes. ^ There  is  concern  that  cigarette  smoking  may  be 
increasing  again  in  young  women. Thus,  cigarette  smoking  is 
still  a major  problem  in  the  United  States  and  continuing  surveil- 
lance of  prevalence  rates  of  smoking  is  important. 

While  the  nation’s  attention  has  been  focused  on  cigarette 
smoking,  smokeless  tobacco  use  has  been  steadily  increasing  by 
11%  per  year  since  1974,  especially  in  white  males,  the  group 
with  the  largest  decrease  in  cigarette  smoking.'  * Smokeless  to- 
bacco includes  both  chewing  tobacco  (leaves  of  tobacco)  and 
snuff  (finely  ground  tobacco  leaves).  Smokeless  tobacco  use  has 
recently  begun  to  receive  national  attention  at  a level  on  par  with 
cigarette  smoking.  A consensus  statement  on  health  con- 
sequences of  using  smokeless  tobacco  was  released  in  1986  by 
the  Advisory  Committee  to  the  Surgeon  General.^ 

Prevalence  figures  for  smokeless  tobacco  vary  depending 
upon  what  population  or  region  of  the  United  States  is  studied. 
Statewide  studies  using  adult  age  groups  and  both  sexes  correlate 
well  with  national  studies.  Studies  confined  to  localized  areas 
within  states,  however,  yield  results  that  deviate  from  national 
figures.  Since  smokeless  tobacco  use  is  predominantly  a young 
male  habit,  prevalence  figures  are  higher  when  only  this  group 
is  studied.  In  recent  studies  surveying  mostly  young  males, 
prevalence  rates  have  ranged  between  7%  and  33%.'’"''* 
Fourteen  national  surveys  conducted  between  1964  and  1985 
report  prevalence  rates  for  smokeless  tobacco  to  be  5%-8%. 
These  studies,  which  surveyed  adults  only,  included  ages  16  years 
to  21  years.  These  studies  report  that  rates  for  chewing  tobacco 
(3.8%-4.9%)  are  usually  higher  than  rates  of  using  snuff  (1.4%- 
2.5%).  Prevalence  rates  for  smokeless  tobacco  use  in  females 
are  usually  <2%.’-'’ 

Prevalence  figures  for  use  of  cigars  and  pipes  have  not  re- 
ceived as  much  attention  as  has  use  of  cigarettes  or  smokeless 
tobacco.  Statewide  studies  of  cigarette  smokers  or  smokeless 
tobacco  users  usually  do  not  include  data  on  cigar  or  pipe  smok- 
ers. In  order  to  evaluate  the  success  of  preventive  programs  and 
anticipate  prevalence  rates  for  tobacco-related  illnesses,  con- 
tinued surveillance  of  all  types  of  tobacco  use  is  important. 
This  statewide  survey  of  Ohio  was  conducted  to  determine: 

1.  The  differing  prevalence  rates  for  the  use  of  all  types  of  to- 
bacco in  all  age  groups; 

2.  The  prevalence  rates  for  the  use  of  all  types  of  tobacco  in 
adults;  and 
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3.  The  differing  prevalence  rates  for  the  use  of  all  types  of  to- 
bacco adjusting  for  age,  sex,  race  and  occupation. 

Methods 

A statewide  randomized  telephone  survey  of  Ohio  was  con- 
ducted during  June  through  August  of  1986.  The  survey  method 
was  similar  to  that  used  in  the  National  Health  Interview  Survey 
and  the  Current  Population  Survey.^ 

A pool  of  six  digit  numbers  consisting  of  telephone  area 
codes  and  prefixes  used  in  the  state  was  assembled  along  with 
a pool  of  random  four-digit  numbers.  These  two  pools  were  com- 
bined in  a random  fashion  and  telephone  calls  were  placed.  If 
there  was  no  answer,  a refusal  to  participate,  or  a business  call- 
ed, then  a new  randomized  number  generated  from  the  two  pools 
was  used  to  complete  the  call.  All  calls  were  placed  between  12 
noon  and  8 p.m.  Monday  through  Friday. 

When  a household  was  contacted,  a responsible  adult  was 
asked  to  answer  questions  concerning  all  persons  living  in  that 
household.  Questions  included;  county  of  residence;  size  of  com- 
munity; age;  race;  occupation;  sex;  marital  status;  and  use  of 
cigarettes,  cigars,  pipe,  chewing  tobacco  and  snuff.  The  demo- 
graphic categories  were  structured  to  match  those  used  in  the 
1980  Ohio  Census  of  the  Population.^® 

Analysis  of  the  data  included  generating  response  frequen- 
cies for  all  questions  and  cross-tabulating  responses  to  tobacco 
use  questions  with  the  various  demographic  variables.  Results 
are  tabulated  to  reflect  the  inclusion  of  all  age  groups  and  then 
retabulated  to  reflect  only  adults  (18  years  of  age  or  older)  so 
that  this  study  can  be  compared  to  the  national  studies  using 
adults  only. 

Results 

Of  the  10,797,630  inhabitants  of  the  state  of  Ohio,  informa- 
tion on  937  persons  was  obtained.  With  this  sample  size,  the 
maximum  error  associated  with  response  frequencies  is  approxi- 
mately 4%.  Seventy-nine  of  the  88  Ohio  counties  were  re- 
presented in  the  survey.  Table  1 compares  the  survey  popula- 
tion to  the  population  of  the  state  of  Ohio  in  regards  to  age, 
sex  and  race. 

An  examination  of  the  demographics  of  the  sample  indicated 
no  significant  deviation  from  1980  Ohio  census  data  for  propor- 
tions of  males  and  females.  Significant  deviations  were  en- 
countered for  race,  with  whites  being  overrepresented  and  blacks 
being  underrepresented.  Additionally,  significant  variation  in 
age  distribution  was  encountered  with  the  20-  to  29-year  old  age 
group  being  underrepresented. 

Specific  types  of  tobacco  usage  are  shown  in  Tables  2 through 
Table  5 where  further  subdividing  is  done  according  to  age,  sex, 
occupation  and  race  of  the  user.  These  figures  reflect  data  from 
all  age  groups. 

No  females  were  reported  to  use  chewing  tobacco,  snuff, 
pipes  or  cigars,  but  19.7%  were  reported  to  smoke  cigarettes. 
For  males  of  all  ages  4.1%  used  chewing  tobacco,  1.3%  used 
snuff,  4.3%  smoked  pipes,  5.4%  smoked  cigars,  and  21.3% 
smoked  cigarettes. 

Only  whites  were  reported  to  use  chewing  tobacco,  snuff  and 
pipes.  Cigars  were  smoked  by  2.5%  of  whites,  3.3%  of  blacks, 
and  10%  of  Hispanics.  Cigarettes  were  smoked  by  20.4%  of  the 


Table  1 

Comparison  of  the  Survey  Responses 
with  Population  Characteristics 
of  the  State  of  Ohio 


Survey  Ohio 


Total  Persons 

937 

10,797,630 

Sex 

Male 

49.5% 

48.3% 

Female 

50.5% 

51.7% 

Race* 

White 

92.2% 

89.0% 

Black 

6.4% 

10.0% 

Hispanic 

1.1% 

1.1% 

Age  Groups*  (in  years  of  age) 

< 9 

15.4% 

14.9% 

10-14 

10.5% 

8.2% 

15-19 

9.4% 

9.3% 

20-29 

12.8% 

17.7% 

30-39 

15.4% 

13.5% 

40-49 

12.7% 

10.2% 

50-59 

8.4% 

10.8% 

> 60 

15.8% 

15.4% 

* = p < .05 

whites,  25%  of  the  blacks,  and  10%  of  Hispanics. 

Usage  rates  for  white  men  were:  4.5%  chewing  tobacco,  1.4% 
snuff,  4.9%  pipes,  5.8%  cigars,  and  21.9%  cigarettes.  Usage  rates 
for  black  men  were:  0%  chewing  tobacco,  0%  snuff,  0%  pipes, 
6.5%  cigars,  and  16.1%  cigarettes.  Usage  rates  for  white  women 
were:  0%  chewing  tobacco,  0%  snuff,  0%  pipes,  0%  cigars,  and 
18.9%  cigarettes.  Usage  rates  for  black  females  were:  0%  chew- 
ing tobacco,  0%  snuff,  0%  pipes,  and  0%  cigars,  and  34.5% 
smoked  cigarettes.  More  married  persons  than  single  persons 
used  chewing  tobacco,  smoked  pipes,  smoked  cigars,  or  smok- 
ed cigarettes;  about  the  same  in  each  group  used  snuff. 

Chewing  tobacco  and  snuff  were  used  by  those  in  agriculture 
and  unskilled  labor  more  than  any  other  occupation.  Pipe 
smokers  were  found  in  a higher  percentage  in  the  unemployed 
and  in  agricultural  occupations.  Cigar  smokers  were  found  in 
greater  percentages  in  the  unemployed  and  in  retired  persons. 
Cigarette  smokers  were  found  in  greater  percentages  in  unskill- 
ed laborers,  skilled  laborers  and  technical  professionals. 

The  highest  percentage  of  chewing  tobacco  users  were  in  the 
20-  to  29-year-old  age  group  followed  by  those  over  60  years 
of  age;  for  snuff,  the  age  group  of  20-  to  29-year-olds  was  higher; 
for  pipe  smokers,  it  was  40-  to  49-year-olds;  for  cigar  smokers, 
it  was  50-  to  59-year-olds;  and  for  cigarettes,  the  percentage  was 
> 30%  for  the  age  groups  20-29  to  50-59  with  a slight  peak  in 
the  40-  to  49-year-old  group. 

Most  of  the  large  national  prevalence  studies  use  only  adults 
in  their  calculations.  In  order  to  be  more  comparable  to  the  na- 
tional studies,  prevalence  rates  for  adult  users  were  calculated 
using  persons  18  years  of  age  of  older  (see  Table  6). 

Of  adult  females,  26.9%  smoked  cigarettes  (25.6%  of  adult 
white  females  and  52.6%  of  adult  black  females).  For  adult 
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Table  2 

Tobacco  Use  According  to  Sex  (all  ages) 


Chewing 

Tobacco  Snuff  Pipe  Cigar  Cigarettes 


Sex  (N) 


Male 

(464) 

19 

(4.1%) 

6 

(1.3%) 

20 

(4.3%) 

25 

(5.4%) 

99 

(21.3%) 

Female 

(473) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

93 

(19.7%) 

Total 

(937) 

19 

(2.0%) 

6 

(0.6%) 

20 

(2.1%) 

25 

(2.7%) 

192 

(20.5%) 

Table  3 

Tobacco  Use  According  to  Race  (all  ages) 

Chewing 

Tobacco 

Snuff 

Pipe 

Cigar 

Cigarettes 

Race  (N) 

White 

(864) 

19  (2.2%) 

6 (0.7%) 

20  (2.3%) 

22  ( 2.5%) 

176  (20.4%) 

Black 

( 60) 

0 (0.0%) 

0 (0.0%) 

0 (0.0%) 

2 ( 3.3%) 

15  (25.0%) 

Hispanic 

( 10) 

0 (0.0%) 

0 (0.0%) 

0 (0.0%) 

1 (10.0%) 

1 (10.0%) 

Table  4 

Tobacco  Use  According  to  Age 


Chewing 

Tobacco  Snuff  Pipe  Cigar  Cigarettes 


Age  Group  in 
Years  of  Age  (N) 


< 9 

(144) 

0 

0 

0 

0 

0 

10-14 

( 98) 

0 

0 

0 

0 

2 

( 2.0%) 

15-19 

( 88) 

0 

0 

0 

0 

8 

( 9.1%) 

20-29 

(120) 

7 

(5.8%) 

4 

(3.3%) 

1 (0.8%) 

6 

(5.0%) 

42 

(35.0%) 

30-39 

(144) 

1 

(0.7%) 

1 

(0.7%) 

4 (2.8%) 

3 

(2.1%) 

44 

(30.6%) 

40-49 

(119) 

2 

(1.7%) 

0 

10  (8.4%) 

4 

(3.4%) 

47 

(39.5%) 

50-59 

( 76) 

2 

(2.6%) 

1 

(1.3%) 

1 (1.3%) 

6 

(7.9%) 

24 

(31.6%) 

> 60 

(148) 

7 

(4.7%) 

0 

4 (2.7%) 

6 

(4.1%) 

5 

(16.9%) 

males,  6.3%  chewed  tobacco,  2%  used  snuff,  6.8%  smoked 
pipes,  8.2%  smoked  cigars,  and  30.9%  smoked  cigarettes. 

Usage  rates  for  adult  white  males  were:  6.6%  chewing  tobac- 
co, 2.1%  snuff,  7%  pipes,  7.7%  cigars,  and  30.8%  cigarettes. 
Adult  black  males  had  prevalence  rates  of  15.4%  for  cigar  use 
and  38.5%  for  cigarette  smoking. 

Discussion 

The  prevalence  rates  for  cigarette  smoking  in  adult  males  and 
females  in  this  study  were  very  similar  to  national  figures.  Preva- 
lence rates  for  blacks  were  surprisingly  high  but  consistent  with 
other  studies  showing  an  increase  in  smoking  among  blacks  and 
consistent  with  increasing  rates  of  smoking-related  diseases  such 
as  lung  cancer  in  blacks.  Adult  black  females  had  a very  high 
prevalence  rate  for  cigarette  smoking  in  this  study.  Implications 


of  these  data  would  indicate  that  special  programs  need  to  be 
developed,  aimed  specifically  at  helping  blacks  and  especially 
black  women  to  stop  smoking  as  well  as  specific  preventive  pro- 
grams targeted  to  this  group. 

Use  of  smokeless  tobacco  in  this  study  was  exclusively  a white 
male  habit  and  the  prevalence  rates  were  similar  to  the  national 
surveys.  Rates  for  chewing  tobacco  were  higher  than  rates  for 
snuff,  which  also  agrees  with  national  studies.  This  implies  that 
preventive  measures  and  cessation  programs  need  to  be  targeted 
to  this  specific  population  group.  There  are  regional  variations 
in  usage  rates  within  states  which  may  need  to  be  identified  and 
high-rate  areas  targeted  for  more  intensive  programs. 

Pipe  and  cigar  smoking  have  not  received  the  media  and  re- 
search attention  that  smokeless  tobacco  has  over  the  last  few 
years  but  prevalence  rates  for  these  types  of  tobacco  use  are  as 
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Table  5 

Tobacco  Use  According  to  Occupation 

Chewing 

Tobacco 

Snuff 

Pipe 

Cigar 

Cigarettes 

Professional/ 

Managerial 

(101) 

3 

( 3.0«7o) 

2 

( 2.0%) 

6 

( 6.0%) 

5 

(5.0%) 

28 

(27.8%) 

Technical 

( 36) 

1 

( 2.8<7o) 

1 

( 2.8%) 

0 

2 

(5.6%) 

16 

(44.4%) 

Clerical 

( 33) 

0 

0 

0 

0 

9 

(27.3%) 

Service 

( 53) 

3 

( 5.7%) 

0 

3 

( 5.7%) 

2 

(3.9%) 

15 

(28.3%) 

Agriculture 

( 8) 

2 

(25.0%) 

1 

(12.5%) 

1 

(12.5%) 

0 

1 

(12.5%) 

Skilled  Labor 

( 36) 

0 

0 

2 

( 5.5%) 

1 

(2.8%) 

17 

(47.2%) 

Unskilled  Labor 

( 46) 

3 

( 6.5%) 

2 

( 4.3%) 

1 

( 2.2%) 

1 

(2.2%) 

25 

(54.3%) 

Housewife 

(106) 

0 

0 

0 

0 

25 

(23.6%) 

Retail 

( 31) 

0 

0 

0 

I 

(3.2%) 

13 

(41.9%) 

Retired 

(116) 

6 

( 5.2%) 

0 

4 

( 3.4%) 

7 

(6.0%) 

19 

(16.4%) 

Unemployed 

( 33) 

1 

( 3.0%) 

0 

3 

( 9.0%) 

3 

(9.0%) 

13 

(39.4%) 

Student 

(251) 

0 

0 

0 

3 

(1.2%) 

10 

( 4.0%) 

Preschool 

( 87) 

0 

0 

0 

0 

0 

Table  6 

Adult  Tobacco  Use  by  Sex  and  Race  (18  years  of  age  or  older) 

Chewing 

Tobacco 

Snuff 

Pipe 

Cigar 

Cigarettes 

Sex  (N) 
Male 

(304) 

19  (6.3%) 

6 (2.0%) 

20  (6.8%) 

25  ( 8.2%) 

94  (30.9%) 

White 

(286) 

19  (6.6%) 

6 (2.1%) 

20  (7.0%) 

22  ( 7.7%) 

88  (30.8%) 

Black 

( 13) 

0 

0 

0 

2 (15.4%) 

5 (38.3%) 

Female 

(335) 

0 (0.0%) 

0 (0.0%) 

0 (0.0%) 

0 ( 0.0%) 

90  (26.9%) 

White 

(312) 

0 

0 

0 

0 

80  (25.6%) 

Black 

( 19) 

0 

0 

0 

0 

10  (52.6%) 

high  or  higher  than  those  for  smokeless  tobacco  use.  The  health 
implications  of  long-term  pipe  or  cigar  smoking  have  not  been 
fully  discovered.  Pipe  and  cigar  smoking  seem  to  be  the  “forgot- 
ten children”  of  tobacco  use  disorders. 

Pipe  smoking  in  this  survey  was  an  exclusively  white  male 
habit  and  had  a slightly  higher  prevalence  rate  than  did  chewing 
tobacco.  Cigar  smoking  in  this  survey  was  exclusively  a male 
habit  with  a higher  prevalence  rate  than  all  smokeless  tobacco 
use.  Attention  needs  to  be  focused  on  pipe  and  cigar  smoking 
or,  since  these  are  mostly  male  habits,  efforts  for  prevention  or 
cessation  could  be  combined  with  those  for  smokeless  tobacco. 

This  study  was  hindered  by  the  problems  found  in  all  proxy 
respondent  studies.  The  person  answering  for  the  entire  family 
may  not  have  been  aware  of  the  tobacco  usage  by  each  family 
member  or  may  not  have  been  willing  to  admit  that  young  family 
members  used  tobacco.  Due  to  constraints  in  time  and  funding, 
the  sample  was  limited  in  size.  A survey  of  a larger  number  of 
households  would  serve  to  increase  confidence  in  the  data  and 
therefore  increase  the  confidence  in  the  trends  seen  in  these  data. 

The  reason  for  differences  between  the  study  sample  demo- 
graphics and  those  from  the  1980  Ohio  census  in  regards  to  race 


and  age  distribution  are  not  clear,  however  the  underrepresenta- 
tion of  persons  in  the  20-  to  29-year-old  age  group  may  lead 
to  a slight  underrepresentation  of  the  prevalence  of  tobacco  use, 
especially  smokeless  tobacco  use.  The  underrepresentation  of 
blacks  in  the  sample  may  lead  to  inaccurate  estimation  of  the 
prevalence  of  tobacco  use  in  the  overall  population,  however  it 
should  not  significantly  change  the  prevalence  of  use  among 
blacks.  In  general,  variation  from  census  numbers  reflect  the 
small  sample  size  used.  Variation  in  demographics  from  the 
expected  do  not,  to  any  degree,  lessen  the  importance  or  useful- 
ness of  the  data  as  all  results  were  obtained  through  random 
sampling. 

Studies  such  as  this  need  to  be  conducted  periodically  to  de- 
termine changing  prevalence  rates  of  tobacco  usage  in  this  coun- 
try, to  determine  the  efficacy  of  cessation  and  prevention  pro- 
grams, and  to  alert  the  medical  profession  to  the  prevalence  of 
tobacco-related  diseases  that  will  be  seen  in  future  years. 


References  may  be  obtained  upon  written  request  to 
OHIO  Medicine. 


March  1989 


217 


LOSS  AWARENESS  BULLETIN 


Links  Exist  Between 
Communication  and 
Claims  Prevention 


A solid  doctor-patient 

relationship  is  one  of  the 
most  effective  claims 
prevention  measures  a doctor  can 
utilize.  It  is  patients  — not 
unexpected  outcomes  — who  sue. 

Claims  files  show  a number  of 
adverse  outcomes  reported  by 
doctors  with  no  lawsuit  ever  filed 
by  the  patient.  There  are  a number 
of  factors  which  can  make  this 
possible;  however,  in  nearly  every 
malpractice  suit  which  is  brought 
against  a doctor,  there  is  clear 
indication  of  a breakdown  in 
communication  between  doctor 
and  patient. 

What  makes  a patient  sue? 

Often,  a person  will  act  out  of 
anger  after  an  unexpected 
outcome.  They  want  to  seek 
revenge  and  punish  the  doctor  in 
some  way.  Some  are  already 
dissatisfied  with  aspects  of  their 
care  and  are  pushed  “over  the 
line”  into  more  serious  action  — a 
counterclaim  or  malpractice  suit  — 
because  of  a factor  seemingly 
unrelated  to  medicine  or  their 
medical  care.  This  can  be  a phone 
call  not  returned,  abrupt  treatment 
by  a member  of  the  doctor’s  staff, 
or  a dispute  over  billing  or  an 
unanticipated,  large  bill  for  a 


procedure  they  feel  has  not  been 
explained  clearly  in  advance. 

Here  are  10  basic  guidelines  that 
can  be  effective  vehicles  in 
maintaining  your  good  rapport 
with  patients.  These  steps  represent 
skills  — highly  developed  skills,  in 
fact  — requiring  the  same 
commitment  and  attentiveness  as 
many  of  the  more  technical  aspects 
of  medical  practice: 

1.  Relate  to  the  patient  as  a 
person.  He’s  not  just  a 
medical  condition. 

2.  Give  the  patient  in  your  office 
your  undivided  attention. 
Interruptions  (particularly 
phone  calls  to  the  doctor) 
during  an  office  visit  are  a 
source  of  frustration  to  the 
patient. 

3.  Realize  that  your  level  of 
explanation  needs  to  be 
adapted  to  match  each 
patient’s  understanding  of 
medical  terminology. 

4.  Listen  when  the  patient 
speaks.  Look  at  the  patient. 
You  may  continue  to  work, 
but  give  an  indication  — such 
as  a nod  of  your  head  — to 
show  that  you  are  listening. 

5.  Return  telephone  calls 
promptly. 


6.  Respect  the  confidentiality  of 
the  patient  even  in  social 
situations.  You  should  also  be 
willing  to  be  courteous  to  the 
patient’s  relatives  — answering 
general  inquiries  as  needed  — 
without  compromising  the 
patient’s  confidentiality. 

7.  If  it  is  necessary  to  reprimand 
staff,  it  should  be  done  away 
from  the  patient’s  presence. 

8.  Avoid  criticism  or  negative 
comment  of  another  doctor’s 
care  to  the  patient. 

9.  Accept  a patient’s  refusal  to 
follow  recommendations 
without  judgment.  Inform  the 
patient,  document  the  refusal, 
but  don’t  criticize. 

10.  Deal  with  complaints  and 
misunderstandings  about 
patient  care,  billings  and 
similar  matters  yourself  . . . 
promptly  and  before  any 
resentment  builds.  — OSMA 


The  Loss  Awareness  Bulletin  is 
provided  each  month  through  the 
OSMA  Task  Force  on  Professional 
Liability  and  its  subcommittee  on 
Loss  Awareness. 
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In  IBS,*  when  it's  brain  versus  bowel, 


Tb  insist  on 
the  brand, 
be  sure  to 
write 

"Dispense  as 
Written" 
or  "DAW." 
on  your 
prescription. 


ITS  TIME 
RMITHE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


Specify  Adjunctive 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows; 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  cofitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  h3rpertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  imdally; 
increase  gradually  as  needed  and  tolerated) . Though  generaUy  not  recommended, 
if  combination  therapy  with  other  p^chotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors. phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  p^chiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion, suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pK)und  alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered;  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy; constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods,  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  tapier  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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'"9  MammograiAv 

Guidelines  ^ 


Women  with  ttoSyiripioms 

Age: 

35-39  Baseline 
40-49  Every  1-2  years 


What 

will  you  tell  her 
about 
screenine 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a program 
launched  by  the  American  Cancer  Society  and 
the  American  College  of  Radiology,  and  they 
may  come  to  you  with  questions.  What  will 
you  tell  them? 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along 
with  your  regular  breast  examinations  and 
their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer, 
a disease  which  will  strike  one  woman  in  lO. 

If  you  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please 
contact  us. 


AAAERICAN 
VCANCER 
f SOQETY^ 


Professional  Education  Dept 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  I00I6 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 


OHIO  Medicine 


FOCUS  ON  MEMBERSHIP 


The  AMA  Today 

H.  William  Porterfield,  MD 


When  the  American 

Medical  Association  was 
formed  in  1847  it  was  for 
the  purpose  of  educating  legitimate 
physicians  and  to  rid  the 
profession  of  charlatans  and 
quacks.  With  the  changing 
environment,  many  roles  for  the 
AMA  have  been  added  in  the 
subsequent  142  years  so  that  now 
its  mission  includes  the 
maintenance  of  the  ethical 
standards  for  physicians, 
representing  physicians  in  the 
complex  socio-political  areas  that 
affect  their  lives  and  welfare, 
preserving  the  freedom  needed  for 
both  physicians  and  patients, 
establishing  criteria  to  assure  the 
highest  standards  in  public  health, 
providing  educational  criteria  for 
post-graduate  training,  publishing 
the  world’s  largest  amounts  of 
medical  literature,  providing 
member  services  through  insurance 
and  financial  management 
programs,  and  representing 
physicians  to  the  public. 

This  partial  list  of  activities  has 
evolved  because  of  the  needs  of 
physicians  and  their  patients. 
Unfortunately  many  physicians 
have  been  served  directly  or 
indirectly  by  these  activities  and 
are  not  even  members.  The  AMA 
is  the  only  organization  that  can 
accomplish  these  important 
objectives.  It  is  the  voice  of 
medicine  and  it  should  be 
supported  by  all.  How  can  the 


Chart  1 

Number  of  AMA  members  nationally* 
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AMA  members: 


Even  though  the  growth  in  practicing  physician  AMA  members  from 
1983  to  1988  is  slightly  greater  (15.2%)  than  the  growth  in  total 
physician  population  (14.6%),  the  number  of  AMA  members  remains 
at  a little  more  than  37%  of  the  total  national  practicing  physicians 
population  (Chart  1). 

* Practicing  physicians  only. 
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Focus  on  Membership  . . . continued 


Chart  2 

Number  of  AMA  members  in  Ohio* 
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In  Ohio,  the  percentage  of  OSMA  practicing  physician  members  who 
belong  to  the  AMA  is  above  the  37%  national  average.  It  has  grown 
from  59%  in  1983  to  61.6%>  in  1988.  There  are  still,  however,  more 
than  4,500  OSMA  members  who  do  not  support  the  AMA 
(Chart  2). 

* Practicing  physicians  only. 


profession  and  the  individual 
physician  survive  if  everyone 
doesn’t  support  the  American 
Medical  Association  by  being  a 
member? 

As  a member  of  the  AMA 
House  of  Delegates  representing 
Ohio  physicians  for  the  past  18 
years,  1 can  assure  you  that  the 
AMA  is  truly  the  most  democratic 
forum  in  existence  and  it  is 
prudently  managed  with  one-half 


of  its  income  now  from  non-dues 
sources.  All  physicians  should  want 
to  be  a part  of  this  essential 
organization.  If  you  are  not  now  a 
member,  now  is  the  time  to 
participate  in  this  essential  process. 


H.  William  Porterfield,  MD,  a 
plastic  surgeon  from  Columbus,  is 
the  Tenth  District  Councilor  of  the 
OSMA. 


OHIO  Medicine 
Manuscript  Guidelines 

1.  EXCLUSIVE  PUBLICATION.  Articles  are  accepted  for 
publication  with  the  understanding  that  they  are  contributed 
solely  to  this  Journal.  Permission  for  subsequent  publication 
elsewhere  must  be  obtained  in  writing  from  the  Editor  and 
from  the  Author. 

2.  CORRESPONDENCE.  Address  all  correspondence  re- 
lating to  publication  of  scientific  papers  to:  The  Consulting 
Medical  Editor,  OHIO  Medicine,  1500  Lake  Shore  Drive. 
Columbus,  Ohio  43204-3824. 

3-  MANUSCRIPTS,  (a).  Manuscripts  should  be  sub- 
mitted in  the  original  on  standard  22  x 28-cm  (8V2  x 11-inch) 
white  typing  paper. 

(b) .  A copy  of  the  manuscript  should  be  retained  by 
the  Author. 

(c) .  The  entire  text  including  lists  of  REFERENCES 
should  be  DOUBLE  SPACED  with  margins  of  at  least 
one  inch  on  all  sides. 

(d) .  Tables,  charts,  and  figures  (illustrations)  should 
be  submitted  separately  from  that  text.  They  should 
be  identified  by  number  and  by  concise,  descriptive 
titles.  In  the  text,  reference  to  them  should  be  by  num- 
ber. eg,  (Fig.  1). 

4.  ILLUSTRATIONS,  (a).  Illustrations  (photographs, 
drawings,  graphs,  and  tables)  should  bear  the  figure  number 
and  author's  name  on  back.  When  pertinent,  the  lop  of  the 
photograph  should  be  indicated.  Do  not  clip  or  write  on 
the  back  of  the  photos  with  a hard  pencil,  etc. 

(b).  The  author  should  have  written  releases  on  all 
photographs  in  which  patients  can  be  identified. 

5.  ABSTRACTS.  A short  (100-word  maximum)  abstract 
should  be  included  with  the  article.  It  should  cover  the  main 
point  so  that  the  reader  may  readily  obtain  the  gist  of  the 
article. 

6.  SUMMARIES.  The  summary  should  be  a concise  re- 
statement of  the  information  given  in  the  body  of  the  article. 

7.  REFERENCES,  (a).  Lists  of  references  should  be  at  a 
minimum  to  conserve  space  and  expense  and  be  limited  to 
those  essential  to  the  subject  and  to  which  actual  reference 
is  made  in  the  text.  The  Editor  reserves  the  right  to  reduce 
the  number  when  necessary. 

(b) .  References  should  be  listed  in  the  order  of  their 
appearance  in  the  text. 

(c) .  Authenticity  and  accuracy  are  the  responsibilities 
of  the  Author. 

(d) .  Each  journal  reference  should  include  in  this 
order:  Author's  surname  and  initials,  title  of  article, 
name  of  journal  (abbreviated  in  accordance  with 
standard  usage),  volume  number,  inclusive  page  num- 
ber. and  year. 

"2.  Doe  1.  Roe  RX;  How  to  go  about  it . Ohio  State 
MJ  13:24-30,  1920" 

Each  textbook  reference  should  include,  in  this  order; 
Author's  surname  and  initials,  title  of  the  book  (capital- 
ize all  main  words),  edition,  place  of  publication,  name 
of  the  publisher,  year  of  publication,  volume,  if  more 
than  one  has  been  published,  and  page. 

"5.  Osier  W;  Modern  Medicine,  ed  3.  Philadelphia. 
Lea  & Febiger,  1927,  vol  5,  p 66. " 

8 IDENTIFICATION  OF  PATIENTS.  Names,  initials, 
hospital  numbers,  or  any  other  identifiable  labels,  should 
not  be  used.  It  is  preferable  to  identify  patients  for  the  pur- 
pose of  publication  by  the  use  of  numbers  in  series  for  the 
study  being  reported. 

9 METRICATION.  All  measurements  must  be  in  metric 
units.  English  units  should  be  given  in  parentheses  followir\g 
the  metric  in  all  cases  where  the  measurement  was  originally 
done  in  English  units. 

10.  EDITING  OF  MANUSCRIPT.  Following  acceptance 
of  a manuscript  for  publication,  it  will  be  copy  edited  in 
conformance  with  the  editorial  standards  of  the  American 
Medical  Association,  which  The  Journal  follows.  The  copy- 
edited  manuscript  will  be  returned  to  the  Senior  Author  for 
approval.  At  that  lime,  he  is  asked  to  make  all  corrections, 
sign  the  galley  and  return. 

11 . CASE  HISTORIES.  The  Journal  does  not  accept  case 
histories. 

12.  EDITORIAL  ASSISTANCE.  Michelle  Carlson.  Edi- 
torial Assistant,  stands  ready  to  assist  the  Author  in  prepar- 
ing his  manuscript.  For  his  own  assistance,  however,  the 
Author  is  encouraged  to  consult  standard  texts  on  medical 
writing,  such  as  the  Style  Book  and  Editorial  Manual  pre- 
pared by  the  Scientific  Publications  Division,  American 
Medical  Association,  535  North  Dearborn  Street,  Chicago 
Illinois  60610. 
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County  medical  societies  enhance  publications 


In  the  past  several  years  there’s 
been  a new  wave  of  redesign  in 
some  county  medical  society 
publications,  especially  in  some  of 
the  larger  counties  in  Ohio.  The 
tradition  of  the  smallish,  black- 
and-white  bulletin  is  making  room 
for  the  full-size  magazine  with 
color  photos,  snappy  typography 
and  stylized  layouts. 

Columbus  Physician 
When  Columbus  and  Franklin 
County  medical  society  members 
received  their  January  1989  county 
bulletin,  maybe  they  had  to  take  a 
second  look.  The  Bulletin  has 
undergone  a face-lift,  name  change 
and  new  identity. 

The  new-and-improved 
publication  is  the  Columbus 
Physician.  It  has  grown  from  the 
6x9  size  that  has  been  in 
existence  since  1935  to  an  S'/z  x 11 
format. 

In  short,  the  impetus  behind  the 
change  is  to  make  the  publication 
“a  better  vehicle  of 
communication  for  the  members,” 
explains  Rita  A.  Doebert, 

Executive  Editor  of  the  new 
Columbus  Physician.  At  the  same 
time,  the  publication  should  also 
improve  advertising  revenue 
because  most  advertisers  are  more 
attracted  to  standard-size 
publications,  she  adds. 

The  idea  for  a magazine 
redesign  is  not  really  a new  one, 
she  says.  “We  had  been  thinking 
in  terms  of  this  every  couple  of 
years,  but  we  didn’t  seem  to  be 


ready  for  a change.”  Finally,  with 
1989  around  the  corner,  the  pieces 
began  to  fall  into  place.  “This 
time  around  the  editorial  board 
members  were  receptive.  In  fact, 
they  were  enthusiastic,”  she 
continues.  “We  were  ready  for 
change.” 

COLUMBUS 


The  first  issue  of  Columbus 
Physician. 

The  covers  will  steer  away  from 
the  scenery  photos  of  the  past  and 
move  toward  photos  that  highlight 
feature  articles  in  the  magazine. 

But  the  January  1989  cover  is  a 
transitional  one  and  shows  the 
very  first  and  very  last  cover  of 
The  Bulletin  — May  1935  and 
December  1988.  Beyond  that,  a 
three-physician  committee  has  been 
formed  to  search  out  appropriate 
cover  photos,  Doebert  adds. 

It’s  been  said  that  one  shouldn’t 
change  a good  thing,  that  if  it’s 


not  broken,  don’t  fix  it.  That’s 
why  Columbus  Physician  is 
preserving  its  original  goals  and 
purpose  to  provide  pertinent 
information  in  a timely  manner  to 
Columbus  physicians. 

Cleveland  Physician 

It’s  been  two  years  since  the 
Academy  of  Medicine  of 
Cleveland’s  Academy  Bulletin 
became  the  more  contemporary, 
full-sized  Cleveland  Physician. 

“We  established  a typographical 
style  throughout  and  established 
an  editorial  board  to  meet  and 
review  the  magazine’s  philosophy,” 
says  Managing  Editor  Shirlee  J. 
Leathers. 

Cleveland  Physician  also 
developed  a working  relationship 
with  the  Cleveland  Medical  Library 
Association.  A regular  column  in 
the  magazine,  “From  the 
Cleveland  Medical  Library,”  is  the 
fruit  of  that  collaboration. 

In  addition.  Leathers  says,  “We 
have  made  a concerted  effort  to 
get  articles  from  our  major 
committees,  those  committees  that 
are  of  the  most  interest  to 
physicians,”  such  as  the  Peer 
Review  Committee  and  the 
Committee  on  Community  Health, 
which  provides  information  on 
AIDS. 

Other  columns  include  “Women 
in  Medicine,”  the  ''Cleveland 
Physician  Interview,”  and  “From 
the  Library,”  a column  which 
recently  explained  that  the  original 
continued  on  page  225 
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American  Physicians  Life  (APL),  OSMA's  endorsed 
life  and  health  insurance  carrier,  provides  the  fol- 
lowing quality  products  and  services  to  Ohio 
physicians. 

OSMA  group  term  insurance  packaged  with 
Group  Life  competitive  major  medical  coverage 

& Health 
Plan 


OSMA  low  cost  ten  year  term  insurance  with 

TENURE  built-in  guarantees 


Interest  permanent  protection  offering  high 

Sensitive  interest  earnings  and  great  plan 

Life  Plans  flexibility 


Tax  no-load  long  term  savings  plan  with 

Deferred  tax  deferred  earnings 

Annuities 


Income  non-cancellable,  guaranteed  renewa- 
Protection  ble  to  age  65  disability  income  protec- 
tion with  own-occupation  coverage 


Retirement  impressive  array  of  investment  vehi- 
Plan  cles  available 

Funding 

At  APL,  we  are  committed  to  providing  member 
physicians,  their  families  and  employees  with  the 
best  protection  at  the  lowest  possible  cost. 


AMERICAN  PHYSICIANS  LIFE 


Bates  Drive 
PO  Box  281 

Pickerington,  Ohio  43147 


Endorsed  by 
OSMA^^ 


1*800'742*1275 


County  medical  society  publications  . . . continued 


meaning  of  the  word  osteopathy  is 
“bone  suffering.” 

The  covers  of  the  Cleveland 
bulletin  have  traditionally  been 
photos  submitted  by  physicians,  a 
tradition  that  has  been  upheld. 
Leathers  continues.  Recent  shots 
range  from  a bandstand  in  Bath, 
England  to  a sunset  on  Lake  Erie. 


The  January  1989  Cleveland 
Physician  photo  cover. 


“We  did  a survey  and  found 
that  Cleveland  Physician  was  very 
well  accepted,”  she  says.  This  was 
an  important  finding  because  a 
previous  survey  reported  that 
Cleveland  physicians  receive  much 
of  their  information  from  their 
county  publication. 

Toledo  Medicine 

Since  its  redesign  in  1987, 

Toledo  Medicine  has  earned  some 
impressive  kudos.  Last  spring  the 
publication  received  an  honorable 
mention  in  the  Sandoz 
Pharmaceutical  Company  design 
contest. 

More  recently,  Toledo  Medicine 
received  a mention  in  the 
December  ’88  Medical  Journalism 
newsletter.  The  newsletter  called 
attention  to  two  features  in  the 
Toledo  publication,  “On  the 
Lighter  Side,”  by  Walter  H. 
Hartung,  Jr.,  MD,  and  “Art  and 
Medicine,”  by  ophthalmologist 
James  G.  Ravin,  MD. 

January  1989  marked  the  end  of 
Dr.  Hartung’s  feature,  because  of 


his  retirement,  but  Editor  Lynne 
M.  Mangan  hopes  he  will  continue 
to  contribute  articles  from  time  to 
time.  As  she  points  out,  “Dr. 
Hartung’s  column  was  so  unique 
that  we  decided  not  to  try  to 
replace  him.”  (Watch  for  his  five- 
part  series  on  the  history  of 
medicine  in  Ohio,  which  began  in 
the  January  1989  issue.  The 
Medical  College  of  Ohio  plans  to 
publish  the  series  in  book  form.) 

Toledo  Medicine  was  originally 
published  in  a theater  bulletin  size. 
The  change  to  a more  updated 
look  came  about  when  the  first 
full-time  director  of 
communications  was  hired  and  the 
publication  received  more 
attention,  Mangan  says. 

The  contents  of  the  magazine, 
which  is  published  five  times  a 
year,  have  been  expanded  to 
include  more  departments  and 
features,  a district  councilor  report 
and  a column  called  “and  briefly,” 
which  is  a potpourri  of  short 
news,  she  says. 

This  year,  watch  for  some  new 
design  changes  in  Toledo  Medicine. 
The  bold  stripes  on  the  cover  will 
change  from  red  to  green  for  1989, 
which  may  signal  a trend  of  using 
a new  color  on  the  cover  each 
calendar  year,  Mangan  says. 


Toledo  Medicine  sees  green  in  ’89. 

Dayton  Medicine 
The  Montgomery  County  Medical 
Society  underwent  a design  change 
back  in  1981-82.  ''Medical  News 


had  outgrown  itself,”  explains 
Managing  Editor  Gerri  Creel. 

“The  need  for  communication 
among  physicians  had  grown.  They 
had  more  to  say  and  they  needed  a 
better  format.  It  seemed  the 
natural  time  to  make  the 
transition.” 


DAYTON 

MEDICINE 

Vnlumi-  -l.'v  Numlwr  1 Janunrv  1989 


The  Dayton  Medicine  art  cover. 

The  current  magazine  is 
published  nine  times  a year  and 
includes  the  “National  Medical 
Legislative  Scene,”  written  by  a 
Washington,  D.C.  health  legislative 
consultant.  Auxiliary  News  and  the 
Second  District  Report.  Cover  art 
is  contributed  by  the  Dayton  Art 
Institute  and  has  included  works 
of  art  such  as  a Chinese  Qing 
Dynasty  snuff  bottle  and  an  18th 
century  oil  painting  by  Sir  Joshua 
Reynolds. 

Sylvan  Weinberg,  MD,  a 
cardiovascular  disease  specialist  in 
Dayton  and  Dayton  Medicine 
Editor,  wanted  the  magazine  to 
have  more  of  a broad  appeal  with 
its  art  cover  and  expanded 
contents. 

The  goal  of  the  design  change 
was  not  only  to  provide  a more 
attractive  magazine  for  the 
members,  but  also  to  attract  the 
attention  of  community  leaders, 
including  the  Dayton  Art  Institute, 
Wright  State  University  and  area 
hospital  trustees.  Creel  explains. 
“We  wanted  to  expose  them  to 
what’s  happening  in  medicine.” 

— Deborah  A thy 
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BOOK  REVIEW 


Primary  Care  of  Cancer 

Recommendations  for  Screening,  Diagnosis  and  Management 


Editor  in  Chief,  Edward  A.  Mortimer,  Jr.,  MD,  195  pp.,  published  by  Case  Western  Reserve 
School  of  Medicine  in  collaboration  with  and  supported  by  a grant  from  the  American  Cancer 
Society,  Cuyahoga  County  Unit.  All  proceeds  benefit  the  community  cancer  program  at  the 
Case  Western  Reserve  University  School  of  Medicine. 


This  book  is  a short, 
consolidated  manual 
covering  the  28  most 
common  tumors  seen  in  the 
United  States.  The  directed 
audience  is  primary  care  physicians 
with  some  suggestion  that  it  would 
serve  as  a basis  resource  for 
patients.  The  book  is  in  outline 
form  and  each  cancer  is  dealt  with 
individually  under  the  headings  of 
Description,  Epidemiology  and 
Risk  Factors,  Etiology,  Prevention, 
Screening,  Symptoms  and  Signs, 
Diagnostic  Tests,  Treatment, 
Prognosis,  and  Post-Treatment 
Follow-up. 

This  book  has  31  separate 
contributors,  most  of  whom  are 
associated  with  Case  Western 
Reserve  University  School  of 
Medicine.  Each  of  the  topics  seems 
to  be  current  and  very  concise.  It 
is  presented  in  a nicely  organized 
fashion  which  is  easy  to 
understand  for  a medical 
practitioner.  Certainly  most  of  the 
data  in  here  is  technical,  and  I do 
not  feel  it  would  serve  as  a 
resource  for  patients  attempting  to 
understand  their  disease  or  as  a 
patient  reference  volume. 

The  format  and  presentation  is 
quite  reminiscent  of  the  “Orange 


Book  of  Oncology”;  that  is,  Philip 
Reuben’s  “Clinical  Oncology  for 
Medical  Students  and  Physicians,” 
also  sponsored  by  the  American 
Cancer  Society. 

This  book  could  possibly  serve 
as  a pocket  resource  for  medical 
students  and  residents  in  the 
oncology  service.  1 am  not  so 
certain  that  there  would  be  a 
benefit  to  practicing  medical 
oncologists,  except  perhaps  for  the 
frequent  use  of  various  staging 
systems  which  are  somewhat 
difficult  to  commit  to  memory. 


I found  the  introductory 
comments  to  be  almost 
pathologically  optimistic.  For 
instance,  in  the  forward  by  Frank 
L.  Weakley,  MD,  he  states  that  this 
book  “will  hopefully  be  a 
significant  instrument  for  the 
achievement  of  our  desire  to  see 
the  day  when  cancer  will  be 


eliminated  from  our  lives  forever.” 
Also,  in  the  Dean’s  forward, 
Richard  E.  Behrman,  MD,  says 
that  “Currently  every  fourth 
patient  that  comes  into  a primary 
care  physician’s  office  will  die  of 
cancer;  1 hope  that  this  manual 
will  help  to  reduce  that  number.” 

In  summary,  I found  the  manual 
to  be  concise,  well-written, 
informative  and  practical.  1 think 
the  target  audience  would  be 
physicians  in  training  and  to  some 
degree  primary  caregivers.  1 do  not 
think  that  this  is  an  appropriate 


information  source  for  patients  or 
their  families.  In  addition,  the 
brief  bibliography  sighting  five 
references  could  be  or  should  be 
vastly  expanded. 


James  M.  Hall,  MD,  Cincinnati, 
Medical  Oncology. 


T^his  book  could  possibly  serve  as  a pocket 
resource  for  medical  students  and 
residents  in  the  oncology  service. 
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the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 

Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  he2ilth-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individu2ds. 


Janet  K.  Hines  Tajinder  S.  Kalsi 


Keith  E.  Nelson 


Lawrence  B.  Stewart,  Jr. 


J.  Robert  Leonard 


Turn  to  the  following  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHINGTHATWILL... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 


ROCHE 

MEDICATION 

ME 

EDUCATION 


Working  today  for  a healthier  tomorrow 
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BOOK  REVIEW 


I 


Reality  Orientation  for  the  Elderly 

By  Sylvester  Kohut,  Jr.,  PhD,  Jeraldine  J.  Kohut,  RN,  MA,  NHA,  Joseph  J 
Fleishman,  PhD,  149  pp,  including  Appendices,  Medical  Economics  Books 


66 


R 


eality  Orientation 
for  the  Elderly”  is  a 
handy,  easy-to-read, 
150-page  paperback  book.  In  the 
introduction,  the  authors  establish 
their  strong  conviction  that  touch 
is  an  important  element  of  the 
care  of  the  elderly  patient.  A very 
poignant  narrative  is  offered  to 
confirm  this  importance. 
Unfortunately,  this  theme  is  not 
subsequently  emphasized 
throughout  the  text,  as  might  have 
been  expected. 

The  authors  are  obviously  well 
experienced  and  prepared  for  their 
task,  and  although  there  is  some 
unevenness  to  the  different 
chapters,  several  are  excellent.  The 
material  was  generally  well 
organized  and  reasonably  well 
presented.  There  are  excellent 
background  chapters  on  sociological, 
physiological  and  medical  aspects 
of  aging.  There  are  general 
descriptive  chapters  on  diseases 
and  special  problems  of  the 
elderly.  A wide  variety  of  topics  is 
covered,  including  nutrition, 
sexuality,  death  and  dying,  and 
institutionalization.  A particularly 
good  chapter  is  “Drug  Therapy  in 
the  Elderly,”  which  provides  an 
excellent  review  and  overview. 

The  last  third  of  the  book  deals 
with  treatment  approaches  and  is 
the  heart  of  the  book,  a program 
on  reality  orientation  and 
remotivation  therapy.  These  last 


chapters  are  lean  but  generally  well 
constructed.  Their  scope,  however, 
is  quite  narrow,  failing  to  deal,  for 
example,  with  applications  that 
might  be  appropriate  for  in-home 
or  in-hospital  use.  The  focus 
clearly  is  on  the  extended  care 
insitutional  setting.  The 
remotivation  therapy  chapter  fails 
to  deal  with  physical  therapy 
aspects  or  recreational  therapy 
activities,  both  well  accepted  as 
being  of  importance  in  this  area. 

I believe  this  book  does  have  a 
useful  place  in  medical  practice 
and  care.  I think  it  would  be  an 
excellent  book  for  knowledgeable 
family  members  to  review  in 
dealing  with  some  problems  of 
their  elderly  relatives.  I think  it 
would  be  particularly  helpful  (and 
may  actually  be  designed  for  this 
use)  in  providing  training 
information  for  nursing  home  and 
extended  care  facility  employees. 


Nursing  staff  members  and 
leadership  could  potentially  benefit 
from  a general  presentation  and 
specifics  of  the  recommended 
therapeutic  modalities. 

While  the  book  is  excellent,  it  is 
a bit  restricted  in  its  dealing  with 
the  therapeutic  modalities.  The 
first  two-thirds  of  the  book  are 
well  written  but  less  useful  for 
physicians.  It  would  have  been 
more  useful  to  expand  greatly  and 
focus  on  the  excellent  concept  of 
reality  orientation  for  the  elderly. 
Perhaps  these  authors  will  follow 
up  this  book  with  an  additional 
work  in  the  same  area.  The  book 
may  be  useful  for  introductory 
work  with  a variety  of  health-care 
professionals. 


Watson  D.  Parker,  MD,  Dayton, 
Physical  Medicine  and 
Rehabilitation. 
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continued 


Employment 

Opportunities 


CLEVFXAND,  OHIO.  Partnership  op- 
portunity available  with  young,  busy 
family  practitioner  in  suburban  communi- 
ty hospital  setting.  Full  range  of  primary 
care  without  obstetrics.  Board-certified/ 
eligible  MD  or  DO  required.  Attractive 
salary  and  fringe  benefits.  Strong  practice 
management  support.  For  more  informa- 
tion call  or  write:  Christina  W.  Black, 
Deaconess  Hospital  of  Cleveland,  4229 
Pear  Rd.,  Cleveland,  OH  44109,  (216)  459- 
6860. 


CLEVELAND,  OHIO.  Private  practice 
opportunities  available  (solo,  partnership 
or  group)  at  full  service  community  hos- 
pital on  Cleveland’s  west  side.  Competi- 
tive salary,  fringes  and  malpractice  insur- 
ance. Strong  practice  management  sup- 
port. Board-certified/eligible  — FP/IM/ 
OB-GYN.  For  more  information  contact: 
Christina  W.  Black,  Deaconess  Hospital 
of  Cleveland,  4229  Pearl  Rd.,  Cleveland, 
OH  44109,  (216)  459-6860  or  send  CV. 


COIDMBUS,  OHIO:  Primary  care  physi- 
cians needed  to  staff  urgent  care  facilities. 
Competitive  salary,  full  benefits.  Respond 
with  CV  to  Paul  Zeeb,  MD,  Medical  Di- 
rector, Primary  Medical  Associates,  Inc., 
340  E.  Town  St.  #7-250,  Columbus,  OH 
43215. 


EMERGENCY  MEDICINE  — A region 
al  multi-hospital  group,  based  in  Akron, 
is  seeking  additional  associates  with  resi- 
dency training  and  Board-certification  in 
emergency  medicine.  Staff  and  adminis- 
trative positions  are  available  in  northeast- 
ern Ohio  as  well  as  in  the  Pittsburgh  area. 
Compensation  is  competitive,  with  signifi- 
cant income  potential  at  all  locations.  For 
further  information,  contact  Charles 
Moore  at  (800)  533-1345  or  forward 
resume  to:  Charles  Moore,  Executive  Vice 
President,  Acute  Care  Specialists,  Inc., 
3085  West  Market  Street,  Akron,  OH 
44313. 


EMERGENCY  MEDICINE:  Established 
local  group  seeking  full-time,  career- 
oriented,  emergency  physician  for  position 


in  small  community  hospital  within  com- 
muting distance  of  Cincinnati  and  Day- 
ton.  Flexible  scheduling,  very  competitive 
compensation  package  including  four 
weeks  paid  time  off.  Opening  immediate- 
ly. Send  CV  to  William  R.  Grannen,  Med- 
ical Health  Services,  Inc.,  7179  Lamplite 
Ct.,  Cincinnati,  OH  45244  or  Call  (513) 
231-0922. 


EVANSVILLE,  INDIANA  — Immediate 
position  available  for  Board-certified 
family  practitioner  in  busy,  growing  net- 
work of  ambulatory  care  centers.  Excel- 
lent income.  Flexible  scheduling.  Contact 
MEC  Medical  Center,  3844  First  Avenue, 
Evansville,  IN.  Attn:  Rebecca  Parker.  Or 
call  (812)  428-6161. 


GENERAL  INTERNIST  OR  FAMILY 
PHYSICIAN  needed  to  locate  in  our 
beautiful  Mohican  Country.  A fully- 
equipped  office  located  in  Loudonville, 
Ohio  next  to  Kettering-Mohican  Area 
Medical  Center.  The  hospital  is  a 23-bed 
acute  care  with  OR,  ER  and  CCU  (no 
OB).  CT  Scan,  MRI  and  ultrasound  diag- 
nostic study  capabilities.  Helipad  trans- 
port facility  available  on  grounds.  Sixty 
miles  from  Cleveland  and  Columbus.  This 
is  an  excellent  opportunity  for  a physician 
wishing  to  be  independent  and  raise  his 
family  in  a rural  setting  with  good  schools 
and  cultural  activities.  The  area  has  avail- 
able boating,  fishing,  camping,  and  water 
and  snow  skiing.  For  more  details  call: 
A.C.  Kuttothara,  MD,  Chief  of  Staff, 
(419)  994-4121,  Mrs.  Marjorie  Atkinson, 
Acting  Administrator  (419)  994-4121. 


HOUSE  PHYSICIANS  NEEDED  for 
65-bed,  medical/surgical  hospital  on  west 
side  of  Cleveland.  Superior  compensation 
for  qualified  individuals  trained  in  inter- 
nal medicine  or  appropriate  primary  care 
specialty.  Full-  and  part-time  positions 
available.  Shifts  are  12-24  hours,  starting 
January  1,  1989.  Please  send  CV  to:  PO 
Box  2600,  Lakewood,  OH  44107. 


INTERNAL  MEDICINE  — Practice  for 
sale.  Physician  retiring  after  38  years 
wishes  to  sell  successful  practice.  Excellent 
opportunity  for  Board-eligible  or  Board- 
certified  physician  in  internal  medicine/ 
cardiology.  Located  in  S.W.  Ohio.  Practice 
is  associated  with  four  area  hospitals  and 
has  an  excellent  referral  system.  Interested 
parties  may  contact  Mr.  Gary  Geiss,  3052 
Queen  City  Ave.,  Cincinnati,  OH  45238. 


INTERNIST  — NW  Ohio.  Successful 
partnership  with  good  referrals  and  cover- 
age. Safe  family  oriented  community  with 
numerous  cultural  and  recreational  amen- 
ities. Highly  competitive  guarantee  plus 
incentives.  Contact  Rick  Addis,  Van  Wert 
County  Hospital,  1250  S.  Washington, 
Van  Wert,  OH  45891  (419)  238-2390. 


JOIN  A LEADER  — We’re  the  Ohio 
Permanente  Medical  Group,  Inc.,  and  we 
need  your  help  to  keep  up  with  rapid 
growth  of  the  Kaiser  Permanente  Program 
in  Northeastern  Ohio.  OPMG  is  the  mul- 
tispecialty group  practice  that  provides 
health-care  services  to  the  more  than 
185,000  Kaiser  members  in  the  Cleveland- 
Akron  area.  We  are  looking  for  Board- 
certified/Board-eligible  physicians  in  the 
following  specialties:  allergy,  otolaryngol- 
ogy, family  practice,  internal  medicine, 
OB/GYN,  orthopedics,  psychiatry,  radi- 
ology, general  surgery  and  urology.  Our 
wealth  of  experience  of  over  40  plus  years 
(25  in  Ohio)  makes  Kaiser  Permanente  a 
mature,  solid,  leader  in  the  managed  care 
sector  of  the  health-care  industry.  The  re- 
wards of  practice  with  us  are  substantial 
— excellent  salary  and  benefit  packages, 
company-paid  retirement  plan,  full  mal- 
practice coverage,  a stimulating,  collegial 
environment  in  which  to  practice  quality 
medicine,  and  more  . . . Kaiser  Perma- 
nente’s  Ohio  Region  is  located  in  the  heart 
of  the  dynamic,  resurgent,  industrial  Mid- 
west. The  area  offers  the  best  of  big  city 
sophistication  and  culture  in  an  afford- 
able, accessible  living  area.  Please  send 
your  resume  to:  Ronald  G.  Potts,  MD, 
Medical  Director,  Ohio  Permanente  Medi- 
cal Group,  Inc.,  1300  E.  9th  Street,  Suite 
1100,  Cleveland,  OH  44114.  Or  you  may 
call  us  collect  at  (216)  623-8780. 


NEEDED  — Family  practice  doctor  to 
join  same  to  cover  busy  2-man  practice 
located  north  central  Ohio  near  Lake  Erie. 
Guaranteed  income  with  excellent  fringe 
benefits.  For  more  information  call  or 
write:  Kim  E.  Knight,  MD,  815  Northwest 
St.,  Bellevue,  OH  44811,  (419)  483-6267. 


NORTHEAST  OHIO  LOCATION.  Ex- 
cellent for  primary  care  medicine  and  in- 
dustrial medicine.  Diversified  industries 
and  growing  local  economy.  Family  com- 
munity. Excellent  referral  base.  Reply  Box 
206  c/o  OHIO  Medicine,  1500  Lake  Shore 
Drive,  Columbus,  OH  43204-3824. 

continued  on  page  232 
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THE  POWER  TO  PREVENT 
SUBSTITUTIONS  FOR  THE  ONLY 
ZERO-ORDER  ORAL  THEOPHYLLINE 
IS  RIGHT  IN  YOUR  HANDS. 


TD-2151/14499300 


THEO-DUR 

(theophylline  anhydrous) 

Therms  no  substitute 
for  success. 

Please  see  following  page  for  brief  summary  of  prescribing  information. 


erica  breathe  easier. 


88,  Sobering  Corporation. 
033,  All  rights  reserved. 


Classified  Advertising 

continued 


THEO-DUR 

THEOPHYLLINE  (Anhydrous) 

Sustained  Action  Tablets 

INDICATIONS:  THEO-DUR  is  indicated  lor  relief  and/or  prevention  of  symptoms  of  asthma  and  lor  reversible  broncho- 
spasm  associated  with  chronic  bronchitis  and  emphysema 

CONTRAINDICATIONS.  THEO-DUR  is  contraindicated  in  individuals  who  have  shown  hypersensitivity  to  theophylline 
or  any  ol  the  tablet  components 

WARNINGS;  Status  asthmaticus  should  be  considered  a medical  emergency  and  is  defined  as  that  degree  of  broncho- 
spasm  which  IS  not  rapidly  responsive  to  usual  doses  ol  conventional  bronchodiiators  Optimal  therapy  for  such 
patients  frequently  requires  both  additional  medication  parenterally  administered  and  close  monitoring  preferably  in 
an  intensive  care  setting 

Although  increasing  the  dose  ol  theophylline  may  bring  about  relief  such  treatment  may  be  associated  with  toxicity 
The  likelihood  ol  such  toxicity  developing  increases  significantly  when  the  serum  theophylline  concentration  exceeds 
20  mcg/ml  Therefore  determination  of  serum  theophylline  levels  is  recommended  to  assure  maximal  benefit  without 
excessive  risk 

Serum  levels  above  20  mcg/ml  are  rarely  found  after  appropriate  administration  of  recommended  doses  However  in 
individuals  in  whom  theophylline  plasma  clearance  is  reduced  tor  any  reason,  even  conventional  doses  may  result  in 
increased  serum  levels  and  potential  toxicity  Reduced  theophylline  clearance  has  been  documented  in  the  following 
readily  identifiable  groups  1)  patients  with  impaired  renal  or  liver  function.  2)  patients  over  55  years  of  age  particularly 
males  and  those  with  chronic  lung  disease  3)  those  with  cardiac  failure  from  any  cause  4)  neonates  and  5)  those 
patients  taking  certain  drugs  (macrolide  antibiotics  and  cimetidine)  Decreased  clearance  of  theophylline  may  be 
associated  with  either  influenza  immunization  or  active  infection  with  influenza 
Reduction  ol  dosage  and  laboratory  monitoring  is  especially  appropriate  m the  above  individuals  Less  serious  signs 
of  theophylline  toxicity  {i  e nausea  and  restlessrtess)  may  occur  frequently  when  initiating  therapy  but  are  usually 
transient,  when  such  signs  are  persistent  during  maintenance  therapy,  they  are  often  associated  with  serum  concen- 
trations above  20  mcg/ml  Unfortunately  however, jsenous  side  effects  such  as  ventricular  arrhythmias,  convulsions  or 
even  death  may  appear  as  the  first  sign  ol  toxicity  without  any  previous  warning  Stated  differently  serious  toxicity  is 
not  reliably  preceded  by  less  severe  side  effects 

Many  patients  who  require  theophylline  may  exhibit  tachycardia  due  to  their  underlying  disease  process  so  that  the 
cause/effecl  relationship  to  elevated  serum  theophylline  concentrations  may  not  be  appreciated 
Theophylline  products  may  cause  dysrhythmia  and/or  worsen  pre-existing  arrhythmias  and  any  significant  change  in 
rate  and/or  rhythm  warrants  monitoring  and  further  investigation 
The  occurrence  of  arrhythmias  and  sudden  death  (with  histological  evidence  ol  necrosis  ol  the  myocardium)  has 
been  recorded  m laboratory  animals  (mimpigs.  rodents  and  dogs)  when  theophylline  and  beta  agonists  were  adminis- 
tered concomitantly  although  not  when  either  was  administered  alone  The  significance  of  these  findings  when 
applied  to  human  usage  is  currently  unknown 

PRECAUTIONS  THEO-DUR  TABLETS  SHOULD  NOT  BE  CHEWED  OR  CRUSHED 

General:  Theophylline  half-life  is  shorter  in  smokers  than  in  non-smokers  Therefore  smokers  may  require  Idrger  or 
more  frequent  doses  Morphine  and  curare  should  be  used  with  caution  m patients  with  airway  obstruction  as  they 
may  suppress  respiration  and  stimulate  histamine  release  Alternative  drugs  should  be  used  when  possible  Theophyl- 
line should  not  be  administered  concurrently  with  other  xanthine  medications  Use  with  caution  m patients  with  severe 
cardiac  disease  severe  hypoxemia  hypertension,  hyperthyroidism  acute  myocardiaMnjury  cor  pulmonale  congestive 
heart  failure,  liver  disease  m the  elderly  (especially  males)  and  in  neonates  In  particular  great  caution  should  be  used 
in  giving  theophylline  to  patients  with  congestive  heart  failure  Frequently,  such  patients  have  markedly  prolonged  the- 
ophylline serum  levels  with  theophylline  persisting  m serum  for  long  periods  following  discontinuation  of  the  drug  In- 
dividuals who  are  rapid  metabolizers  ol  theophylline,  such  as  the  young,  smokers,  and  some  non-smoking  adults  may 
not  be  suitable  candidates  lor  once-daily  dosing  These  individuals  will  generally  need  to  be  dosed  at  12  hour  or  some- 
times 8 hour  intervals  Such  patients  may  exhibit  symptoms  ol  bronchospasm  near  the  end  of  a dosing  interval,  or 
may  have  wider  peak-to-trough  differences  than  desired 

Use  theophylline  cautiously  in  patients  with  history  ol  peptic  ulcer  Theophylline  may  occasionally  act  as  a local  irri- 
tant to  the  G I tract  although  gastrointestinal  symptoms  are  more  commonly  centrally  mediated  and  associated  with 
serum  drug  concentrations  over  20  mcg/ml 

Information  for  Patients;  The  physician  should  reinforce  the  importance  of  taking  only  the  prescribed  dose  and  time 
interval  between  doses  THEO-DUR  tablets  should  not  be  chewed  or  crushed  When  dosing  ThEO-OUR  on  a once  daily 
iq24h)  basis,  tablets  should  be  taken  whole  and  not  split  As  with  any  controHed-release  theophylline  product  the  pa- 
tient should  alert  the  physician  if  symptoms  occur  repeatedly  especially  near  the  end  ol  the  dosing  interval 
DRUG  INTERACTIONS  Drug-Drug;  Toxic  synergism  with  ephedrine  has  been  documented  and  may  occur  with  some 
other  sympathomimetic  bronchodiiators  In  addition  the  following  drug  interactions  have  been  demonstrated 
Drug  Effect 

Theophylline  with  lithium  carbonate  Increased  excretion  of  lithium  carbonate 

Theophylline  with  propranolol  Antagonism  of  propranolol  effect 

Theophylline  with  cimetidine  Increased  theophylline  blood  levels 

Theophylline  with  troleandomycin  erythromycin  increased  theophylline  blood  levels 

Drug -Food:  JHEO  DUR  100  mg  Sustained  Action  Tablets  have  not  been  adequately  studied  to  determine  whether  their 
bioavaiiability  is  altered  when  given  with  food  Available  data  suggest  that  drug  administration  at  the  time  ol  food  in- 
gestion may  influence  the  absorption  characteristics  of  theophylline  controlled  release  products  resulting  m serum 
values  different  from  those  found  alter  administration  in  the  fasting  state 
A drug-food  ellecl  if  any.  would  likely  have  its  greatest  clinical  significance  when  high  theophylline  serum  levels  are 
being  maintained  and/or  when  large  single  doses  (greater  than  13  mg/kg  or  900  mg)  of  a controiled-release  theophyl- 
line product  are  given 

THEO-OUR  (200  300  and  450  mg)  Sustained  Action  Tablets  The  rate  and  extent  of  absorption  of  theophylline  from 
THEO  OUR  200  mg.  300  mg  and  450  mg  tablets  when  administered  lasting  or  immediately  alter  a moderately  high  fat 
content  breakfast  is  similar 

Drug-Laboratory  Test  Interactions:  When  plasma  levels  of  theophylline  are  measured  by  spectrophotometnc 
methods,  coffee  tea  cola  beverages,  chocolate  and  acetaminophen  contribute  falsely  high  values 
Carcinogenesis,  Mutagenesis,  and  Impairment  ol  Fertility:  Long-term  animal  studies  have  not  been  performed  to 
evaluate  the  carcinogenic  potential,  mutagenic  potential,  or  the  effect  on  fertility  ol  xanthine  compounds 
Pregnancy;  Category  C— Animal  reproduction  studies  have  not  been  conducted  with  theophylline  it  is  not  known 
whether  theophylline  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction  capaci- 
ty Xanthines  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers;  It  has  been  reported  that  theophylline  distributes  readily  into  breast  milk  and  may  cause  adverse  el 
feels  in  the  infant  Caution  must  be  used  if  prescribing  xanthine  to  a mother  who  is  nursing  taking  into  account  the 
risk  benefit  of  this  therapy 

Pediatric  Use;  Safety  and  effectiveness  ol  THEO  DUR  administered 

1 Every  24  hours  in  children  under  12  years  of  age.  have  not  been  established 

2 Every  12  hours  in  children  under  6 years  ol  age.  have  not  been  established 

ADVERSE  REACTIONS:  The  most  consistent  adverse  reactions  are  usually  due  to  overdose  and  are 

1 Gastrointestinal  nausea  vomiting  epigastric  pain  hematemesis.  diarrhea 

2 Central  nervous  system  headaches,  irritability  restlessness,  insomnia  reflex  hyperexcitabiiity.  muscle  twitching 
clonic  and  tonic  generalized  convulsions 

3 Cardiovascular  palpitation,  tachycardia  extrasystoles.  Hushing  hypotension,  circulatory  failure  ventricular  ar- 
rhythmias 

4 Respiratory  tachypnea 

5 Renal  albuminuria,  increased  excretion  ol  renal  tubular  and  red  blood  cells,  potentiation  ol  diuresis 

6 Other  rash  hyperglycemia  and  inappropriate  ADH  syndrome 

OVEROOSAGE  Management:  II  potential  oral  overdose  is  established  and  seizure  has  not  occurred 
A induce  vomiting 

B Administer  a cathartic  (this  is  particularly  important  if  sustained-release  preparations  have  been  taken) 

C Administer  activated  charcoal 
If  patient  is  having  a seizure 
A Establish  an  airway 
B Administer  oxygen 

C Treat  the  seizure  with  intravenous  diazepam,  0 1 to  03  mg/kg  up  to  10  mg 
D Monitor  vital  signs  maintain  blood  pressure  and  provide  adequate  hydration 
Post  Seizure  Coma: 

A Maintain  airway  and  oxygenation 

6 If  a result  of  oral  medication,  follow  above  recommendations  to  prevent  absorption  of  the  drug,  but  intubation  and 
lavage  will  have  to  be  performed  instead  of  inducing  emesis,  and  the  cathartic  and  charcoal  wilt  need  to  be 
introduced  via  a large  bore  gastric  lavage  tube 

C Continue  to  provide  full  supportive  care  and  adequate  hydration  while  waiting  for  drug  to  be  metabolized  In  gener- 
al the  drug  is  metabolized  sufficiently  rapid  so  as  not  to  warrant  consideration  of  dialysis,  however  if  serum  levels 
exceed  50  mcg/ml  charcoal  hemoperfusion  may  be  indicated 
CAUTION;  Federal  law  prohibits  dispensing  without  prescription  For  full  prescribing  information  see  package  insert 
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NORTHWEST  OHIO  — Family  physi- 
cian. Small  town,  multispecialty  group, 
adjacent  to  hospital.  Seek  eighth  family 
doctor.  Efficient  office  with  lab.  X-ray, 
professional  management.  Stable  com- 
munity, rivers,  college,  low  unemploy- 
ment. Sheree  Clark,  MD,  Defiance  Clinic, 
1400  E.  Second  St.,  Defiance,  OH  43512, 
(419)  784-1414. 


OB/GYN  — NW  Ohio.  Opportunity  for 
successful  practice  built  on  referrals  from 
a supportive  medical  staff  and  enthusi- 
astic community.  Safe,  family-oriented 
community  with  numerous  cultural  and 
recreational  amenities.  Highly  competitive 
guarantee  plus  incentives.  Rick  Addis,  Van 
Wert  County  Hospital,  1250  S.  Washing- 
ton, Van  Wert,  OH  45891  (419)  238-2390. 


OBSTETRICS/GYNECOLOGY.  A Mid- 
west university  community  offers  a private 
practice  opportunity  to  a BC/BE  OB/ 
GYN.  Appropriate  cross-coverage,  guar- 
anteed salary  and  benefits  to  start;  sup- 
ported by  a well-equipped,  community 
hospital.  Tertiary  care  and  academic  re- 
sources are  25  minutes  away.  To  respond 
to  this  and  other  opportunities  please  call 
1-800-338-1257  or  send  CV  to  Nadene 
Norr,  Marvel  Medical  Recruiters,  3690 
Orange  Place,  Suite  260,  Beachwood,  OH 
44122. 


OCCUPATIONAL/FAMILY  PRAC- 
TICE — Ambulatory  care  center  is  seek- 
ing a BC/BE  family  physician  with  inter- 
est in  both  family  practice  and  occupa- 
tional medicine.  Candidate  should  have 
desire  to  build  a private  practice  and  must 
possess  a broad  range  of  physician  skills. 
Physician  should  be  familiar  with  occupa- 
tional health  services,  including  pre-em- 
ployment physicals,  workers’  comp  in- 
juries and  disability  exams.  Our  physician- 
owned  center  is  well  established  in  north- 
eastern Ohio  and  serves  over  100  indus- 
tries with  a large  walk-in  patient  base. 
Competitive  wage  and  excellent  benefits 
are  offered.  Please  submit  curriculum 
vitae  and  letter  of  personal/professional 
goals  to:  Timothy  L.  Newman,  MD,  PO 
Box  5294,  Fairlawn,  OH  44313. 


OCCUPATIONAL  MEDICINE  TRAIN- 
ING. Mini-residency  beginning  June  5-16, 
1989  and  continuing  October  16-20,  1989 
and  March  19-23,  1990.  Clinical  and 
administrative  occupational  medicine,  epi- 
demiology and  biostatistics,  industrial 
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OHIO  Medicine 


hygiene,  toxicology,  regulations,  etc.  Ill 
Cat  1 credits  for  AMA,  AAFP  and 
ACEP;  111  Cat  2-D  credits  for  AOA.  $700 
per  week.  Douglas  Linz,  MD,  College  of 
Medicine,  Mail  Location  182,  Cincinnati, 
OH  45267-0182,  (513)  558-0046. 


OFFICE  SPACE:  Prime  office  space 
available  in  beautiful  Chardon,  Ohio. 
Newly  remodeled  office  complex,  located 
on  main  highway,  making  it  easily  accessi- 
ble to  major  thoroughfares  and  hospitals. 
Great  exposure,  ample  parking  and  handi- 
capped accessible.  Up  to  2,250  sq.  feet 
available  at  competitive  rates.  Call  (216) 
286-4945  for  information. 


OHIO:  Emergency  physician  — $45-$55 
per  hour.  ACLS  certification  required. 
ATLS  preferred.  Primary  care  experience 
a plus.  Excellent  medical  staff  backup  for 
major  medical/surgical  emergencies. 
Moderate  volume  ER.  Benefits  include 
four  weeks  vacation,  incentive  bonus  dur- 
ing the  first  year,  paid  malpractice  and  an 
incentive  plan.  Contact:  Emergency  Con- 
sultants, Inc.,  2240  S.  Airport  Road, 
Room  26,  Traverse  City,  Ml  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 

OHIO,  NORTHEAST/CLEVELAND: 

Emergency  department  director  is  being 
sought  for  40,000-1-  patient  volume  emer- 
gency department  in  Greater  Cleveland 
area.  Must  be  Board-certified  in  emergen- 
cy medicine  with  previous  appropriate  ad- 
ministrative experience.  Benefits  package 
worth  150K,  which  includes  retirement 
program,  comprehensive  health  package, 
disability  insurance,  life  insurance,  profes- 
sional liability,  continuing  education  and 
vacation.  Physician  is  eligible  for  partner- 
ship in  two  years.  Interested  individuals, 
please  submit  CV  to:  P.O.  Box  2600,  Lake- 
wood,  OH  44107. 

OHIO,  NORTHEAST/CLEVELAND: 

Emergency  department  physicians  needed 
for  40,000-1-  patient  volume  hospital 
emergency  department  in  Greater  Cleve- 
land area.  Physician  must  be  Board-certi- 
fied in  emergency  medicine,  residency- 
trained  in  emergency  medicine,  or  be 
Board-prepared  in  emergency  medicine. 
Salary  and  benefits  package  worth  $130K. 
Included  is  liability,  disability  and  life  in- 
surance, retirement  program,  vacation, 
continuing  education  and  comprehensive 
health  coverage.  Full  partnership  eligibili- 
ty in  two  years.  Interested  individuals, 
please  submit  CV  to:  P.O.  Box  2600,  Lake- 
wood,  OH  44107. 


OMT  DIRECTOR  — Warren  General 
Hospital,  a modern  progressive  212-bed 
osteopathic  teaching  hospital,  is  seeking 
a full-time  OMT  Director.  The  successful 
candidate  will  direct  all  activities  including 
intern,  extern  and  resident  education,  in- 
patient care  coordination  and  develop- 
ment of  outpatient  rehabilitation  pro- 
grams. The  OMT  Director  shall  also  serve 
as  Medical  Director  for  the  hospital’s 
Physical  Therapy  Department.  Interested 
candidates  should  send  a current  CV  to: 
Executive  Director,  Warren  General  Hos- 
pital, 667  Eastland  Avenue  SE,  Warren, 
OH  44484,  (216)  373-9253. 


PHYSICIAN  — Applicant  must  be 
Board-eligible  or  Board-certified.  Chilli- 
cothe,  Ohio,  is  a 50-minute  drive  south  of 
Columbus,  Ohio,  and  possesses  oppor- 
tunities for  cultural,  recreational  and  lei- 
sure activities.  Excellent  salary  and  federal 
benefits.  Please  send  inquiries  and  cur- 
ricula vitae  to  William  L.  Haskins,  MD, 
VA  Medical  Center,  17273  SR  104,  Chilli- 
cothe,  OH  45601  (614)  773-1141,  Ext:  7717. 
EOE 


PHYSICIAN-INTERNIST.  Ambulatory 
care  and  acute  medicine.  Applicant  must 
be  Board-eligible  or  Board-certified.  Chil- 
licothe,  Ohio,  is  a 50-minute  drive  south 
of  Columbus,  Ohio,  and  possesses  oppor- 
tunities for  cultural,  recreational  and  lei- 
sure activities.  Excellent  salary  and  federal 
benefits.  Please  send  inquiries  and  cur- 
ricula vitae  to  William  L.  Haskins,  MD, 
VA  Medical  Center,  17273  SR  104,  Chilli- 
cothe,  OH  45601  (614)  773-1141  Ext:  7717. 
EOE 


PHYSICIANS  — Provider  Placement 
Services  specializes  in  the  relocation  of 
physicians  throughout  the  U.S.,  with  spe- 
cial emphasis  in  the  Southeast.  Currently, 
we  have  several  hospitals/clinics/groups 
with  openings.  All  fees  paid  by  employer. 
All  inquiries  kept  in  strict  confidence.  No 
obligation.  Send  CV/resume  to:  PPS, 
Attn:  Mr.  Scott,  2221  University  Blvd. 
West,  Jacksonville,  FL  32217,  or  call  toll 
free  1-800-848-8772. 


PHYSICIANS  — THE  OHIO  AIR 
NATIONAL  GUARD,  178TFG,  Spring- 
field,  Ohio,  has  immediate  openings  for 
part-time  family  practitioners,  general 
practitioners,  pediatrics,  general  surgery, 
orthopedics,  general  surgery,  internal 
medicine,  and  OB/GYN.  In  the  Ohio  Air 


National  Guard  you  can  earn  a regular 
paycheck  without  taking  much  time  away 
from  your  medical  practice.  In  fact,  most 
of  our  physicians  serve  just  two  days  per 
month  and  15  days  each  year.  The  Na- 
tional Guard  offers  you  a generous  retire- 
ment plan  at  age  60,  base  exchange,  com- 
missary privileges,  space  available  travel 
and  term  life  insurance.  Some  of  the  train- 
ing offered  by  the  Air  National  Guard  can 
provide  you  with  your  required  Continu- 
ing Medical  Education  training.  As  an  Air 
National  Guard  member,  you  may  attend 
the  Air  Force  School  of  Aerospace  Medi- 
cine, a seven-week  course  of  invaluable 
training  that  will  entitle  you  to  wear  the 
wings  of  an  Air  Force  Flight  Surgeon. 
Once  you’ve  earned  the  wings,  you’ll  pro- 
vide medical  services  to  the  pilots  and 
flight  crew  personnel  in  the  air  and  on  the 
ground.  Enrich  your  life  and  career.  Call 
us  today  to  find  out  more  about  the  op- 
portunities waiting  for  you  as  an  Ohio  Air 
National  Guard  physician.  Call  us  COL- 
LECT at  (513)  323-6704. 


PRIMARY  CARE  OPENINGS  — Out 

standing  opportunity  for  qualified  physi- 
cians with  established  multispecialty 
group.  Well-equipped  lab  and  X-ray  in  of- 
fice. Excellent  compensation  and  paid 
malpractice.  JCA  hospital  with  ER  cover- 
age, attractive  social  and  educational  sur- 
roundings. Send  CV  to  Lodi  Medical 
Group,  Inc.,  402  Highland  Dr.,  Lodi,  OH 
44254. 


PRIME  MEDICAL  SITE  — Mont- 
gomery, Ohio.  Physician-  or  medical-re- 
lated office  location.  Two-bedroom  house 
in  excellent  condition  on  one  acre  on 
Montgomery  Rd.  across  from  Cincinnati 
Bethesda  Hospital  North.  Ideal  for  pri- 
vate practice  and/or  medical-related  ser- 
vice. Hill  Glueck,  (513)  489-2995,  E.J. 
Tillar  — Broker. 


Dyslexia  Symposium 

When: 

March  8,  1989 

Where: 

Case  Western  Reserve 
University 

Contact: 

Dorothy  M.  Aram, 
PhD 

2101  Adelbert  Rd. 
Cleveland,  OH  44106 
(216)  884-3669 

March  1989 
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Classified  Advertising  . . . continued 


PSYCHIATRIST  — Immediate  opening 
for  staff  psychiatrists,  full  time  and  part 
time,  Board-eligible/Board-certified,  in  a 
state-operated,  JCAH-accredited,  380-bed 
inpatient  psychiatric  hospital.  Multidisci- 
pline approach  with  psychiatrist  as  a treat- 
ment team  leader,  expected  to  exercise 
strong  leadership  in  quality  care  of  pa- 
tients. Programs  for  admissions,  extended 
care,  geriatrics  and  psychiatric  rehabilita- 
tion. License  to  practice  in  the  state  of 
Ohio  is  required.  Excellent  salary  and 
fringe  benefits,  including  paid  vacation 
and  personal  leave,  sick  and  educational 
leave,  health,  vision,  dental  and  life  insur- 
ance, and  Public  Employees’  Retirement- 
ment  System.  Contracts  are  available. 
Travel  costs  may  be  negotiated.  EEO  Em- 
ployer, M/F/H.  Send  resume  to  W.J.  Rob- 
erts, Director  of  Personnel,  or  Nathanael 
Sidharta,  MD,  Medical  Director,  Massil- 
lon State  Hospital,  Box  540,  Massillon, 
OH  44648,  or  call  (216)  833-3135,  ext.  223 
or  229. 


PSYCHIATRIST  — To  join  430-bed 
facility  in  north-central  Wisconsin.  Ex- 
tensive mental  health  facility  offers  op- 
portunity to  work  with  various  health- 
care professionals  and  use  comprehen- 
sive range  of  treatments  by  services  to 
inpatients  and  outpatients.  With  sup- 
port of  two  full-time  and  four  sub-con- 
tractor psychiatrists,  call  and  support 
are  ideal.  Great  all-American  com- 
munity and  competitive  benefit  pack- 
age add  to  exceptional  practice  envir- 
onment. Call  Patrick  Coplan  at  1-800- 
332-0488. 


PSYCHIATRISTS  — FULL/PART 
TIME.  Immediate  openings  for  Board- 
certified/Board-eligible  psychiatrists  to 
join  our  multidisciplinary  treatment  staff. 


We  are  a progressive,  JCAH-accredited, 
400-bed  psychiatric  hospital.  Full-time 
starting  at  $67,995  with  an  excellent  bene- 
fit and  retirement  package.  Please  send 
CV  in  confidence  to  Personnel  Manager, 
Toledo  Mental  Health  Center,  Caller 
#10002,  Toledo,  OH  43699-0002.  EOE 


Equipment  for  Sale 


EKO  5010  FOR  SALE  — Complete  M 
Mode  and  2D  System  with  2.5  and  3.5 
transducers  and  Panasonic  video  recorder 
with  remote.  Excellent  condition.  Used  in 
office  only.  $9,500.  Reply:  Anthony 
Geraci,  MD,  2213  Cherry  St.,  #203, 
Toledo,  OH,  (419)  321-4913. 


Practice  for  Sale 


PRACTICE  FOR  SALE.  Very  active  gen- 
eral surgeon  retiring.  Southwest  Ohio, 
centrally  located  between  Columbus,  Day- 
ton,  Cincinnati.  Five  minutes  from 
JCAHO-accredited  hospital  with  35,000 
service  area  population.  Modern  office 
and  equipment  package.  Write  to  Box  207, 
c/o  OHIO  Medicine,  1500  Lake  Shore 
Drive,  Columbus,  OH  43204-3824. 


Services 


FOR  PHYSICIANS:  Unsecured  signature 
loans,  S5,(XX)-S60,000.  For  taxes,  debt  refi- 
nance, investments,  etc.  No  points  or  fees, 
competitive  rates,  up  to  six  years  to  repay. 
Call  toll  free  1-800-331-4952,  MediVersal 
Dept.  114. 


JOURNAL 

ADVERTISERS 


American  Physicians  Life  . . . 224 

Brown  Pharmaceuticals 180 

Charleston  Area  Medical 

Center 171,  173 

Elcomp  Systems,  Inc 164 

Eli  Lilly  and  Company 166 

Family  Practice 

Recertification 236 

Herschede  Jewelers 194 

Immke  Circle  Leasing 185 

Marion  Laboratories  . . . 189,  190 
National  Securities 

Network 234 

Ohio  State  University 

Hospitals 194 

Physicians  Insurance 
Company  of  Ohio  . . . 200,  201 
Physician  and 

Sportsmedicine 196 


Roche  Laboratories  . . 2nd  cover, 
161,  162,  219,  220,  227,  228, 
3rd  cover,  4th  cover 
Schering  Laboratories  . .231,  232 


University  of  Michigan 234 

U.S.  Air  Force 213 

U.S.  Air  Force  Reserve 176 


Contemporary 
Public  Health  Policy  and 
Administration  Degree 
Program 

A new,  non-residential,  Master’s 
program  at  The  University  of 
Michigan  is  proposed  for  Fall, 
1989.  Designed  for  health  care 
professionals,  the  program 
involves  one,  four-day  weekend 
each  month  over  a two  year 
period,  in  Ann  Arbor.  Curriculum 
concentrates  on  health  policy 
analysis  and  public  health 
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AM  A Report: 


Up-To-Date  News  from  the  American  Medical  Association 

• Pain  medicine  represented  in  AMA  House.. .The  Chicago-based  American  Academy  of 
Pain  Medicine  (AAPM)  has  been  granted  representation  in  the  AMA’s  House  of  Delegates. 
Phillip  M.  Lippe,  MD,  was  immediately  seated  as  the  AAPM’s  Delegate  during  the  AMA’s 
Interim  Meeting,  held  last  December  in  Dallas. 

Applications  of  the  American  Association  for  Hand  Surgery  and  the  American  Society  for 
Surgery  of  the  Hand  were  rejected  since  neither  satisfies  requirements  for  representation. 
Currently,  77  national  medical  specialty  societies  occupy  seats  in  AMA’s  House  of  Delegates. 


• Help  for  impaired  physicians.. .The  revised  and  updated  “Resource  Kit  on  Physician 
Impairment”  from  the  AMA’s  Physician  Assistance  Program  is  now  available.  The  kit  provides 
comprehensive  information  on  prevention,  education,  advocacy  and  research  activities  in  the 
area  of  physician  impairment.  Also  included  is  a directory  of  state  medical  society  programs 
and  services  and  the  Guide  to  AMA  Services  and  Resources  on  Physician  Health.  The 
resource  kit  is  available  for  $20;  also  available  is  a conference  syllabus  from  the  AMA’s  Ninth 
National  Conference  on  Impaired  Health  Professionals,  held  last  October,  for  $30.  Both  can 
be  ordered  by  contacting  Janice  Robertson,  AMA,  Department  of  Substance  Abuse,  535  N. 
Dearborn,  Chicago,  IL  60610,  (312)  645-5079. 


• AIDS  education  for  youths.. .The  AMA  recently  received  a grant  from  the  Centers  for 
Disease  Control  to  assist  its  continuing  efforts  for  practicing  physicians  to  educate  young 
people  about  AIDS  and  HIV  infection,  as  well  as  how  to  protect  against  them.  In  the  project’s 
first  year,  representatives  of  30  medical  societies  will  be  trained  to  interact  with  schools  and 
other  institutions  to  encourage  effective  HIV  and  AIDS  information  programs.  As  another 
aspect  of  the  program,  the  AMA  will  develop  and  provide  to  all  state  medical  societies 
comprehensive  materials  detailing  productive  ways  they  can  support  youth  education  activities 
in  their  communities.  The  material  will  also  be  available  to  all  local  medical  societies  that 
request  it.  For  more  information,  contact  John  Henning,  PhD,  Science  and  Technology,  AMA, 
535  N.  Dearborn  St.,  Chicago,  IL  60610,  (312)  645-4566. 

• Alternative  Care. ..The  proportion  of  physicians  participating  in  alternative  delivery  systems 
continues  to  rise,  a study  by  the  AMA’s  Center  for  Health  Policy  Research  has  confirmed.  The 
study  indicated  that  more  young  physicians  will  opt  for  participating  in  such  arrangements,  and 
also  reveals  that  greatest  present  involvement  is  by  women  physicians.  Based  on  data 
obtained  through  the  AMA’s  Socioeconomic  Monitoring  System  (SMS),  well  over  one-third  of 
the  physician  population  received  income  from  HMO  or  IPA  participation  at  year  end,  1986. 

The  proportion  of  such  income  also  had  increased  substantially.  The  percentage  of  physicians 
having  PPO  contracts  more  than  tripled  — from  10.9%  in  1983  to  39.3%  in  1986.  Another 

Continued. . . next  page 
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AM  A Report:  . . . continued 


finding  of  the  study  was  that  the  percentage  of  physicians  in  incorporated  practice  dropped 
appreciably  from  55.3%  to  49.6%  by  year  end  1 986  as  a result  of  legislation,  such  as  the  Tax 
Equity  and  Fiscal  Responsibility  Act  of  1982  (TEFRA)  and  other  legislation  that  eliminated 
advantages  of  incorporation.  A summary  of  the  study,  “Changing  Dimensions  of  Medical 
Practice  Arrangements,”  was  published  in  the  third  issue  of  the  AMA  publication.  Policy 
Research  Perspectives.  To  obtain  a complimentary  copy,  just  request  one  through  a Medmail 
message  to  AMA.MSR.  Be  sure  to  include  your  name  and  address  with  your  request. 


• Understanding  Medicare-Practicing  physicians  will  welcome  a new  publication  that  will  be 
a great  help  to  them  in  understanding  Medicare’s  “medical  necessity”  provisions  and  the 
carrier  review  process.  The  booklet.  Medicare  Carrier  Review:  What  Every  Physician  Should 
Know  About  ‘Medically  Unnecessary’  Denials  was  prepared  for  physicians  and  their  office 
personnel  by  the  AMA  with  technical  assistance  from  the  Health  Care  Financing 
Administration.  This  booklet  provides  valuable  tips  on  how  to  work  within  the  Medicare 
guidelines  and  avoid  costly,  time-consuming  complications.  It  also  tells  how  to  obtain  prompt 
assistance  when  questions  arise  or  when  claims  are  challenged.  The  cost  of  this  publication  is 
$1 0 for  AMA  members  and  $1 2.50  for  non-members.  Visa  and  MasterCard  orders  will  be 
taken  by  calling  toll-free  1-800-621-8335.  Prepaid  orders  should  be  directed  to  AMA,  P.O.  Box 
1 0946,  Chicago,  IL  6061 0-0946.  The  publication  number  is  OP-1 98. 
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References:  1.  Kales  JD,  elol  Clin  Pharmacol  Ther  691 -697,  Jul-Aug  1971 
2.  Kales  A,  el  al  Clin  Pharmacol  Ther  18  356-363,  Sep  1 975  3.  Kales  A,  el  ol  Clin 
Pharmacol  Ther  19  574-583,  May  1976  4.  Kales  A,  elol  Clih  Pharmacol  Ther 
32  781-788,  Dec  1982  5.  Frost  JD  Jf,  DeLucchi  MR  J Am  Ger/olrSoc  27  54 1-546, 
Dec  1979  6.  Dement  WC,  elal  BehavMedd  25-31,  Oct  1978  7.  Kales  A,  Kales  JD 
JClin  Psychopharmacol 3 140-150,  Apr  1983  8.  Tennant  FS,  elal  Symposium  on  the 
Treatment  ot  Sleep  Disorders,  teleconference,  Oct  16,  1984  9.  Greenblatt  DJ,  Allen  MD, 
Shader  Rl  Clih  Pharmacol  Ther  21  355-361,  Mar  1977 


Before  prescribing,  please  consult  complete  product  information,  o summary  ot 
which  follows: 

INDICATIONS:  Effective  in  oil  types  of  insomnio  characterized  by  difficulty  m falling 
asleep,  frequent  nocturnal  awakenings  and/or  early  morning  awakening,  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits,  in  ocute  or  chronic  medical  situations 
requiring  restful  sleep  Objective  sleep  laboratory  data  have  shown  effectiveness  tor  at 
least  28  consecutive  nights  of  administration  Since  insomnia  is  often  transient  and 
intermittent,  pralonged  administration  is  generally  not  necessary  or  recommended 
Repealed  therapy  should  only  be  undertaken  with  appropriate  patient  evaluation 
CONTRAINDICATIONS:  Known  hypersensitivity  to  flurazepam  HCI,  pregnancy  Benzo- 
diazepines may  cause  fetal  damage  when  adminislered  during  pregnancy  Several 
studies  suggest  an  Increased  risk  ot  congenital  malformations  associated  with  benzo- 
diazepine use  during  the  first  trimester  Worn  patients  ot  the  potential  risks  to  the  fetus 
should  the  possibility  of  becoming  pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Consider  the  possibility  of 
pregnancy  prior  to  instituting  therapy 

WARNINGS:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other 
CNS  depressants  An  additive  effect  may  occur  if  alcohol  is  consumed  the  day  follow- 
ing use  tor  nighttime  sedation  This  potential  may  exist  for  several  days  following 
discontinuation  Caution  against  hazardous  occupations  requiring  complete  mental 
alertness  (e  g , operating  machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not  recommended  for  use  in 
persons  under  1 5 years  of  age  Withdrawal  symptoms  of  the  barbiturate  type  have 
occurred  drier  disconlinudtion  of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 
PRECAUTIONS:  In  elderly  and  debilitated  pdtients,  it  Is  recommended  thot  the  dosdge 
be  limited  to  15  mg  to  reduce  risk  of  oversedation,  dizziness,  contusion  and/or  ataxia 
Consider  potential  additive  effects  with  other  hypnotics  or  CNS  depressants  Employ 
usual  precautions  in  severely  depressed  patients,  or  in  those  with  lotent  depression  or 
suicidol  tendencies,  or  in  those  with  impaired  renal  or  hepatic  function.  Inform  patients 
to  consult  physician  befare  increasing  dose  or  abruptly  discontinuing  flurazepam  HCI 
ADVERSE  REACTIONS:  Dizziness,  drowsiness,  lighfheadedness,  staggering,  ataxia 
and  foiling  have  occurred,  particularly  in  elderly  or  debilitated  patients  Severe  seda- 
tion, lethargy,  disorientation  and  coma,  probably  indicative  of  drug  intolerance  or 
overdosage,  have  been  reported  Also  reported  headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diorrheo,  constipation,  Gl  pom,  nervousness,  talkativeness,  appre- 
hension, irritability  weakness,  palpitations,  chest  pains,  body  and  joint  poms  and  GU 
complaints  There  have  also  been  rare  occurrences  of  leukopenia,  granulacytopenia, 
sweating,  flushes,  difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression,  slurred  speech,  confusion,  restlessness, 
hollucinations,  and  elevated  SGOt  SGPT  total  and  direct  bilirubins,  and  alkaline  phos- 
phatase, and  paradoxical  reactions,  e g , excitement,  stimulation  and  hyperactivity 
DRUG  ABUSE  AND  DEPENDENCE:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodi- 
azepines, mare  severe  seen  after  excessive  doses  over  extended  periods,  milder  after 
taking  continuously  at  therapeutic  levels  for  several  months  After  extended  therapy, 
avoid  abrupt  discontinuation  and  taper  dosage  Carefully  supervise  addictian-prone 
individuals  because  of  predisposition  to  habituation  and  dependence 
DOSAGE:  Individuolize  lor  maximum  beneficial  effect.  Adulls  30  mg  usual  dosage, 

15  mg  moy  suffice  in  some  patients  Elderly  or  debilitaledpolienis  15  mg  recom- 
mended initially  until  response  is  determined 
SUPPLIED:  Capsules  containing  1 5 mg  or  30  mg  flurazepam  HCI 

P I 0788 


Roche  Products 

Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


Protect 

y(M 

Dteine 

decism.. 


and 
rest 
}oircase. 


238 


OHIO  Medicine 


FROM  THE  EDITOR 


•HE  FRANCiS  A.  CWiVvAY 

LIBRARY  OF 

boston,  ma 

APR  7 1989 


OHD 

Medicine 


JOURNAL  OF  THE 

OHIO  STATE  MEDICAL  ASSOCIATION 


EDITORIAL  STAFF 

Executive  Director 

Herbert  E.  Gillen 

Director,  Department  of  Communications 
Carol  Wright  Mullinax 
Executive  Editor 
Karen  S.  Edwards 
Associate  Editor 
Deborah  Athy 
Editorial  Assistant 
Michelle  J.  Carlson 
Production  Assistant 
Nancy  Hacker 

EDITORIAL  BOARD 
Frederick  H.  Davidorf,  MD 
Chairman 
Columbus,  Ohio 
Theodore  R.  Ball,  MD 
Bellevue,  Ohio 
Craig  G.  Burkhart,  MD 
Toledo,  Ohio 
Charles  L.  Heaton,  MD 
Cincinnati,  Ohio 
William  J.  Marshall,  MD 
Dayton,  Ohio 
Richard  J.  Nowak,  MD 
Cleveland,  Ohio 
James  F.  Quilty,  Jr.,  MD 
Columbus,  Ohio 

OSMA  OFFICERS 

President 

Donavin  A.  Baumgartner,  Jr.,  MD 
President-Elect 
William  J.  Marshall,  MD 
Immediate  Past  President 
D.  Ross  Irons,  MD 
Secretary-T  reasurer 

Joseph  Sudimack,  Jr.,  MD 
ADVERTISING 

George  R.  Quigley 
4015  Executive  Park  Dr. 

Suite  304 

Cincinnati,  Ohio  45241 
(513)  563-9666 

PHARMACEUTICAL 

ADVERTISING 

Terry  Gladman 
Lifetime  Learning 
505  Chicago  Ave. 

Evanston,  Illinois  60202 
(312)  866-7770 

Address  All  Correspondence,  Address  Change, 
& Reprint  Request  (unless  otherwise  noted):  Exec- 
utive Editor,  OHIO  Medicine,  1500  Lake  Shore 
Drive,  Columbus,  Ohio  43204-3824.  Phone: 
(614)  486-2401. 

Published  monthly  under  the  direction  of  The  Council 
for  and  by  members  of  OHIO  Medicine,  1500  Lake  Shore 
Drive,  Columbus.  Ohio  43204-3824,  a scientific  society, 
nonprofit  organization,  with  a definite  membership  for 
scientific  and  educational  purposes. 

1989  Subscription:  $25  per  year. 

Send  address  changes  to:  OHIO  Medicine,  1500  Lake 
Shore  Drive,  Columbus,  Ohio  43204-3824. 

Second  Class  Postage  paid  at  Columbus,  Ohio  and  at 
additional  mailing  offices. 

OHIO  Medicine  does  not  assume  responsibility  for 
opinions  expressed  by  the  essayists.  Advertisers  must  con- 
form to  policies  and  regulations  established  by  The  Coun- 
cil of  the  Ohio  State  Medical  Association. 


Taking 


The  more  complicated 

medicine  becomes,  the  more 
important  it  is  that  the 
physician  continues  to  come 
forward  as  the  patient’s  advocate, 
willing  to  take  whatever  steps  are 
necessary  to  ensure  his  or  her 
ability  to  dispense  quality  medical 
care. 

Needless  to  say,  however,  that 
physician’s  voice  is  more  easily 
heard  as  more  voices  are  added  to 
it.  It  may  be  a cliche,  but  there  is 
strength  in  numbers  — and  that  is 
what  the  Ohio  State  Medical 
Association  and  its  Annual 
Meeting  are  all  about. 

Each  spring,  physicians  from  all 
over  the  state  — from  rural 
practices  to  big-city  specialties  — 
convene  to  discuss  medicine’s 
hottest  issues.  While  there  may  be 
some  lively,  internal  debates 
among  the  delegates  and  alternate 
delegates  who  attend,  the  outcome 
is  always  certain  to  reflect  a united 
stand  for  continued  quality  care. 

This  spring,  the  meeting  will 
take  place  in  Dayton,  May  5-7. 
This  issue  of  OHIO  Medicine 
provides  you  with  all  of  the  details 
of  that  meeting  — the  schedule, 
the  format,  the  list  of  delegates 
and  alternates  who  will  be 
representing  your  views  at  the 
House.  If  you  have  an  issue  you 
feel  particularly  strongly  about, 
now  is  the  time  to  act.  Contact 
your  delegate  and  let  him  or  her 
know  of  your  feelings,  so  that  the 
matter  can  be  raised  for 


a Stand 


discussion.  Member  input  is  always 
welcome  and  needed  if  OSMA  is 
to  remain  a viable  association. 

Another  necessary  ingredient,  of 
course,  is  leadership  — and  the 
OSMA  is  fortunate  to  have  three 
strong  candidates  for  the  office  of 
President-Elect  this  year.  Brief 
biographical  sketches  of  each 
candidate  can  also  be  found  in  this 
issue. 

Up  until  three  years  ago,  a 
clinical  and  scientific  meeting 
always  followed  the  close  of 
business  in  the  House.  Since,  then, 
of  course,  the  clinical  meetings 
have  been  held  in  the  fall  — but 
we  couldn’t  resist  a return  to 
tradition  in  this  issue  by  following 
our  Annual  Meeting  material  with 
three  different,  but  enlightening 
clinical  articles. 

All  of  our  regular  departments 
contain  some  interesting  stories 
this  month  — don’t  miss  them, 
and,  finally,  look  for  the  article  by 
Lawrence  E.  Mieczkowski,  MD,  on 
“The  Physician  and  the  Computer: 
A Tale  of  the  Future.”  It’s  an  eye- 
opening account  of  just  how  far 
the  practice  of  medicine  has  come 
in  this  technological  age. 

Just  as  the  OSMA  Annual 
Meeting  reflects  how  far  there  is 
yet  to  go  . . . 

ICiXAiAO  EdviTOtAcHS 
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Elconnp:..the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package” 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments; 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


IrDataGeneral 


Personal 

Computers 


ElSCmP"  s^stams,  iris. 

Cincinnati  (513)  561-3050  Cleveland  (216)  562-3494 
(800)  441-8386 
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PRESIDENTIAL  PERSPECTIVES 


As  the  lawyer  bashing  joke 
goes,  the  definition  of  a 
medical  catastrophe  is  a 
busload  of  plaintiff  attorneys 
going  over  a cliff  with  two  empty 
seats.  1 should  like  to  propose  that 
we  have  a very  real  medical 
catastrophe  on  our  hands  in  the 
form  of  our  present  system  of 
billing,  both  for  hospitals’  and 
physicians’  services. 

When  my  youngest  son  was  in 
college,  he  sustained  a laceration 
of  a flexor  tendon  of  a finger, 
which  required  hospitalization  and 
surgical  repair.  Although  I am 
certainly  more  conversant  than 
much  of  the  public  regarding 
medical  matters,  1 was  not  at  all 
prepared  for  what  followed. 

Having  a reasonable  IQ  and 
having  graduated  from  various 
schools  with  honors,  I felt  that  I 
should  be  able  to  easily  decipher 
such  “simple”  things  as  medical 
bills.  I was  in  for  a rude  shock. 
Not  only  were  there  multiple  bills 
that  could  not  be  identified,  but 
many  were  headed  by  corporate 
names  so  complex  that  it  was  not 
apparent  whether  they  represented 
medical  facilities  or  groups  of 
physicians,  so  as  to  be  reasonably 
separated  into  hospital  vs. 


Billing  Confusion 


By  Donavin  A.  Baumgartner,  Jr.,  MD 
President  of  the  OSMA 


physician  insurance  coverage.  In 
several  instances,  careful 
examination  revealed  nothing  to 
answer  this  question,  and  I was 
reduced  to  supplying  one  copy  of 
each  type  of  insurance  form!  It 
occurred  to  me  that  if  I was 
having  trouble,  the  public  must  be 
bewildered.  Subsequent  events 


‘‘It  occurred  to  me 
that  if  I was  having 
trouble,  the  public 
must  be  bewildered.^ ^ 


merely  proved  how  true  this  to  be. 

One  day  in  my  office,  I received 
a call  from  an  elderly  woman  who 
was  nearly  in  tears.  She  indicated 
that  her  husband  had  received  a 
number  of  bills  from  our 
emergency  services,  and  although 
she  wanted  to  see  them  paid,  she 
was  at  a loss  in  determining  what 
to  do  with  them.  I arranged  for 
her  to  come  in,  but  was  not 
expecting  the  sight  of  a woman 
carrying  a large  shopping  bag 
overflowing  with  assorted  papers. 


Wading  into  them,  I discovered 
immediately  that  most  had  nothing 
to  do  with  the  emergency  room 
but  were  various  bills  resulting 
from  her  husband’s  rather 
prolonged  and  complex 
hospitalization.  As  we  began 
sorting  them  into  piles, 
considerable  explanation  was 
needed  since  many  contained 
names  of  physicians  she  or  her 
husband  never  saw  or  even  heard 
of.  “OK,  this  bill  is  from  the 
radiologist  ...  the  X-ray  doctor 
. . . who  read  the  X-rays  taken  on 
your  husband,  and  this  is  a 
separate  bill  for  the  taking  of 
those  X-rays.  Yes,  I understand 
that  it’s  confusing,  but  that  is  the 
way  we  are  told  we  must  bill  by 
the  government.  You  see,  one  goes 
to  one  part  of  the  Medicare  system 
and  the  other  to  a completely 
different  part.”  This  type  of 
“explanation”  clearly  was  making 
her  more  confused.  I went  on  as  I 
piled  the  various  sized  bills  into 
two  groups.  “I  realize  Dr.  Jones  is 
your  doctor  but  the  bill  from  Dr. 
Smith  is  for  pathology.  That  has 
to  do  with  various  blood  tests, 
etc.,  and  you  wouldn’t  see  Dr. 
Smith.”  I was  unable  to  detect  any 
continued  on  page  245 
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IT  MAir  CHANGE  THE  WAT 
YOUR  PAHENTS  FEEL 
ON  ANTIHYPERTENSIVE 
THERAPY 


FOR  MANY  HYPERTENSIVE  PATIENTS 

START  WITH  ONCE-A-DAY 


VASOTEC 


(ENALAPRIL  MALEATEI MSD) 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  next  page  of  this  advertisement 


Copyright  © 1987  by  Merck  & Co  , Inc 
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VASOTEC 


(ENALAPRIL  AAALEATE I MSD) 


Contraindications:  VASOTEC*  (Enalapnl  Maleale,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ot  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
palienisirealed  with  ACE  inhibitors,  including  VASOTEC  Insuchcases.VASOTECshouldbeprompIlydiscontinuedandIhe 
patient  carelully  observed  unlil  the  swelling  disappears.  In  instances  where  swelling  has  been  conlined  lo  the  lace  and  lips, 
the  condition  has  generally  resolved  without  IreatmenI,  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  lalal  Where  there  is  involvement  ot  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  mLto  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  healed  with  VASOTEC  alone  Heart 
laiiure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirsi  dose,  but 
discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  insiruclions 
are  lollowed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  tailure  and/or  death,  include  those  with  Ihe  following  conditions  or  characteristics  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ot  any  etiology  II  may  be  advisable  lo  eliminale  Ihe  diuretic  (except  in  heart  failure  patients),  reduce  Ihe 
diuretic  dose,  or  increase  salt  intake  cautiously  belore  initialing  therapy  with  VASOTEC  in  patients  at  iisk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adiustmenis  (See  PRECAUTIONS.  Drug  Interactions  and  ADVERSE  REAC- 
TIONS ) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  lollowed  closely  lor  Ihe  first  two  weeks  ol  treatment  and  whenever  the  dose  ot  enalapnl 
and/or  diuretic  is  increased  Similar  considerations  may  apply  lo  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  inlarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  il  necessary  receive  an  intrave- 
nous infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a contraindication  lo  lurlher  doses  ol  VASOTEC, 
which  usually  can  be  given  without  dilticully  once  Ihe  blood  pressure  has  stabilized  II  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neulropeniat Agranulocytosis  Another  ACE  inhibitor,  caplopril,  has  been  shown  lo  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  Ireguenlly  in  patients  with  renal  impairment,  especially  il  they 
also  have  a collagen  vascular  disease  Available  data  Irom  clinical  Inals  ol  enalapnl  are  insutiicieni  lo  show  that  enalapnl 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  lo  enalapnl  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  Genera!  Impaired  Henat  Function  As  a conseguence  ol  inhibiting  Ihe  renin-angiolensin-aldoslerone 
system,  changes  In  renal  lunclion  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  lunclion  may  depend  on  Ihe  activity  ol  Ihe  renin-angiotensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
disconlinualion  ol  enalapnl  and/or  diuretic  therapy  In  such  palienls,  renal  function  should  be  monitored  during  Ihe  lirsI 
lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  laiiure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  IransienI,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  lo  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ol  Ihe  diuretic  and/oi  VASOTEC  may  be  reguired 

Evaluation  ot  patients  with  hypertension  or  heart  laiiure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  ( > 5 7 mEg/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  Inals  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  ol  patients,  but  was  not  a cause  lor  discontinuation 

Risk  laclors  lor  Ihe  development  ol  hyperkalemia  include  renal  insutticiency  diabetes  meililus,  and  Ihe  concomitant  use 
ol  polassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  it  at  all,  with  VASOTEC  (See  Drug  Interactions ) 

Surgery/Aneslhesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapnl  may  block  angiotensin  II  lormalion  secondary  lo  compensatory  renin  release  II  hypotension  occurs  and  is 
conside-ed  lo  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  Ihe  lirsi  dose  ot  enalapnl 
Palienls  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes,  lips,  longue,  dilliculty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lighiheadedness  especially  during  Ihe  lirst  lew  days  ol  therapy  II 
actual  syncope  occurs,  the  patients  should  be  told  lo  discontinue  Ihe  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  tall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure,  patients  should  be  advised  to  consult  with  Ihe  physician 

Hyperkalemia  Patients  should  be  told  not  lo  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

NeuUopema  Patients  should  be  told  lo  report  promptly  any  indication  ol  infection  (e  g . sore  throat,  lever)  which  may  be 
a sign  ot  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapnl  is  warranted  This  inlormalion  is 
intended  to  aid  in  Ihe  sate  and  etteclive  use  ot  this  medication  II  is  not  a disclosure  ol  all  possible  adverse  or  intended 
eltects 

Drug  Inleraclions 

Hypotension  Patients  on  Diuretic  Therapy  Palienls  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ol  therapy  with 
enalapnl  The  possibility  ol  hypotensive  eltects  with  enalapnl  can  be  minimized  by  either  discontinuing  Ihe  diuretic  or 
increasing  the  salt  intake  prior  lo  initiation  ol  treatment  with  enalapnl  II  it  is  necessary  lo  continue  Ihe  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  anlihyperlensive  elteci  ol  VASOTEC  is  augmented  by  anlihyperlensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adreneigic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  signilicani 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-lype  diuretics  Potas- 
sium-sparing diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therelore.  it  concomitant  use  ol  these 
agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  Iregueni  monitor- 
ing ol  serum  potassium  Potassium-sparing  agents  should  generally  nol  be  used  in  patients  with  heart  failure  receiving 
VASOTEC 

Lithium  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Ireguenlly 


Pregnancy-  Category  C There  was  no  teloloxicily  or  teratogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  ol  enalapnl 
(333  limes  Ihe  maximum  human  dose)  Feloloxicity,  expressed  as  a decrease  in  average  lelal  weight,  ixxurred  in  rats 
given  1200  mg/kg/day  ol  enalapnl  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapnl  was 
nol  teratogenic  in  rabbits  However,  maternal  and  lelal  toxicity  occurred  in  some  rabbits  at  doses  ot  1 mg/k^day  or 
more  Saline  supplemenlalion  prevented  Ihe  maternal  and  lelal  loxicily  seen  al  doses  ol  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  limes  Ihe  maximum  human  dose) 

Radioactivity  was  found  lo  cross  the  placenta  following  adiiiinislralion  of  labeled  enalapnl  lo  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC*  (Enalapnl  Maleale,  MSD)  should  be 

used  during  pregnancy  only  it  Ihe  potential  benelil  lustilies  the  potential  risk  lo  Ihe  lelus 

Nursing  Mothers  Milk  in  lactaling  rats  contains  radioactivity  lollowing  administration  ol  hC  enalapnl  maleale  II  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  lo  a nursing  mother 

Pediatric  Use  Safety  and  etiecliveness  in  children  have  nol  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10.000  palienls,  including  over  lOOO 
palienls  healed  lor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  298/  patients 

Hypertension  The  most  Iregueni  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%).  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (1 4%),  rash  (1 4%),  cough  (1 3%).  orthostatic  ellects  (1 2%).  and  asthenia  (1 1%) 

Hear!  Failure  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  unconirolled  Inals  were  dizziness 
(79%),  hypotension  (6  7%),  orthostatic  ellecis  (2  2%),  syncope  (2  2%).  cough  (2  2%).  chesi  pain  (2 1%),  and  diarrhea 
(21%) 

Olher  adverse  experiences  occurring  in  greater  than  1%  ol  palienls  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  fatigue  (1 8%).  headache  (1 8%),  abdominal  pain  (1 6%).  asthenia  (1 6%),  orthostatic  hypo- 
tension (1 6%),  vertigo  (1 6%),  angina  pectoris  (1 5%),  nausea  (1 3%).  vomiting  (1 3%),  bronchitis  (1 3%).  dyspnea 
(1 3%).  urinary  tract  inteclion  (1 3%),  rash  (1 3%),  and  myocardial  inlarction  (1 2%) 

Olher  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring  in 
05%  lo  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  seventy  within  each 
category 

Cardiovascular  Myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  lo  excessive  hypotension  m 
high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arresl,  pulmonary  embolism  and  inlarction.  rhythm  distur- 
bances. atrial  librillation  palpilalion 

Digestive  Ileus,  pancreatitis,  hepatitis  ot  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
NervousiPsychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dyslunclion  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Btonchospasm.  rhinotthea,  asthma,  upper  respiratory  inlection 
Skin  Herpes  zoster,  pruritus,  alopecia.  Hushing,  pholosensilivily 
Other  Muscle  cramps,  hypethidtosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arlhralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manileslalions  may  occur  These  symptoms  have  disap- 
peared alter  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  lalal  II  angioedema  ol  Ihe  lace,  extremities,  lips,  longue  glottis,  and/or  larynx  occurs,  Ireal- 
menl  with  VASOTEC  should  be  discontinued  and  appropriate  therapy  insliluled  immediately  (See  WARNINGS ) 
Hypotension  In  Ihe  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
lollowing  Ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy 
in  0 1%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  therapy  in  1 9%  ol  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Jest  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  conlrolled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ol  palienls  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  olher  concomitant  diuretic  therapy  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  disconlinualion  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  Ireguenlly  in  either  hypertension  or  heart  laiiure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  Inals,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  lo  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  Ihe  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  two  to  three  days  belore  beginning  therapy  with  VASOTEC  lo  reduce  Ihe  likelihood  ol  hypotension  (See 
WARNINGS  ) II  Ihe  patient's  blood  pressure  is  nol  conlrolled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions ) 

The  recommended  initial  dose  in  palienls  nol  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusled  according  lo 
blood  pressure  response  The  usual  dosage  range  is  10  lo  40  mg  per  day  administered  in  a single  dose  or  in  Iwo  divided 
doses  In  some  patients  treated  once  daily  Ihe  anlihyperlensive  ettect  may  dimmish  toward  Ihe  end  ol  Ihe  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  II  blood  pressure  is  nol  con- 
lrolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  lo  increases  ot  serum  potassium  (see  PRECAUTIONS) 

Oosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapnl  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mUmin  (serum  creatinine  ol  up  lo  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  s3  mg/dL),  Ihe  lust  dose  is  2 5 mg  once  daily  The  dosage  may  be 
lilraled  upward  until  blood  pressure  is  conlrolled  or  lo  a maximum  ol  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting  dose  is 

2 5 mg  once  or  twice  daily  Alter  Ihe  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS. Drug  Interactions ) II  possible.  Ihe  dose  ol  Ihe  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ol  hypotension  The  appearance  ol  hypotension  after  Ihe  initial  dose  ol  VASOTEC  does  nol  preclude  subsequent  careful 
dose  lilralion  with  the  drug,  lollowing  etteclive  management  ol  Ihe  hypotension  The  usual  therapeutic  dosing  range  lor 
Ihe  IreatmenI  ol  heart  failure  is  5 lo  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  etteclive  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg.  Ihe  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  morlalily  in  patients  with  severe  heart  failure  (NYHA  Class  IV),  patients  were 
treated  with  2 5 lo  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  Iwo  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Eltects ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adjustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initialed  at  2 5 mg 
daily  under  close  medical  supervision  (S^  OOSAGE  ANO  ADMINISTRATION.  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS. Drug  Interactions ) The  dose  may  be  increased  lo  2 5 mg  b i d . then  5 mg  b i d and  higher  . , — p. 
as  needed,  usually  al  intervals  ol  lour  days  or  more,  it  al  Ihe  lime  ol  dosage  adjustment  there  is  not  IVISD 
excessive  hypotension  or  signilicant  deterioration  ol  renal  lunclion  The  maximum  daily  dose  is  40  mg  MERCK 
For  more  detailed  inlormalion.  consult  your  MSD  representative  or  see  Prescribing  Inlormalion  Merck  SHARft 

Sharp  & Dohme.  Division  ol  Merck  & Co  .Inc  .West  Point.  PA  19486  jevsieHts'S)  DOHME 
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lessening  of  her  frown  or  look  of 
confusion. 

It  was  not  until  that  moment 
that  I began  to  realize  the 
overwhelming  nature  of  our 
present  billing  system.  A patient 
can  receive  six  or  more  separate 
bills  after  a “simple”  ER  visit. 
With  a complex  hospital  stay,  the 
numbers  must  be  staggering. 

Examining  a sample  of  medical 
bills  recently  revealed  several 
problems  that  result  in  confusion. 
In  addition  to  the  lack  of  ability 
in  many  cases  to  determine 
whether  they  represent  facility  or 
physician  services,  many  have  no 
itemization.  Still  others  are  filled 
with  code  numbers,  and  some  do 
not  even  have  the  service  or 
operation  spelled  out.  Trying  to 
decipher  what  might  be  meant  by 
90015  or  33400  must  be  more 
difficult  than  reading  a physician’s 
prescription.  Many  bills  do,  I am 
happy  to  say,  indicate  that 
insurance  forms  have  been 
submitted,  but  unfortunately  a 
great  many  do  not.  This  leaves  the 
patient  unsure  as  to  what  action 
he  or  she  should  take. 

In  the  case  of  my  son’s 
adventure,  after  many 
resubmissions,  inquiries  and 
requests,  I think  all  outstanding 
bills  have  been  paid.  The  little  old 
lady  with  the  shopping  bag  was 
finally  sent  to  the  care  of  a 
representative  of  the  billing  office 
at  St.  Luke’s  who  carefully 
explained  the  system  and  helped 
her  file  the  appropriate  forms. 
These  experiences  have  left  me 
with  the  certainty  that  there  are  a 
vast  number  of  similarly  confused 
and  yes,  perhaps  angry,  patients 
and  families  out  there  trying  to 
figure  out  the  system. 

I propose  that  we  do  what  we 
can  to  reduce  the  complexity  of 
our  present  billing  system  and 
appoint  a committee  of  the  OSMA 
Council  to  look  into  this  matter. 

At  the  very  least,  we  can  instruct 
our  computers  or  our  billing 
agents  to  have  the  machines 
generating  statements  to  include 
some  “user  friendly”  information 
such  as  “This  is  the  bill  for  the 


doctor  who  saw  you  in  the 
emergency  room.  It  should  be 
submitted  to  Blue  Shield,”  etc. 
Notes  such  as  “You  will  receive  a 
separate  statement  for  the  hospital 
facility”  or  other  information 
would  be  most  helpful.  Perhaps 
even  information  such  as  “This 
bill  is  for  your  anesthesia.  All 
statements  are  under  the  name  of 
Dr.  Brown,  who  is  the  director” 
would  reassure  the  patient  that 
there  was  actually  no  mistake  even 
though  he  distinctly  remembers 
being  put  to  sleep  by  a Dr.  Green. 

Although  some  hospitals  already 
have  made  such  efforts,  we  should 
see  to  it  that  all  facilities  with 
which  we  are  associated  establish  a 
person  or  office  specifically 
designed  to  assist  in  insurance  and 
helping  the  responsible  party 
understand  the  appropriate  actions 
in  not  only  handling  statements 


from  the  hospital  but  of  those 
from  physicians.  It  is  quite  likely 
that  the  costs  of  such  a service 
would  be  repaid  many  times  over 
in  terms  of  not  only  increased 
collections,  but  even  more 
importantly,  the  improved  image 
of  the  facility. 

A trip  to  the  hospital, 
particularly  when  unexpected,  can 
be  frightening  enough.  A 
complicated  course  with  multiple 
physicians  of  varying  specialties 
can  lead  to  a mountain  of  very 
intimidating  bills,  often  arriving 
randomly  over  a period  of  many 
months.  Here  is  a situation  where 
we  as  physicians  can  truly  act  as 
the  patient  advocate  and  lead  the 
way  toward  a simple,  “kinder  and 
gentler”  form  of  medical  billing.  As 
is  always  the  case  when  we  act  in  the 
patient’s  interest,  it  will  invariably 
benefit  the  profession.  OSMA 


Certified  Gemologist 
Registered  lewelers 
American  Gem  Societx' 
Diamonds-Gold- 
Watches-Clocks- 
Silver-China-Cr>stal- 
Fine  Porcelains 
Repairs-Pearl  & Bead 
Restringing  - Remounting 

"WHERE  TO  CALL ' 


Appraisals:  lewelry, 
China,  Crystal,  Silver 
and  Fine  Arts. 


I 

THE  COUECTORS  CHOKE 


4 W.  Fourth  St. 

Downtown  - Cincinnati  513-421-6080 

Hyde  Park  Square 

3440  Edwards  Road  513-871-1700 

Kenwood  Towne  Centre 

7875  Montgomery  Road  513-891-4700 
jewelers  of  distinction  since  1877 


April  1989 


245 


American  Physicians  Life  (APL),  OSMA's  endorsed 
life  and  health  insurance  carrier,  provides  the  fol- 
lowing quality  products  and  services  to  Ohio 
physicians. 

OSMA  group  term  insurance  packaged  with 
Group  Life  competitive  major  medical  coverage 

& Health 
Plan 

OSMA 
TENURE 

Interest 
Sensitive 
Life  Plans 

Tax 

Deferred 
Annuities 


low  cost  ten  year  term  insurance  with 
built-in  guarantees 

permanent  protection  offering  high 
interest  earnings  and  great  plan 
flexibility 

no-load  long  term  savings  plan  with 
tax  deferred  earnings 


Income  non-cancellable,  guaranteed  renewa- 
Protection  ble  to  age  65  disability  income  protec- 
tion with  own-occupation  coverage 

Retirement  impressive  array  of  investment  vehi- 
Plan  cles  available 

Funding 

At  APL,  we  are  committed  to  providing  member 
physicians,  their  families  and  employees  with  the 
best  protection  at  the  lowest  possible  cost. 


AMERICAN  PHYSICIANS  LIFE 

Bates  Drive 

PO  Box  281  Endorsed  by 

Pickerington,  Ohio  43147  OSMA 

1*800-742-1275 
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OHIO  Medicine 


SECOND  OPINION 


How  Nice  It  Was 
To  Be  King 

By  Laurence  M.  Weinberger,  MD 


A few  observations  on  the 
piece  by  Dr.  A.  Robert 
Davies,  OHIO  Medicine, 
Dec.  1988,  entitled  “Hot  Buttons 
and  Pressure  Points  — Managed 
Care.”  His  opening  complaint  is 
the  “intrusion  of  others  . . . “in 
what  used  to  be  nobody’s 
business.”  He  refers  to  oversight 
efforts  of  HMDs,  PPOs  and 
“other  weird  entities”  that 
encroach  upon  his  time.  He 
expands  at  length  on  this  theme, 
how  it  affects  him,  how  he  resents 
it,  how  he  cannily  frustrates  his 
questioners  and  finally  a 
suggestion  — how  to  manage  the 


annoyances.  The  heart  of  his 
resentment  and  later  argument  is 
contained  in  the  paragraph  “What 
Makes  Us  So  Angry.”  Quite 
unconsciously.  Dr.  Davies  reveals 
his  physician’s  hauteur  toward 
“the  people  who  are  doing  this  to 
us.”  Is  he  right,  is  he  justified  in 
his  attitudes,  and  is  he  indeed  the 
sole  arbiter  of  the  patient’s  need 
for  hospitalization  and/or 
treatment?  Do  not  the  people  who 
pay  the  piper  have  something  to 
say  about  the  tune  — or  to 
question  his  intentions? 

He  looks  down  from  an 
Olympian  height,  not  recognizing 


that  graduation  from  medical 
school  did  not  make  him  a 
physician.  The  state  of  Ohio  did 
when  it  considered  him  fit  to  serve 
the  public!  That  is  what  the  doctor 
is  — a social  implement  — 
licensed  by  the  state  and  sworn  by 
his  tradition  and  societal  purpose 
to  care  for  the  poor,  the  helpless 
and  the  sick.  In  exchange  for  this, 
the  physician  is  given  a high  social 
status,  high  earnings  and  the 
power  granted  to  no  one  else  in 
our  society  — the  power  of  life 
and  death  and  the  power  to  decide 
what  shall  happen  to  sick, 
dependent  patients. 


Second  Opinion 
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If  the  public  had  been  satisfied 
with  the  overall  behavior  of  the 
medical  profession  (fees,  services 
and  performance)  it  would  not 
have  grasped  at  the  opportunity 
offered  by  all  those  “weird 
entities,”  nor  would  it  have  given 
them  the  authority  to  monitor  the 
physician’s  judgment  or  to 
question  the  physician’s  motives.  It 
has  done  the  same  with  Medicare 
and  Medicaid  and  for  a thousand 
good  reasons.  It’s  no  use  to  gibe 
the  bureaucracy;  our  own  skirts  are 
not  spotless.  Whether  we  like  it  or 
not  HMOs,  PPOs,  Docs-in-the-Box 
and  all  the  rest  are  here  to  stay; 
they  teach  us  a hard  and 
irrevocable  lesson  about  our  past 
delinquencies  for  which  coming 
generations  of  physicians  will 
adjust  or  suffer.  Dr.  Davies  is  at 
the  generational  crossroad  into  the 
future,  and  his  pain  is  that  he 
looks  backwards  to  when  the 
doctor  was  boss  and  master  of  all 
things  medical. 


One  further  remark:  Physicians 
sometimes  still  think  of  themselves 
as  belonging  to  the  “learned 
professions”  — a quaint  illusion! 
They  are  graduates  of  medical 
trade  schools,  educated  craftsmen 
if  you  will,  skilled  technicians, 
sophisticated  artisans  and 
occasionally  bold  innovators.  There 
was  a time,  however,  when  their 
self  image  was  that  of  an  erudite 
scholar  cloaked  in  an  aura  of 
benevolence,  altruism  and 
unselfishness,  but  that  image  is, 
for  the  most  part,  gone  and  no 
longer  to  be  presumed.  It  may  be 
sad  and  regrettable,  but  reality  is 
not  to  be  denied  and  the  world  is 
as  it  is.  I sympathize  with  Dr. 
Davies  and  wish  it  were  otherwise, 
but  because  of  the  seriousness, 
cost  and  significance  of  what  the 
doctor  does,  many  people  are 
interested  in  how  and  why  medical 
decisions  are  made.  It  would 
indeed  be  nice  if  Solomonic 
powers  were  to  be  restored  to 


LETTERS  TO  THE  EDITOR 


Unsolicited  calls 

To  the  Editor: 

Recently,  at  our  medical  office 
as  well  as  at  home,  we  have  been 
“entertained”  with  computer 
solicitations  about  services  or 
products.  This  spiel  continues 
about  one  minute  — although  my 
wife  had  a call  that  continued  over 
several  minutes,  as  she  noted  after 
hanging  up  and  picking  up  the 
phone  from  time  to  time.  These 
calls,  in  our  case,  are  on  our  single 
phone  line,  making  it  unavailable 
for  any  emergency  calls  to  this 
number.  G.T.E.  phone  company 
states  it  really  can  do  nothing 


about  this  problem,  suggesting  it  is 
best  to  contact  legislators  and 
government  officials.  They  in  turn 
are  making  note  of  increasing 
consumer  complaints,  particularly 
from  those  with  unlisted  phone 
numbers  who  also  receive  these 
randomly  dialed  calls  as  well. 

1 do  wish  to  see  these  calls 
stopped  before  someone  has  the 
experience  of  having  a relative  die 
while  trying  to  get  through  on  a 
phone  line.  I believe  we  are  doing 
a tremendous  service  for  these 
soliciting  companies  if  we  correct 
this  problem  before  they  have  a 
multi-million  dollar  lawsuit  related 


physicians,  but  this  is  a forlorn 
hope.  Better  perhaps  that  we  and 
he  cultivate  a little  modesty, 
humility  and  forbearance. 


Laurence  M.  Weinberger,  MD,  is  a 
retired  neurosurgeon  from  Venice, 
California. 


(In  response  to  Dr.  Weinberger) 

/ think  I found  another  “hot 
button.” 

Dr.  Weinberger  summarizes  the 
current  status  of  the  “.  . . world  as 
it  is”  very  nicely.  I do  not  disagree 
with  his  conclusions  or 
recommendations.  I will  continue 
to  work,  along  with  the  rest  of  the 
profession,  on  humility,  modesty 
and  above  all  forbearance.  The 
need  is  well  recognized. 

I am  grateful  for  his  comments. 

A.  Robert  Davies,  MD 


to  tying  up  emergency  phones. 
Other  types  of  advertising  would 
be  peanuts  compared  with  that! 

When  people,  not  computers, 
are  soliciting,  they  have  been  very 
courteous.  They  disconnect  and 
promise  no  repeat  calls.  We  respect 
them  for  that.  But  computers  are 
“garbage  in-garbage  out,”  and  the 
stink  of  this  issue  could  be 
overpowering  some  day  if  it  is  not 
checked  now.  So  let’s  all  clean  up 
the  environment.  This  family 
doctor  thanks  you. 

Sincerely, 

Robert  W.  Smith,  MD 

Trotwood 
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OSMA  Councilors 

Listed  below  are  the  OSMA  Councilors 
and  the  districts  they  represent.  If  you  have 
any  questions  or  concerns  regarding 
OSMA,  please  address  them  to  your 
Councilor. 

First  District 

Startle}/  ].  Lucas,  MD 
2905  Bumet  Avenue 
Cincinnati,  Ohio  45219 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

Walter  A.  Reiling,  Jr.,  MD 
2200  Philadelphia  Drive,  Suite  548 
Dat/ton,  Ohio  45406 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

William  H.  Kose,  MD 
200  W.  Pearl  Street 
Findlay,  Ohio  45840-3713 
Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 

John  A.  Devany,  MD 
2743  W . Central  Avenue 
Toledo,  Ohio  43606 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Henry  G.  Krueger,  MD 

24700  Lorain  Road 

North  Olmstead,  Ohio  44070 

Ashtabula,  Cuyahoga,  Geauga,  and 

Lake 

Sixth  District 

/.  James  Anderson,  MD 
5204  Mahoning  Ave.,  Suite  103 
Youngstown,  Ohio  44515 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nermin  D.  Lavapies,  MD 
1220  Hughes  Avenue 
Martins  Ferry,  Ohio  43935 
Belmont,  Carroll,  Coshocton, 
Harrison,  Jefferson,  Monroe  and 
Tuscarawas 
Eighth  District 
John  F.  Kroner,  Jr.,  MD 
Box  708 

Athens,  Ohio  45701 

Athens,  Fairfield,  Guernsey,  Licking, 

Morgan,  Muskingum,  Noble, 

Perry,  and  Washington 
Ninth  District 

Richard  Villarreal,  MD 
613  Center  Street 
Wheelersburg,  Ohio  45694-1795 
Gallia,  Hocking,  Jackson,  Lawrence, 
Meigs,  Pike,  Scioto,  and  Vinton 
Tenth  District 

H.  William  Porterfield,  MD 
3650  Olentangy  River  Rd. 

Columbus,  Ohio  43214 
Delaware,  Fayette,  Franklin,  Knox, 
Madison,  Morrow,  Pickaway,  Ross, 
and  Union 
Eleventh  District 

Charles  G.  Adams,  MD 
5896  Liberty  Avenue 
Vermilion,  Ohio  44089 
Ashland,  Erie,  Holmes,  Huron, 

Lorain,  Medina,  Richland,  and  Wayne 
Twelfth  District 

Jack  L.  Summers,  MD 
75  Arch  Street 
Suite  B2 

Akron,  Ohio  44304 
Portage  and  Summit 


Protect  'K)ur  Money 
AndY)ur 


Choose  Ohio  Health  Choice  Plan. 
Flexible  premium  options  combined 
with  cost  control  procedures  enable 
you  to  enhance  your  health  care 
benefits  and  reduce  your  costs. 

You  may  choose  the  convenience  of 
our  comprehensive  network  of  physi- 
cians, group  practices,  and  hospitals 
throughout  the  state.  Or  you  may 
keep  your  present  providers  and  take 
advantage  of  our  other  benefits. 


aOhioHealth 

^ Choice  Plan  ” Prdtrrri  PmiiJtt  Ot^aniaijoi; 

The  Clear  Choice 


For  a health  care  program  that  pro- 
tects your  interests,  call  your  insur- 
ance agent  or  broker.  Or  call  Ohio 
Health  Choice  Plan  at  216«363»2501 
or  1«800*554«0027. 


SUMMER  SEMINARS 
IN  OCEAN  CITY,  MARYLAND 


Tax  deductible  and  accredited  practice  management 
seminars  for  physicians  at  the  beautiful  oceanfront 
SHERATON  OCEAN  CITY  RESORT  HOTEL. 

DATES: 


July  1 - 5 
July  8 - 12 
July  15  - 19 
July  22  - 26 
July  29  - August  2 
August  5-9 
August  12  - 16 
August  19  - 23 
August  26  - 30 

CALL  FOR  A FREE  DESCRIPTIVE  BROCHURE! 

1-800-537-9539 
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Nail-ing  down 
the  annual  physical 

If  you  aren’t  including  an 
examination  of  finger  and  toenails 
during  your  patients’  physical 
examinations,  you  may  be  missing 
some  important  insights  into  their 
health,  says  C.  Ralph  Daniel  III, 
MD,  Clinical  Associate  Professor 
of  Medicine  at  the  University  of 
Mississippi  Medical  Center  in  * 
Jackson.  Dr.  Daniel  recently 
addressed  members  of  the 
American  Academy  of 
Dermatology,  who  were  attending 
the  47th  Annual  Meeting  of  that 
group,  in  Washington,  D.C. 

According  to  Dr.  Daniel,  nails 
can  give  indications  of  problems 
developing  inside  the  body. 

“Nail  abnormalities  may  be  a 
sign  of  systemic  disease,’’  says  Dr. 
Daniel.  These  can  include  kidney 
and  liver  failure,  cardiovascular 
problems,  poisoning  and  cancer, 
all  of  which  can  be  expressed  on 
the  nails  in  the  form  of  lines  or 
changes  in  coloration. 


In  addition,  he  says,  the  nails 
themselves  are  subject  to  infection 
and  disease,  and  to  damage  done 
by  substances  to  which  they  are 
exposed  in  the  home  or  workplace. 

Examination  of  the  nails  should 
be  conducted  in  good  light,  after 
any  polish  or  lacquer  has  been 
removed,  he  continues.  The  fingers 
and  toes  should  be  relaxed  and  not 
pressed  against  any  surface,  since 
pressure  can  alter  the  blood  vessels 
under  the  nail  and  mask  subtle 
changes.  If  any  discoloration  does 
appear,  shining  a penlight  up 
through  the  finger,  under  the  nail, 
should  help  to  localize  it.  Scraping 


of  the  nail  will  help  to  determine 
if  it  is  caused  by  a localized 
condition  or  is  indicative  of  an 
internal  problem. 

Disease  of  the  nail  itself  include: 
psoriasis,  warts,  fungal  infections 
and  melanoma,  among  others. 
Melanoma,  which  is  the  most 
serious  form  of  skin  cancer,  may 
appear  in  the  nail  unit  as  a 
widening  brownish  or  blackish 
band  running  up  and  down  the 
nail.  In  the  event  of  such  a band 
showing  up  on  a single  nail, 
particularly  in  a person  of  middle- 
age  or  older,  a biopsy  should  be 
performed.  Dr.  Daniel  says. 


Women  physicians  alter  practice  when  they  become  moms 


A shorter  work  week  or  a 
modified  style  of  practice  may  be 
the  outcome  when  female 
physicians  combine  motherhood 
with  their  medical  careers, 
according  to  the  results  of  a 
national  survey  of  women 
physicians  by  Physician’s 
Management  magazine,  a 
Cleveland-based  publication. 

Physician-mothers  reported  a 
shorter  work  week  than  did  the 
survey  respondents  who  do  not 


have  children.  Only  34%  of  the 
physician-moms  reported  that  they 
work  50  hours  per  week  or  more, 
compared  with  56%  of  the 
childless  respondents.  Forty-three 
percent  of  the  total  sample  said 
they  work  50  hours  per  week  or 
more. 

The  respondents  who  have 
children  were  asked  if  they  have 
shortened  their  work  week  or 
otherwise  modified  their  practices 
in  order  to  have  more  time  to 


spend  with  their  families  — 64% 
said  they  had.  In  their  written 
comments,  many  of  these  women 
described  affiliating  with  an  HMO 
or  opting  for  some  other  salaried 
position  with  predictable  hours 
instead  of  going  into  or  remaining 
in  private  practice. 

Of  the  total,  however,  nearly 
51%  reported  that  they  are  self- 
employed  in  medical  practice,  and 
among  this  group,  56%  are  in  solo 
private  practice. 
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Detecting  cervical  cancer 

A new  procedure  used  to  detect 
pre-cancerous  conditions  in  the 
cervix  is  being  performed  by 
several  gynecologists  in  Ohio. 

The  procedure,  called  a 
cervigram,  uses  a 35  mm  camera 
body  with  an  extension  ring, 
magnifying  glass  and  a light  source 
— called  a cerviscope  — to  take 
color  slides  of  the  cervix. 

Ralph  Kah,  MD,  a Middletown 
gynecologist  who  uses  the  procedure, 
says  that  the  resulting  slide  “is 
magnified  16  times  . . . (and)  can 
pick  up  any  abnormalities  in  the 
cervical  tissues.” 

The  photos,  he  continues,  “have 
been  shown  to  pick  up  five  times 
the  number  of  cancerous  lesions  as 
will  the  Pap  smear,  and  will  pick 
them  up  sooner.” 

However,  he  adds,  the  cervigram 
is  not  intended  as  a replacement 
for  the  Pap  smear.  “Cervical 
cancer  can  also  be  present  in  the 
endocervix,”  says  Dr.  Kah,  “where 
it  may  not  be  visible  on  the 
cervigram,  yet  be  detected  by  a 
Pap  test. 

“So  certainly  you  need  both. 


The  cervigram  simply  takes  the 
Pap  test  a step  further.” 

Dr.  Kah  recommends  that  the 
cervigram  be  used  primarily  on 
women  in  their  childbearing  years. 


adding  that  “It’s  not  necessarily 
for  all  women.  It  is  an 
enhancement  of  the  Pap  test  and 
something  a woman  should  discuss 
with  her  physician.” 


Only  in  the 
Air  Force  is  this 
combination 
possible.  Air  Force 
medicine.  It's  probably 
just  what  you'd  like  your  medical  practice  to  be.  More  time 
to  practice  medicine.  More  time  with  your  family.  Talk  to 
a member  ot  our  medical  placement  team  today.  Find  out 
how  you  can  be  an  Air  Force  Physician.  Call 


USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 
TOLL  FREE 


MEDICINE, 
PHYSICIANS, 
AND 
FLIGHT. 


COLLEAGUES 


ABDUL  NAJI,  MD,  Cleveland,  has 
been  elected  to  a two-year  term  as  presi- 
dent of  the  medical  staff  at  Saint  Alexis 
Hospital  Medical  Center  . . . SHAMIN 
SHAMSI,  MD,  Xenia,  has  been  named 
medical  director  of  the  Greene  Memorial 
Hospital  laboratory  . . . DINESH 
THEKDI,  MD,  Tiffin,  has  been  named 
president  of  the  medical  staff  at  Mercy 
Hospital  . . . BEVERLY  CARPENTER, 
MD,  Cincinnati,  has  been  elected  vice 
president  of  the  Southwest  Ohio  Chapter 
of  the  Arthritis  Foundation’s  board  of 
trustees  . . . CHAD  DUNKLE,  MD, 
Hamilton,  has  been  elected  president  of 
the  medical  staff  at  Hamilton-Hughes 
Memorial  Hospital  . . . LEON  A.  REID 
III,  MD,  and  RICHARD  G.  WENDEL, 
MD,  both  of  Cincinnati,  have  been  ap- 
pointed to  ChoiceCare’s  board  of  trustees 
. . . JAMES  RINTOUL,  MD,  Cleveland, 
has  been  elected  to  his  sixth  term  as  direc- 
tor of  anesthesia  at  Lutheran  Medical 
Center  . . . JOHN  G.  SECRIST,  MD, 
Elyria,  has  been  installed  as  president  of 
the  Lorain  County  Medical  Society  . . . 
GEORGE  T.  HARDING  IV,  MD,  Wor- 
thington, was  appointed  in  January  by 
then-President  Reagan  to  serve  on  the 
Board  of  Regents  of  the  Uniformed  Ser- 
vices University  of  the  Health  Sciences 
. . . THOMAS  R.  WERNER,  MD,  Cin- 
cinnati, has  been  promoted  to  vice  presi- 
dent of  medical  affairs  at  The  Jewish  Hos- 
pital. ROBERT  L.  KUNKEL,  MD,  also 
of  Cincinnati,  has  been  named  medical 
director  of  the  department  of  psychiatry 
at  the  same  institution  . . . EARL 
BRIGHTMAN,  MD,  Cleveland,  has  been 


George  T Harding,  IV,  MD 


Theodore  J.  Castele,  MD 


elected  Lutheran  Medical  Center’s  board 
member-at-large  . . . THEODORE 
CASTELE,  MD,  Cleveland,  OSMA’s 
delegate  chairman  to  the  AMA,  has  been 
appointed  vice  president  of  Medical  and 
Corporate  Development  for  Health  Cleve- 
land, the  governing  body  of  Lutheran 
Medical  Center  and  Fairview  General 
Hospital  . . . DONALD  BLANFORD, 
MD,  Lorain,  has  been  elected  chief  of 
staff  at  Lorain  Community  Hospital  . . . 
PATRICIA  L.  GOETZ,  MD,  Shaker 
Heights,  has  been  appointed  chief  of  ado- 
lescent services  at  Laurelwood  Hospital 
. . . THOMAS  R.  VAJEN,  MD,  Lan 
caster,  has  been  elected  president  of  Lan- 
caster-Fairfield  Community  Hospital’s 
medical  staff  . . . O’DELL  OWENS,  MD, 
Cincinnati,  has  been  appointed  to  the 
University  of  Cincinnati’s  board  of  trus- 
tees by  Governor  Richard  F.  Celeste  . . . 
FEITE  F.  HOFMAN,  MD,  Oberlin,  has 
been  elected  president  of  Allen  Memorial 
Hospital  . . . SALLY  A.  ABBOTT,  MD, 
Springfield,  has  been  elected  president  of 
the  medical  staff  at  Mercy  Medical  Center 
. . . Eight  physicians  have  been  named  to 
two-year  terms  as  division  directors  at  St. 
Joseph  Hospital  and  Health  Center.  They 
are:  JAMES  ANDRASKO,  MD,  Am- 
herst, surgery;  KALAVA  REDDY,  MD, 
Lorain,  anesthesia;  MASAO  YU,  MD, 
Lorain,  family  practice;  PAUL  BARTU- 
LICA,  MD,  Lorain,  obstetrics/gynecol- 
ogy; JOSEPH  DARROW,  MD,  Lorain, 
orthopedics;  JOHN  PECORAK,  MD, 
Lorain,  pediatrics;  PAUL  VARLEY,  MD, 
Lorain,  radiology;  and  M.G.  SALKA, 
MD,  Lorain,  internal  medicine. 


Correction 

The  story  “Art  exhibit  traces  the 
history  of  syphilis”  (Ohio  Medi- 
scene  section,  OHIO  Medicine, 
January,  1989)  carried  a statement 
which  Harry  H.  Fox,  MD,  founder 
of  the  Art  and  Culture  Committee, 
believes  may  be  misleading. 
Regarding  the  spread  of  syphilis 
from  the  New  World  to  the  Old, 
Dr.  Fox  writes:  “(Syphilis) 
contracted  the  disease  shortly  after 
it  was  first  recorded  in  the  Old 
World,  starting  in  1492,  and  it  was 
felt  that  it  was  brought  to  those 
shores  by  the  crew  of  Christopher 
Columbus,  on  return  from  (their) 
historic  trip.’  ’ OHIO  Medicine 
regrets  any  confusion  that  may 
have  been  caused. 


CONTINUING  MEDICAL 
EDUCATION 


Complicated  Surgical  Problems 
When:  April  13,  14,  1989 

Where:  Bunts  Auditorium 

Cleveland  Clinic 
Cleveland,  Ohio 

Credit:  \lVi  hours.  Category  I 

Fee:  $220,  physicians;  $185, 

residents  and  nurses 
Sponsor:  The  Cleveland  Clinic 

Educational  Foundation 
Contact:  Department  of 

Continuing  Education 
The  Cleveland  Clinic 
Educational  Foundation 
9500  Euclid  Avenue 
Cleveland,  Ohio  44106 
1-800-762-8172 

Ischemic  Heart  Disease:  A 
Practical  Approach 
When:  Friday,  April  14,  1989 

Where:  Great  Southern  Hotel 

310  S.  High  Street 
Columbus,  Ohio 
Credit:  not  specified 

Fee:  $100,  physicians 

Sponsor:  Riverside  Methodist 
Hospital 

Contact:  The  Riverside  Heart 
Institute  of  Ohio 
3535  Olentangy  River  Road 
Columbus,  Ohio  43214 
614-261-5948  or  the 
Riverside  Physician 
Access  Line, 
1-800-257-3900 
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Understanding  the  alcoholic  patient  . . . disabled  take  to  the  trails  . . . 
cardiovascular  pioneers  honored  . . . recruiting  retired  physicians  . . . 


Understanding  the  alcoholic  patient 


Working  with  alcoholics 
and  other  chemically 
dependent  people  means 
having  to  face  your  own  character 
defects  and  humanity,  but  the 
rewards  can  be  great,  says  Craig  T. 
Pratt,  MD,  program  director  at 
Shepherd  Hill,  an  alcohol  and 
drug  treatment  facility  in  Newark. 

Dr.  Pratt  recently  spoke  to 
physicians  on  understanding  the 
disease  of  chemical  dependence  at 
the  OSMA’s  annual  scientific 
meeting  in  Cincinnati.  The 
program,  “Chemical  Dependence; 
Help,  Hope,  Healing,”  was 
sponsored  by  the  OSMA’s 
Committee  on  Impaired 
Physicians. 

Although  the  AMA  has  long 
recognized  alcoholism  as  a primary 
disease  that  is  chronic,  progressive 
and  potentially  fatal  if  not  treated, 
many  medical  professionals  remain 
unconvinced  or  confused  as  to 
what  that  really  means.  Is 
alcoholism  a disease  that  results 
from  excessive  drinking  over  a 
number  of  years?  Do  drug  addicts 
simply  use  chemicals  to  avoid 
facing  reality?  Are  alcoholics 
simply  unwilling  or  lacking  in 
sufficient  willpower  to  make  the 
“right”  decision  (to  stop 
drinking)?  And,  depending  on 
what  you  believe,  how  does  that 
affect  the  treatment  of  the 


chemically  dependent  patient? 

According  to  Dr.  Pratt,  there  are 
scores  of  treatment  models 
currently  being  used  with  varying 
degrees  of  success.  Some  are  based 
on  a medical  model  that 
concentrates  on  treating  the 
physical  outcomes  of  excessive 
drinking.  Others  rely  on  trying  to 
uncover  the  psychological  reasons 
why  the  alcoholic  drinks  the  way 
he  or  she  does. 

Dr.  Pratt  and  the  staff  at 
Shepherd  Hill  base  their  treatment 
on  the  belief  that  chemical 
dependence  is  a true  genetic, 
biophysiologic  process  that  at 
some  point  in  a person’s  lifetime  is 
initiated  volitionally  and 
perpetuated  physiologically. 

“As  physicians,  we  need  to  look 
at  the  metabolic  and  physiologic 
effects  of  the  drugs  our  patients 
are  taking,”  stresses 
Dr.  Pratt.  “Too 
often  I’ve  seen 
patients  who 
were  diagnosed 
as  having  a 
personality 
disorder  when 
they  were 
actually 
dependent  and 
their  symptoms 
were  a result  of 
waxing  and 


waning  biodiazepan  levels.” 

Dr.  Pratt  is  not  surprised  that 
physicians  may  miss  a diagnosis  of 
chemical  dependence. 

“Man  has  always  felt  the  need 
to  label  what  he  doesn’t 
understand.  Compulsion  is  an 
internal  demand  that  defies 
intellectual  explanation,”  he 
explains.  And,  many  physicians 
have  received  inadequate  education 
about  addiction. 
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The  alcoholic  patient  . . . continued 


In  the  future,  Dr.  Pratt  believes, 
research  now  being  done  into  such 
areas  as  central  nervous  system 
receptors  will  yield  a clearer 
understanding  of  the  process  of 
addiction.  In  the  meantime,  he 
says,  physicians  can  become  more 
effective  in  caring  for  their 
chemically  dependent  patients, 
even  if  they  may  not  fully  believe 
that  alcoholism  is  a true  disease. 

“A  change  in  attitude  can  go  a 
long  way,”  he  says.  “We  need  to 
let  our  patients  know  they  aren’t 
insane.  That  by  itself  can  make  all 
the  difference.  We  need  to  learn  to 
prescribe  ‘faith’  not 
‘pharmacology’  and  we  need  to 
treat  them  with  the  same  dignity, 
respect  and  care  we  give  to  other 
patients  who  may  have  a more 
clearly  defined  disease  process.” 


Thomas  L.  Haynes,  MD, 
director  of  Medical  Services  at 
Glenbeigh,  an  alcohol  and  drug 
treatment  center  at  Kent 
Community  Hospital  in  Grand 
Rapids,  Michigan,  agrees  with  Dr. 
Pratt  that  the  field  of  chemical 
dependency  is  still  evolving. 

Dr.  Haynes  also  spoke  to  the 
group  in  Cincinnati,  sharing  his 
experiences  and  statistics  on 
treatment  outcomes. 

“Most  studies  show  that 
treatment  programs  with  the 
greatest  chance  of  success  are 
those  that  work  the  best  for  the 
most,”  he  says.  According  to  Dr. 
Haynes,  these  programs  have  three 
basic  components: 

1)  They  are  abstinence-based; 

2)  They  rely  heavily  on  peer  group 
support  (like  Alcoholics 
Anonymous);  and 

3)  They  have  continuous  care 
contracts. 

He  also  cautions  that,  as  with 
other  diseases,  there  are  factors 
that  complicate  an  individual’s 
recovery.  Factors  that  can  lessen 
the  chances  of  a successful 
outcome  are: 

1)  Patients  who  have  a dual 
diagnosis  (chemical 

dependence  and  a 
psychiatric 
diagnosis); 

2)  Patients  who  are 
poly-chemical 
dependent; 

3)  Those  physicians 
who  have  already 
lost  their 
professional 
license  or 
accreditation; 

4)  Those  who  lack 


family  and  financial  support  for 
recovery. 

Of  these,  he  reports  that  family 
support  for  recovery  is  often  the 
most  critical  component.  For  this 
reason,  family  treatment  programs 


need  to  say, 
"Recover,  or  there  will 
be  sanctions,"  ” 


that  go  hand-in-hand  with  patient 
treatment  programs  are  essential. 

Briefly  touching  on  the  topic  of 
treating  the  chemically  dependent 
physician,  he  told  the  group  that 
threatened  loss  of  a medical  license 
is  what  most  often  motivates  an 
impaired  physician  into  seeking 
treatment. 

“We  as  physicians  need  to 
become  more  involved  in 
identifying  and  helping  chemically 
dependent  physicians  into 
recovery,”  he  advises.  “We  need  to 
be  willing  to  say,  ‘Recover,  or  there 
will  be  sanctions.’  ” 

And  what  about  the  rewards  Dr. 
Pratt  mentioned  earlier? 

“Chemically  dependent  persons 
are  much  more  likely  to  comply 
with  treatment  than  are  other 
patients  with  diseases  such  as  high 
blood  pressure,”  says  Dr.  Pratt. 

Dr.  Haynes  concurs,  adding, 
“Not  only  are  recovery  rates  better 
for  chemically  dependent  patients 
than  others  who  have  progressive, 
chronic  and  potentially  fatal 
diseases,  but  they  recover  fully, 
and  it  is  personally  rewarding  to  be 
a part  of  that  recovery  process.” 

— Margaret  High-Thornas 
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Riding  the  dusty  trails  of  Cincinnati 


A rider  and  his  horse  are  guided  by  several  volunteers. 


Ahorse  makes  it  look  easy, 
how  it  races  across  a field 
with  its  hoofs  pommeling 
the  grass.  The  natural  locomotion 
of  a horse  in  flight  appears 
effortless,  and  you  can  almost 
imagine  yourself  in  the  saddle, 
riding  off  into  the  sunset. 

But  if  you’ve  stood  beside  a 
horse  and  found  that  your  head 
hardly  reaches  the  animal’s 
haunches  . . . that  you’d  need  a 
ladder  to  reach  the  saddle  . . . you 
might  decide  that  horsepower  like 
that  is  a little  intimidating. 
Especially  for  the  beginning  rider. 

Yet  over  70  nouveau  riders 
found  themselves  “riding  off  into 
the  sunset”  last  year  in  a class 
offered  by  the  Cincinnati  Ridmg 
for  the  Handicapped,  Inc.  In 
addition  to  handling  the  typical 
fears  of  any  “green”  equestrian, 
these  students  had  physical  or 
mental  disabilities  to  surmount  as 
well. 

Almost  all  types  of  disabled 
individuals  are  able  to  learn  to 
ride,  says  Sue  Radabaugh,  co- 
founder of  the  volunteer  program. 
A few  exceptions  include  those 
with  rheumatoid  arthritis  (who 
find  riding  too  painful)  and 
individuals  who  are  too 
overweight. 

Radabaugh,  who  previously 
worked  in  special  education  and 
therapeutic  recreation,  developed 
the  idea  for  the  program  after 
witnessing  her  handicapped 
students’  positive  reactions  to 
ponies  brought  in  for  a visit.  “It 
made  me  realize  that  we  could  be 
doing  a lot  more,”  she  says. 

She  spent  several  years 
conducting  research  and  taking 
notes  from  the  North  American 
Riding  for  the  Handicapped 
Association  (NARHA).  Finally,  in 
April  1985,  her  program  began 
with  five  or  six  students.  The 
lessons  were  held  — and  still  are 
— at  Childress  Rodgers  Stables  in 
Milford.  “The  owner  there  is  also 
interested  in  providing  riding 
lessons  to  persons  with 
disabilities,”  says  Radabaugh. 

The  program  offers  class  three 


times  a year  — spring,  summer 
and  a combined  fall-winter  session 
— in  six-week  sessions.  They  are 
held  in  the  evenings  and  on 
Sunday  mornings. 

A typical  class  begins  with  the 
students  rounding  up  their  steeds 
and  bringing  them  to  the  riding 
area.  Some  of  the  students  help  to 
“tack  up”  the  ponies  — horse 
lingo  for  harnessing.  “Whatever 
part  the  riders  can  do,  we 
encourage  that,”  Radabaugh  says. 

After  the  students  are  on 
horseback,  they  do  some  warm-up 
exercises  to  limber  up.  They  then 
take  part  in  games  that  focus  on 
particular  riding  skills,  such  as 
reining  a horse  through  some 
obstacles  or  coming  to  a halt  at  a 
designated  spot. 

The  program  employs  four 
ponies  and  one  horse  — two  of 
the  animals  were  donated  to  the 
program,  and  the  others  belong  to 
the  stables.  “We  try  to  match  each 
rider  with  a horse  of  appropriate 
size  and  temperament,” 

Radabaugh  says.  The  riders 
themselves  come  in  all  sizes  — the 


youngest  thus  far  has  been  4 years 
old,  the  most  mature  has  been 
about  age  40. 

For  every  beginner  there  are 
three  volunteers  who  assist  in  the 
ride.  Two  volunteers  are  side 
walkers;  they  walk  on  either  side 
of  the  horse,  holding  on  to  leather 
straps  attached  to  a safety  belt  or 
vest  that  the  rider  wears. 

The  third  volunteer,  wearing  a 
red  vest  for  visibility,  walks  in 
front  of  the  pony  as  a guide.  After 
the  ride,  students  help  to  groom, 
brush  and  untack  the  horses  and 
lead  them  back  to  the  stables.  The 
volunteers  track  the  progress  of 
each  rider,  and  as  the  rider’s  skills 
improve,  the  number  of  volunteers 
assisting  throughout  the  ride  may 
decrease. 

Some  of  the  volunteers  are 
therapists,  some  are  horse  lovers, 
and  others  are  interested  in 
working  with  people  who  have 
disabilities.  All  volunteers  must 
take  a training  program  to 
participate.  The  youngest  volunteer 
is  14  — the  minimum  age 
required. 
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The  dusty  trails  . . . continued 


Some  of  the  riders  mount  their 
horses  by  using  a wheelchair  ramp 
and  standing  block,  which  elevates 
them  nearer  to  the  saddle.  The 
horses  have  to  be  desensitized  to 
such  things  as  crutches, 
wheelchairs  and  overly  active 
behavior,  Radabaugh  says. 

Despite  the  precautions  that  are 
taken,  it’s  not  unusual  for  some  of 
the  students  to  have  pre-ride  jitters 
before  saddling  up.  “We  work 
with  those  individuals  who  have 
some  fears,”  she  says.  One 
student,  for  example,  couldn’t 
work  up  her  nerve  to  ride  until  the 
last  day  of  class.  “On  the  last  day 
she  finally  made  it,”  Radabaugh 
says.  “We  all  just  got  chills.  The 
wonderful  aspect  is  seeing 
something  happen  that  you  really 
believe  in.” 

The  response  to  the  program  has 
been  incredible  from  both  riders 
and  the  community  at  large,  she 
continues.  Initially,  news  of  the 
program  spread  by  word  of  mouth. 
But  publicity  grew  after  stories 
appeared  in  print  and  a drive 


began  to  recruit  volunteers.  The 
program  now  receives  referrals 
from  diverse  sources  including 
organizations,  physicians  and 
therapists. 

As  for  the  riders?  They  love  it, 
Radabaugh  says.  “The  relationship 
between  the  horses  and  riders  is 
just  incredible.  The  students  look 
forward  to  riding  the  whole  week. 
It’s  the  highlight  of  our  week, 
too,”  she  says. 

“One  of  the  students  told  me,  T 
just  live  for  Sunday,’  ” — the  day 
of  his  riding  class,  she  continues. 
He  is  blind  and  physically  limited, 
but  he  reins  the  horse  himself.  A 
volunteer  walks  in  front  of  him 
holding  a beeper,  which  serves  as 
an  auditory  guide.  “He  does 
beautifully,”  Radabaugh  says. 

The  lessons  give  the  students  a 
sense  of  confidence  and  often 
improve  their  motor  skills  — at 
times  to  a remarkable  degree.  One 
rider,  a young  boy  in  a wheelchair, 
had  been  unmotivated  in  his 
physical  therapy  session.  But  on 
the  first  day  at  the  stables,  he 


In  the  world  of  cardiovascular 
research,  the  city  of  Cleveland 
has  become  something  of  a 
mecca.  It  was  here  that  Carl 
Wiggers,  MD,  first  used  electric 
shock  to  stabilize  the  beating  of 
the  heart,  and  where  Rene  G. 
Favaloro,  MD,  developed  the 
technique  now  known  as  bypass 
surgery. 

However  it  took  a businessman 
— and  no  less  a businessman  than 
Herbert  E.  Strawbridge,  the  next 
chairman  of  the  Higbee  Company 


pushed  down  on  the  arms  of  his 
wheelchair  and  hoisted  himself  up 
in  order  to  brush  a horse. 

At  his  next  therapy  session,  the 
boy  showed  the  therapist  what  he 
could  do.  He  pushed  himself  up. 


'^One  of  the  students 
told  me,  7 just  live 
for  Sunday,"  ” — the 
day  of  his  riding  class. 


and  this  time  even  managed  to 
take  a few  steps.  He  said  that  he 
figured  if  he  could  get  out  of  his 
chair  at  the  stables,  he  could  do 
the  same  in  therapy. 

Since  that  time,  the  boy  has 
walked  away  from  his  wheelchair 
— first,  a few  steps  at  a time,  then 
with  crutches,  and  finally  with  no 
aid  at  all.  It’s  been  a remarkable 
transformation,  but  as  Radabaugh 
says,  “We  see  miracles  every 
week.”  — Deborah  Athy 


— to  recognize  that  some  honor 
should  be  visibly  bestowed  on 
these  medical  giants. 

“I  served  as  Chairman  of  the 
Northeast  Ohio  Affiliate  of  the 
American  Heart  Association  for 
four  years  (he  is  now  a lifetime 
trustee),  and  during  that  time,  I 
met  several  of  the  men  who  were 
involved  in  heart  research  here  in 
Cleveland.  Through  them,  I 
learned  about  others,”  he  recalls 
now. 

He  admits  he  was  struck  by  all 


Cleveland  salutes  its  cardiovascular  pioneers 
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Cardiovascular  pioneers  . 

that  the  Cleveland  researchers  had 
been  able  to  accomplish  in  the 
cardiovascular  field,  and  he 
became  convinced  that  something 
should  be  done  to  commemorate 
them. 

So,  he  walked  into  the  offices  of 
the  American  Heart  Association 
and  said,  “Let’s  do  something 
about  this  — let’s  tell  their  story,’’ 
and  he  immediately  pledged 
$20,000  from  the  John  P.  Murphy 
Foundation  to  get  the  project  off 
the  ground. 

That  was  three  years  ago  — and 
this  past  January,  the  doors  of  the 
Cleveland  Health  Education 
Museum  opened  to  a brand-new 
exhibit  — one  that  does  tell  the 
story  of  14  Cleveland  physicians 
whose  dedicated  research  has  done 
much  to  advance  medicine’s 
knowledge  of  the  heart  and  lungs. 

The  exhibit,  loftily  titled  “On 
the  Shoulders  of  Giants,’’  is  in 
essence  a cardiovascular  hall  of 
fame  — a “who’s  who’’  in  the 
field  of  heart  and  lung  research. 

Selecting  the  14  inductees,  as 
Strawbridge  attests,  was  not  easy. 

“A  panel  of  research  physicians, 
all  supporters  of  the  heart 
association,  was  called  in  to  help 
in  the  selection  process.’’ 

Still,  memories  of 
accomplishments  long  since  past 
have  a tendency  to  dim  or  fade. 
Confusion  over  dates,  procedures 
and  who  did  what  when  threatened 
to  stall  the  project.  As  a result,  the 
heart  association  hired  two 
researchers  to  come  in  and 
investigate  — to  put  the  names, 
dates  and  procedures  in  proper 
order. 

“Although  the  panel  narrowed 
the  selection  down  to  14 
physicians,  they  recognized  that 
there  were  others  out  there  who 
may  merit  a place  in  the  hall  of 
fame.  At  least  three  others,  so  far, 
have  been  brought  to  their 
attention  by  eminent  physicians 
and  scientists  in  the  field,  so  it  is 
possible  that  more  inductees  will 
be  added  later,’’  Strawbridge  notes. 

Once  the  physicians  had  been 
chosen,  Robert  Buganaksi,  the 
director  of  sculpture  at  the 
Cleveland  Institute  of  Art,  was 
commissioned  to  sculpt  lifesize 


. . continued 

busts  of  the  pioneers. 

These  likenesses,  sculpted  from 
photographs,  along  with  a seven- 
minute,  two  projector  slide-tape 
presentation  highlighting  the 
achievements  of  the  14  inductees, 
make  up  the  exhibit.  It  can  be 
found  adjacent  to  the  American 
Heart  Association  display,  which  is 
due  to  be  updated  in  the  near 
future. 

At  least  four  of  the  inductees 
were  able  to  attend  the  formal 
induction  ceremony,  held  in 
Cleveland  in  late  January,  and 
Strawbridge  says  that  all  of  those 
who  attended  (as  well  as  those 
who  sent  their  regrets)  were  thrilled 
to  be  honored. 

“They  are  delighted,  as  well, 
that  the  story  is  evolving,’’  he 
adds. 

After  all,  say  those  at  the  heart 
association,  recognizing  and 
honoring  those  who  are 
responsible  for  cardiovascular 
advancement  is  only  one  reason 
for  the  hall  of  fame  exhibit. 


“On  the  Shoulders  of  Giants’’ 
really  has  three  objectives: 

1.  To  promote  pride  in  Cleveland 
through  the  accomplishments  of 
local  cardiovascular  research; 

2.  To  educate  young  people  and 
their  families  in  the  role, 
relationship  and  importance  of 
research  in  the  progress  toward 
reducing  early  death  and 
disability  from  heart  disease  and 
stroke;  and 

3.  To  stimulate  young  people  to 
consider  a career  in 
cardiovascular  research. 

“When  Carl  Wiggers  was 

teaching  at  the  university  (Case 
Western  Reserve  University),  he 
inspired,  or  actually  intrigued  the 
young  physicians  there  into  going 
into  the  field  of  cardiovascular 
research,’’  says  Strawbridge. 

Maybe  now,  as  an  inductee,  he 
and  his  13  colleagues  will  be  able 
to  inspire  that  same  sense  of 
intrigue  all  over  again  — for  a 
new  generation  of  would-be 
physicians.  — Karen  S.  Edwards 


The  Hall  of  Fame  Inductees 


1.  George  W.  Crile,  Sr.,  MD  — 
(Cleveland  Clinic)  for  discovering 
that  the  maintenance  of  blood 
pressure  was  necessary  to 
prevent  shock. 

2.  Carl  J.  Wiggers,  MD  — (Case 
Western  Reserve  University)  for 
early  circulatory  research  and 
electric  shock  to  stabilize  the 
heartbeat. 

3.  Claude  S.  Beck,  MD  — (Case 
Western  Reserve  University)  for 
early  cardiac  surgery. 

4.  Harry  Goldblatt,  MD  — (Case 
Western  Reserve  University)  for 
major  discoveries  in  the  area 
of  hypertension. 

5.  Irvine  H.  Page,  MD  — 
(Cleveland  Clinic)  worked 
closely  with  clinical  researchers 
to  study  the  causes  of  high 
blood  pressure. 

6.  Herman  K.  Hellers tein,  MD  — 
(University  Hospitals)  for 
returning  heart  disease  victims 
to  productive  lives. 

7.  Earle  B.  Kay,  MD  — (St. 
Vincent  Charity  Hospital)  for 
development  of  the  heart-lung 


machine. 

8.  Frederick  S.  Cross,  MD  — (St. 
Luke’s  Hospital)  for  development 
of  the  heart-lung  machine. 

9.  Charles  H.  Rammelkamp,  MD 
— (Metro  General  Hospital) 
for  prevention  of  rheumatic 
fever. 

10.  Oscar  D.  Ratnoff,  MD  — 

(Case  Western  Reserve 
University)  for  research  into 
blood  clotting. 

11.  Willem  J.  Kolff,  MD  — 
(Cleveland  Clinic)  for 
development  of  implantable 
artificial  kidneys  and  heart. 

12.  F.  Mason  Sones,  Jr.,  MD  — 
(Cleveland  Clinic)  for 
development  of  selective 
coronary  arteriography. 

13.  Rene  G.  Favaloro,  MD  — 
(Cleveland  Clinic)  for 
successfully  developing  bypass 
surgery. 

14.  Earl  W.  Sutherland,  MD  — 
(Case  Western  Reserve 
University)  for  discovery  of 
chemicals  that  regulate  the 
heartbeat. 
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Today,  one  doctor  in  four 
will  face  a malpractice 
claim  or  suit. 


Odds  are  increasing  that  you 
could  wind  up  in  court. 

Or  you  might  spend  your 
valuable  time  trying  to 
negotiate  a settlement  through 
a claims  adjuster. 

PIE  Mutual  takes  medical  liability  insurance 
seriously,  because  we  have  to.  We’re  a physician- 
owned  underwriter  serving  the  exclusive  needs  of 
our  member  physicians  and  dentists. 

Our  claims-handling  policy  demands  that  each 
claim  or  suit  be  examined  by  five  physician 
specialists  in  the  area  of  the  claim.  And,  no  claim 
is  settled  until  a physician  review  committee 
authorizes  payment. 


If  this  was 
a disease,  it  would 
be  considered 
an  epidemic. 


Our  aggressive  defense 
team  is  comprised  of  seasoned 
veteran  attorneys  with 
experience  in  all  areas  of 
medical  liability  claims.  Over 
the  past  13  years  they  have 
chalked  up  an  outstanding  record  for  our  member 
insureds. 

Before  your  odds  are  up,  call  on  our  experts  and 
get  the  benefit  of  the  PIE  Mutual  defense  program. 

The  PIE  Mutual 
Insurance  Company 

The  Galleria  & Towers  at  Erieview 
1301  East  Ninth  Street 
Cleveland,  Oh  44114 
(216)781-1087 
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Retirees:  The  new  recruits? 


The  shortage  of  physicians  in 
Ohio’s  rural  and  urban  areas 
is  beginning  to  become  a 
real  problem  — one  that  is 
threatening  to  reach  nightmare 
status  soon  if  a remedy  isn’t  found 
quickly. 

But  solutions  are  in  the  works. 
Fred  Johnson,  Executive 
Director  of  the  Ohio  Primary  Care 
Association,  says  his  group  is 
actively  seeking  and  recruiting 
retired  physicians  to  practice  in 
these  underserved  areas. 

“Ideally,  we  would  like  to  set  up 
a network  that  links  physicians 
who  might  like  to  return  to 
practice  to  those  communities  that 
need  them,”  says  Johnson. 

Here  in  Ohio,  that  “needs”  list 
is  already  extensive.  Johnson  is 
hoping  to  find  physicians  to  work 
in  rural  Ross,  Pike,  Ashtabula, 
Lawrence,  Athens,  Brown,  Adams 
and  Clermont  counties.  On  the 
urban  front,  he’s  hoping  to  find 
doctors  for  inner-city  Cleveland, 
Toledo,  Cincinnati  and  Dayton. 

The  year  1992  could  make  this 
year’s  “needs”  list  look  like  an 
abridged  version,  however. 

“All  12  of  our  federally-funded 
health  centers  will  be  at  a breaking 
point  that  year,”  says  Johnson. 

That’s  when  the  contracts  of 
physicians,  who  are  now  in  place 
in  Ohio’s  rural  and  urban  areas  as 
part  of  their  National  Health 
Service  Corps  obligation,  are  due 
to  expire. 

“Ohio  will  most  definitely  be 
affected  by  the  decisions  these 
doctors  will  make,”  continues 
Johnson. 

More  than  likely,  these  young 
men  and  women  will  give  up  their 
practices  to  pursue  their  careers  in 
more  lucrative  areas. 

“It’s  hard  to  look  at  a 
predominantly  poor  population 
and  say,  ‘This  is  where  I want  to 
spend  my  professional  career,’  ” 
Johnson  points  out. 

And  trying  to  lure  medical 
students  into  these  areas  is  equally 
impossible,  he  continues. 

“They  come  out  of  school  with 
such  large  debt-loads  that  they 


can’t  really  afford  to  practice  in 
these  areas.” 

Which  is  why  the  retired 
physician  is  so  desirable. 

Fred  Johnson  has  taken  his  pitch 
for  retired  physicians  to  every 
medical  college  in  Ohio;  he  has 
worked  with  the  Board  of  Regents. 
The  academic  circles  are  more 
receptive,  he  explains,  than  others. 

When  he  does  find  physicians  to 
talk  to,  he  first  tells  them  about 
the  need.  Children  are  one  of  two 
major  groups  in  these  underserved 
areas  currently  going  without 
health  care,  he  says.  The  other  is 
the  elderly. 

“Each  of  these  groups  has  its 
own  unique  characteristics,  just  as 
this  population,  as  a whole,  offers 
a unique  theater  of  care,”  he  says. 

These  unique  traits  will 
challenge  and  re-challenge  the 
physician,  testing  his  or  her  skills, 
says  Johnson,  who  adds,  once 
again,  that’s  why  the  retired 
physician  is  such  a good  candidate 
for  these  areas. 

“They  know  what  they’re 
doing,”  Johnson  says  of  the  older 
physicians. 


If  asked,  he  will  tell  retirees 
about  the  pay,  the  benefits  — 
comparable  to  those  found 
anywhere. 

“I  tell  them  that,  if  they’ve  been 
a workaholic  all  their  lives,  they’ll 
enjoy  a part-time  practice.  They 
can  operate  with  a planned 
agenda,  a set  population  ...” 

His  arguments  trail  off. 

Despite  his  best  efforts,  and 
those  of  his  staff  recruiters,  the 
Ohio  Family  Practice  Association 
has  only  been  able  to  lure  one 
practitioner  back  into  practice. 

“It’s  hard,”  Johnson  admits. 
“It’s  not  like  it  used  to  be.” 

During  the  1970s,  doctors  were 
eager  to  donate  their  skills  and 
time  to  the  various  community 
health  centers  around  the  state,  he 
says. 

“There  was  a waiting  list  of 
physicians  who  were  ready  to  come 
to  these  centers  and  go  to  work.” 
Toward  the  middle  of  the 
decade,  however,  physician 
volunteers  were  getting  harder  to 
find.  There  was  an  argument  — a 
valid  one,  states  Johnson  — that 
the  National  Health  Service  Corps 
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physicians  were  plentiful  at  the 
time,  and  help  wasn’t  needed. 

Then,  when  the  malpractice 
crisis  began  to  surface  in  the  ’80s, 
it  was  hard  to  ask  any  physician  to 
donate  time. 

“Malpractice  is  hurting  us 
badly.  The  whole  mind-set  is 
becoming  a nightmare,’’  says 
Johnson. 

Liability  insurance  is  offered  to 
those  who  go  back  into  practice  — 
but  that’s  not  always  enough. 

The  risk  of  liability  is  still  there 

— and  so  is  the  regulation  and 
interference  by  business, 
government  and  third-party  payers 
that  have  driven  so  many 
physicians  out  of  practice  — and 
into  retirement  — in  the  first 
place. 

Still,  Johnson  and  his  colleagues 
won’t  give  up. 

“1  talk  to  them  about  medicine 
itself  — the  history  of  a profession 
that  has  bonded  across  community 
levels  and  enabled  individuals 
everywhere  to  enjoy  a better  state 
of  health,’’  he  says. 

It’s  an  altruistic  argument,  to  be 
sure,  but  one  that  might  just  work 

— if  there  are  physicians  out  there 
who  are  listening. 

“I  hear  about  money  being 
raised  to  buy  a medical  van  for  the 
people  of  Russia,  and  it  upsets  me, 
because  there  are  so  many  people 
here  who  need  our  help,’’  says 
Johnson. 

A medical  van  which  takes 
doctors  to  underserved  areas  in 
Ohio  is  just  one  other  idea  that 
the  association  is  exploring. 

And,  of  course,  Johnson  would 
be  happy  to  see  a van  full  of 
retired  physicians.  — Karen  S. 
Edwards 


If  anyone  is  interested  in  leaving 
retirement  for  a rural  or  urban 
part-time  practice,  call  Morton 
Braunstein  or  Vicky  Marie,  Ohio 
Primary  Care  Association, 
1-800-234-8525  or  216-231-8525. 

The  following  story  profiles  an 
Ohio  physician  who  was  lured  (not 
by  the  OPCA,  however)  out  of 
retirement  and  back  into  practice. 
Here  is  her  story: 


Ask  Adelaide  Sauers,  MD, 
why  she  decided  to  return 
to  practice  after  a year  and 
a half  of  retirement,  and  she’ll 
likely  laugh  and  reply,  “Utter 
insanity!’’ 

She’s  only  half  joking. 

After  spending  30  years  as  a 
pediatrician  in  Columbus,  Dr. 
Sauers  retired  in  July,  1987  to  her 
family’s  farm  in  Greenwich.  There, 
she  fully  expected  to  spend  her 
days  caring  for  her  eight  dogs  and 
her  elderly  mother. 

“I  enjoyed  it,’’  says  Dr.  Sauers, 
62,  of  her  brief  respite.  “I  really 
enjoyed  it.  I worked  two  days  a 
week  at  the  Doggie  Lodge  (a 
nearby  kennel).  It  was  great.’’ 

So  what  made  her  give  it  up?  “1 
got  too  friendly  with  the  mayor,’’ 
she  laughs. 

Actually,  that’s  not  very  far 
from  the  truth.  As  she  tells  it, 
shortly  after  she  retired,  the  mayor 
of  Greenwich,  Maurice  Fishbaugh, 
asked  her  to  examine  his  wife  and 
his  wife’s  friend  — both  of  whom 
had  fallen  ill.  She  did.  “They 
probably  would’ve  gotten  better 
anyway,  but  I got  the  credit  for 
their  recovery,’’  she  says. 

She  also  got  a job  offer.  “He’s 
done  a lot  for  Greenwich.  He’s  a 


real  go-getter,’’  Dr.  Sauers  says  of 
Mayor  Fishbaugh.  “He’s  been 
trying  to  get  a doctor  for 
Greenwich  for  years.’’ 

But  Dr.  Sauers  wasn’t  interested 
in  setting  up  a practice,  nor  did 
she  feel  confident  about  treating 
adults.  Hounded  by  Mayor 
Fishbaugh,  Dr.  Sauers  finally 


‘Wo  (physician)  has 
given  Greenwich  a fair 
shot  in  15  years,' ^ 


relented.  “He  kept  telling  me  that 
treating  adults  wasn’t  any  different 
than  children,’’  she  says.  “(But)  I 
have  terrible  qualms  about  treating 
adults.  If  I think  about  everything 
I don’t  know  about  adults,  I don’t 
sleep  at  night.’’ 

But  while  she’ll  admit  that 
Mayor  Fishbaugh  was  instrumental 
in  convincing  her  to  practice 
medicine  again,  there  were  other 
reasons  for  her  decision. 

“No  one  has  given  Greenwich  a 
fair  shot  in  15  years,”  she  says. 
“The  reason  I did  this  was  because 
I knew  someone  had  to  start  it.” 
There  are  other  physicians  in 
Sandusky  and  Norwalk,  Dr.  Sauers 
admits,  but  many  of  Greenwich’s 
residents  are  elderly  and  can’t  get 
around  easily. 

“The  drive  to  Sandusky  is  time- 
consuming,”  she  says.  “There  are 
a lot  of  elderly  people  in 
Greenwich  who  are  too  sick  to  go 
too  far  (for  medical  attention). 
They  really  are  too  sick  to  get 
ready  and  go  out.” 

Having  a physician  in  town,  she 
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contends,  is  not  only  convenient,  it 
allows  them  to  get  medical 
attention  before  their  illnesses 
become  life-threatening. 

To  ease  the  financial  burden  of 
starting  a new  medical  practice,  a 
deal  was  made  with  the  Fisher- 
Titus  Medical  Center,  whereby  it 
owns  the  medical  office  she  works 
out  of,  stocks  the  office  with 
medical  supplies  and  pays  her 
malpractice  insurance. 

“I  told  (Fisher  Titus)  I didn’t 
have  to  make  big  bucks,  but  I did 
have  to  break  even,”  says  Dr. 
Sauers.  But  when  asked  how  she’ll 
be  compensated.  Dr.  Sauers  is  at  a 
loss.  “You  know,  I don’t  know.  I 
haven’t  even  talked  about  money 
with  them.” 

Dr.  Sauers  is  also  unsure  as  to 
how  her  retirement  benefits  may  be 
affected  by  joining  the  work  force 
again,  but,  she  says,  “I  don’t 
think  my  benefits  from  my 
retirement  savings  will  be 
affected.”  At  least,  it  was  of  little 
concern  when  she  decided  to 
accept  the  proposition. 

When  Dr.  Sauers  was  contacted 
for  this  article  in  early  February,  it 
was  a little  difficult  to  gauge 
community  response  because  the 
office  had  only  been  open  for  a 
few  days.  “We  just  opened  this 
Monday  and  I had  three  patients,” 
Dr.  Sauers  says  of  her  first  day 
back  on  the  job,  “but  it 
represents  a 300%  increase 
over  when  I first  opened 


my  practice  in  Columbus. 

“I’m  not  swamped  yet,”  she 
says,  “because  most  people  don’t 
realize  we’re  open.  But  that’s  OK 
because  we  don’t  even  have  all  our 
supplies  yet.  You  forget  what  you 
need.  For  instance,  we’re  well 
supplied  with  denture  cups,  but  we 
don’t  have  anything  to  catch  urine 
in.” 

The  lack  of  staff,  she  says, 
makes  her  appreciate  her  old 
practice  in  Columbus,  where 
nurses  and  assistants  took  care  of 
the  daily  office  details.  In 
Greenwich,  she  has  only  one 
assistant  who  she  fondly  refers  to 
as  her  “girl  Friday.”  “It’s  just  the 
two  of  us,”  she  says. 

So  far.  Dr.  Sauers  has  treated  a 
couple  of  patients  with  colds,  a 
few  with  coughs  and  one  with  a 
laceration.  Nothing  major,  she 
says,  sounding  a bit  relieved.  If 
something  too  complicated  does 
come  up,  she  adds,  there  are  two 
internists  in  the  area  who  have 
agreed  to  help  out. 

Although  Dr.  Sauers  is  dedicated 
to  providing  Greenwich  with  her 
expertise,  ideally  she  would  like  to 
attract  one  or  two  full-time 


physicians  to  the  area  so  that  she 
can  cut  back  on  her  schedule.  “I 
really  would  like  to  work  just  two 
days  a week.”  That,  she  says, 
would  not  only  satisfy  her  urge  to 
practice  medicine,  it  would  give 
her  more  time  to  spend  with  her 
mother  on  the  farm. 


i ( 


I keep  telling  everyone 
that  Greenwich  is  the 
garden  spot  of  the 
world,"' 


So  far,  she  says,  only  one  family 
practitioner  has  shown  interest  in 
practicing  medicine  in  the  area.  If 
all  goes  well,  he  will  join  her  in 
August. 

But  as  residents  of  most  small 
towns  are  learning,  finding  arid 
keeping  a physician  is  a difficult 
prospect.  “I  keep  telling  everyone 
that  Greenwich  is  the  garden  spot 
of  the  world.  It’s  the  nicest  town,” 
says  Dr.  Sauers. 

Now  if  only  another  physician 
would  listen.  — Michelle  J. 

Carlson 
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The  Physician 
and  the  Computer: 

A Tale  of  the  Future 


This  article,  set  in  the  near 
future,  is  about  fictitious 
persons  but  is  not  fiction. 
The  technology  described  in  this 
article  is  real.  Much  of  it  is 
available  today,  and  can  be  used  in 
a doctor’s  office  and  home  exactly 
as  Doctors  Smith  and  Doe  use  it 
in  the  situations  described  below. 

John  Smith  and  Jane  Doe  are 
partners  in  a general  practice  in  a 
Midwestern  town  of  approximately 
300,000  people.  Each  is  Board- 
certified,  Dr.  Smith  in  internal 
medicine  and  Dr.  Doe  in  family 
practice.  After  two  years  in  solo 
practice,  faced  with  ever  increasing 
demands  on  her  time.  Dr.  Doe 
joined  Dr.  Smith  in  practice.  As 
much  as  possible,  the  physicians 


manage  their  own  patients.  The 
patients  and  their  problems  are 
typical  of  a medium-sized  practice. 
Each  physician  takes  call  a week  at 
a time.  They  tend  to  admit  their 
adult  patients  to  two  of  the  four 
hospitals  available  in  the  area. 

6:00  p.m.  — Dr.  Doe  is  on  call 
this  week.  When  she  leaves  for 
home  at  the  end  of  the  day  she 
takes  with  her  two  portable  optical 
disc  devices  (the  size  of  an  old  45 
rpm  record)  with  256  MB  of 
memory  which  can  store  audio, 
visual  and  digital  information. 
These  discs  hold  complete  charts 
for  all  of  the  5,000  patients  in  the 
practice.  When  she  arrives  home, 
she  enters  new  patients  into  the 
data  base  by  speaking  into  the 


voice  recognition  system  of  her 
home  computer. 

4:10  a.m.  — Dr.  Doe  is 
awakened  by  a phone  call  from  the 
answering  service  asking  her  to  call 
Mercy  Hospital’s  Emergency 
Room.  Allen  Eakins,  a 45-year-old 
male  patient  of  Dr.  Smith,  had 
arrived  at  the  ER  about  an  hour 
earlier  after  awakening  with 
significant  shortness  of  breath.  Mr. 
Eakins  has  end-stage  squamous 
cell  carcinoma.  Having  not 
responded  well  to  radiation 
therapy,  Mr.  Eakins  had  recently 
agreed  to  go  on  an  experimental 
chemotherapy  protocol  Dr.  Smith 
and  the  oncologist  had  found  via  a 
search  of  the  Cancer  Treatment 
Protocol  data  base  currently 
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available  through  the  local  Health 
Care  Computer  Network.  Though 
one  of  the  drugs  regularly  causes 
decreased  cardiac  function,  Mr. 
Eakins  hasn’t  had  much  trouble 
with  this  since  Dr.  Smith  added 
furosemide  to  the  medication 
regimen. 

The  results  of  the  initial  lab 
tests  ordered  by  the  emergency 
physicians  were  unchanged  from 
those  performed  routinely  on  Mr. 
Eakins  the  week  before.  The  labs 
were  verified  by  review  of  the 
Hospital  Laboratory  Information 
System  which  serves  as  a central 
data  base  for  several  satellite  labs. 
Drs.  Smith  and  Doe’s  office  is 
down  the  hall  from  one  of  these 
labs.  A chest  roentgenogram  was 
taken,  but  the  patient’s  underlying 
malignancy  and  subsequent 
radiation-induced  pulmonary 
changes  make  it  difficult  to 
interpret  the  current  radiograph. 
Neither  the  patient  nor  his  wife 
know  all  the  medications  the 
patient  was  taking,  and  are  not 
sure  whether  Dr.  Smith  had  been 
treating  Mr.  Eakins  for  other 
problems. 

At  this  point,  the  ER  physician 
is  not  sure  whether  the  patient  has 
an  early  pneumonic  process  or  is 
in  heart  failure.  While  listening  to 
the  physician  at  the  hospital 
describe  the  patient’s  situation.  Dr. 
Doe  has  already  logged  on  to  her 
home  computer,  loaded  one  of  the 
optical  disc  platters,  and  spoken 
the  following  words  carefully  and 
distinctly:  “E-a-k-i-n-s,  Allen, 
squamous  cell  carcinoma,  other 


problems,  most  recent  PA  chest  X- 
rays,  medication  list,  progress 
notes,  labs.”  Within  seconds  the 
2-feet-square  (1,500  pixel  by  1,500 
pixel)  blue  monitor  of  the 
computer  is  filled  with  five 
separate  “windows,”  each 
containing  the  categories  of 
information  about  Mr.  Eakins  that 
Dr.  Doe  requested. 

While  glancing  through  the 
other  windows  of  information,  she 
activates  the  Progress  Notes 
window  by  touching  it  and  listens 
to  the  recorded  dictation  of  her 
partner’s  notes  on  Mr.  Eakins’ 
most  recent  visit  . . . “Progress 
notes,  August  18,  1997.  Mr.  Eakins 
has  been  doing  very  well. 

Breathing  is  much  easier.  Lungs 
are  clear.  S3  is  gone.  No  edema. 
Will  decrease  dose  of  furosemide. 
Patient  has  had  trouble  with 
potassium  replacement.  ...”  She 
reviews  his  two  most  recent  CXRs, 
one  of  which  was  performed  on 
the  day  her  partner  changed  the 
dose  of  the  diuretic,  and  permits  a 
transfer  of  these  images  to  the 
physicians  at  the  hospital  via  the 
fiber  optic  phone  line  connection 
between  their  office  and  the 
Emergency  Room.  With  this 
information  now  available,  the  ER 
physicians  discharge  the  patient  to 
home,  45  minutes  after  an  IV  dose 
of  furosemide  promptly  relieves  the 
patient’s  dyspnea.  The  patient  is 
automatically  scheduled  for  a 
follow-up  appointment  the  next 
day  with  Dr.  Smith  in  the  office. 
Copies  of  the  ER  physician’s 
notes,  laboratory  results  and 
radiograph  are  electronically  sent 
to  Dr.  Smith’s  office  and 
integrated  into  Mr.  Eakins’ 
computerized  clinical  record. 

Throughout  the  night.  Dr.  Doe 
at  home  is  able  to  review 
computerized  clinical  information 
on  her  hospitalized  patients  via 
modem  link  to  the  hospital’s 
Patient  Information  Systems,  or 
she  can  review  office-based  patient 


records.  From  her  home  computer 
she  regularly  accesses  literature 
data  bases,  electronic  textbooks  of 
medicine  on  CD-ROM  discs,  and 
she  frequently  uses  the  computer- 
assisted  Medical  Decision  Making 
Systems  incorporated  into  the 
hospital’s  Patient  Information 
System  for  assistance  in  making 
decisions  about  the  patients  she  is 
called  about  in  the  middle  of  the 
night. 

Later  that  morning,  before 
heading  on  to  hospital  rounds  to 
see  her  own  patients.  Dr.  Doe 
forwards  a summary  of  the  night’s 
events  to  Dr.  Smith  at  his  home 
via  electronic  mail  on  the  local 
Health  Care  Computer  Network, 
to  which  she  and  Dr.  Smith 
subscribe. 

6:20  a.m.  — Dr.  Smith  awakens 
at  home.  After  dressing  he  goes 
down  to  the  kitchen  for  breakfast 
and  while  the  coffee  is  brewing, 
turns  on  his  computer  and  checks 
his  electronic  mailbox  containing 
messages  from  Dr.  Doe.  He  is 
pleased  to  learn  that  his  citywide 
request  for  information  about  an 
unusual  clinical  spectrum  he  has 
seen  recently  in  his  office  elicited 
responses  from  10  other  doctors, 
confirming  his  suspicion  that  this 
may  need  further  epidemiologic 
study.  He  makes  a note  to  himself 
to  forward  the  pertinent 
information  he  has  uncovered  to 
the  county  health  district,  which 
also  is  part  of  the  Health  Care 
Computer  Network. 

After  a three-year  internal 
medicine  residency.  Dr.  Smith  also 
did  a year-long  fellowship  in 
diabetes  mellitus  and  has  a 
growing  list  of  patients  referred  to 
him  for  insulin  management. 
Having  completed  his  review  of  the 
electronic  mail  messages,  he 
activates  the  Diabetic  Management 
window  on  his  multi-windowed, 
multi-colored  screen.  His 
outpatients  currently  requiring 
adjustments  in  their  morning 
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insulin  dosages  have  already  called 
in  their  previous  day’s  afternoon 
and  evening  and  current  morning’s 
fasting  blood  sugars  to  Dr.  Smith’s 
office  computer  system,  using  the 
portable,  clinical,  data-link  home 
computers  on  loan  from  Dr.  Smith 
to  integrate  the  information  into 
their  clinical  record. 

Each  patient’s  current  results  are 
plotted  automatically  against  time 
with  the  corresponding  insulin 
doses  highlighted.  Using  these 
plots  Dr.  Smith  is  able  to  quickly 
choose  the  daily  recommendations 
for  each  patient.  The  computer 
dials  each  patient’s  home  phone 
number  in  sequence  and  Dr.  Smith 
discusses  the  insulin  changes  with 
the  patient  or  the  patient’s 
caretaker.  He  reviews  similar  plots 
for  the  five  or  six  inpatients  under 
his  care,  but  for  them  he  is  able  to 
write  orders  for  the  morning 
insulin  dose  directly  on  the 
patients’  chart  via  his  modem  link 
to  the  hospital’s  Patient 
Information  System.  By  this  time, 
the  coffee  has  finished  brewing,  he 
eats  his  breakfast  and  heads  into 
the  hospital  to  see  his  patients. 

8:35  a.m.  — Dr.  Smith  arrives  at 
his  office  for  his  9:00 
appointment.  He  reviews  his 
appointment  calendar  for  the  next 
day,  which  lists  not  only  the 
patient’s  name  and  age  but  also 
includes  a description  of  pertinent 
clinical  information  and  a 
computer-generated  assessment  of 
clinical  severity  utilizing  the 
outpatient  model.  Glancing 
through  the  schedule  while 
drinking  his  coffee,  he  notes  and 
approves  Allen  Eakins’  3:30  p.m. 
appointment  by  touching  his 
highlighted  name.  Dr.  Smith  then 
notes  that  his  computer  system  has 
placed  a new  patient  (scheduled 
for  the  last  appointment  at  4:45 
p.m.)  into  a high-risk  cardiac 
category  based  on  the  preliminary 
information  the  patient  gave  when 
asking  for  the  appointment: 


“Chief  complaint  — dull  ache 
over  left  side  of  chest,  45-year-old 
male,  smokes  I'/z  PPD, 
hypertension  hx.  ...”  Properly 
alerted.  Dr.  Smith  reschedules  the 
patient  for  an  earlier  appointment 
so  that  a referral  can  be  promptly 
made  for  heart  catheterization  on 
the  same  day,  if  necessary,  after 
the  patient  has  first  been 
examined.  Having  finished  his 
review  by  8:55  a.m..  Dr.  Smith 
closes  the  Appointments  window 
on  his  computer  screen, 
automatically  sending  a message  to 
the  secretary  to  incorporate  his 
changes  and  confirm  the  next 
day’s  appointments.  Donning  his 
white  coat,  he  enters  the  examining 
room  to  see  his  first  appointment 
of  the  day. 

11:05  a.m.  — The  morning  has 
passed  uneventfully.  Most  of  the 
patients,  well-known  to  Dr.  Smith, 
were  returns  or  follow-ups  without 
significant  new  problems.  As  he 
lifts  the  chart  of  the  next  patient 
out  of  the  rack  on  the  door  on  the 
examining  room,  he  remembers 
now  that  this  patient  had  stuck 
out  when  he  reviewed  the 
appointment  schedule  the  day 
before.  Dr.  Smith  had  written 
himself  a reminder  to  check  a 
literature  reference  prior  to  seeing 
the  patient,  a reminder  now 
highlighted  in  bold  letters  on  the 
one-page  computerized  patient 
summary  which  had  been  gathered 
and  entered  into  the  computer 
only  about  an  hour  earlier  by  the 
nurse.  The  computer  system  had 
alerted  him  that  the  patient’s  chief 
complaint  did  not  match  any  of 
the  1,000  plus  descriptions  of 
patient  symptoms  he  and  his 
partner  generally  see. 

Before  going  in  to  see  the 
patient,  he  quickly  logs  onto  the 
Health  Care  Computer  Network 
and  does  an  extensive  literature 
search  using  the  patient’s  chief 
complaint  as  a key  word.  To  his 
surprise.  Dr.  Smith  discovers  that 


his  patient’s  problem  is  often  an 
early  presenting  sign  of  an  unusual 
familial  neurodegenerative  process. 
The  well-written  article  summarizes 
the  illness  succinctly  and  allows 
Dr.  Smith  to  prepare  for  the 
examination.  (Indeed,  the  patient 
unfortunately  does  have  the 
syndrome,  confirmed  some  weeks 
later  by  neurologic  testing.)  Dr. 
Smith  refers  the  patient  to  a 
neurologist  and  sends  the  physician 
a computerized  summary  of  the 
patient’s  record,  authorized  by  the 
patient.  He  then  authorizes  the 
inclusion  of  the  chief  complaint 
and  the  illness  into  the  clinical 
support  module  of  his  office 
computer  system,  which 
automatically  develops  the  links  to 
similar  diseases  and  complaints. 

12:20  p.m.  — Dr.  Smith  once 
again  was  able  to  keep  his 
schedule,  running  only  20  minutes 
behind,  a marked  improvement 
over  the  usual  50  to  60  minutes 
when  he  had  no  clinical  support 
module  integrated  into  his  office 
computer  system.  With  40  minutes 
until  his  next  appointment,  he 
retreats  to  his  private  office  to  eat 
lunch  and  catch  up  on  his  reading. 

He  discards  many  of  the 
journals  he  has  received  in  the 
mail  over  the  past  few  days  with  a 
quick  glance,  leaving  only  a few  of 
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interest  or  clinical  importance.  The 
articles  he  wants  to  keep  for  his 
personal  files  are  no  longer  torn 
out  and  placed  in  manila  folders 
in  a file  cabinet.  Instead  he  is  able 
to  include  the  reference  into  the 
clinical  support  module  by 
digitizing  pertinent  information 
with  a hand-held  scanner.  A copy 
of  the  complete  article  is  placed 
on  his  personal  bibliographic 
WORM  (Write  Once  Read  Mostly) 
optical  disc  collection.  The 
references  are  automatically  linked 
to  specific  patients  as  well  as 
clinical  problems  in  the  office  data 
base  using  the  Uniform  Medical 
Language  terms,  providing  benefit 
for  patient  care,  continuing 
education  and  medical  student 
ambulatory  teaching.  Pleased  that 
he  has  found  several  good 
references,  he  finishes  his  lunch 
while  reading  one  of  them  in 
depth  .and  prepares  for  his 
afternoon. 

1:10  p.iii.  — Dr.  Doe  arrives  at 
the  office  after  completing 
morning  rounds  at  the  hospitals. 
She  hands  the  secretary  a disc 
containing  pertinent  clinical 
updates  and  billing  charges  for 
their  hospitalized  patients  to  the 
office  secretary.  After  checking  her 
mail  and  grabbing  a quick  lunch, 
she  reviews  a summary  of  the 
patients  she  has  scheduled  for  the 
afternoon  and  approves  her 
appointments  for  the  next  day. 

2:50  p.m.  — One  of  the  patients 
Dr.  Doe  is  seeing  today  has  been 


having  problems  with  shortness  of 
breath  and  wheezing  over  the  past 
month.  She  was  first  seen  by  Dr. 
Smith  two  weeks  ago,  at  which 
time  she  was  started  on  a beta 
agonist  inhaler  based  on  a 
presumptive  diagnosis  of  acute, 
viral-induced  bronchospasm.  Dr. 
Smith  had  recommended  that  the 
patient  return  for  a follow-up  in 
two  weeks.  The  patient’s  chest  X- 
ray  at  the  first  visit  was  normal. 

On  this  follow-up  visit,  the 
patient,  a 28-year-old  female,  is 
feeling  worse.  Her  wheezing  has 
worsened  and  she  is  now  finding  it 
difficult  to  do  things  without 
getting  short  of  breath.  The 
inhaler  is  not  helping  and  she  is 
becoming  more  worried  and 
anxious.  Dr.  Doe  takes  a careful 
history  and  confirms  the  presence 
of  wheezing  on  physical 
examination.  The  physical 
examination  is  otherwise 
unremarkable. 

While  the  patient  is  having  a 
CBC  with  differential  performed 
and  a chest  X-ray  taken  at  the 
laboratory  down  the  hall.  Dr.  Doe 
enters  the  patient’s  problems  and 
new  clinical  findings  into  the 
outpatient  Computer-Assisted 
Medical  Decision-Making  (CMD) 
System  in  the  clinical  support 
module  of  their  office  computer 
system.  Among  the  diagnoses 
offered  by  the  system  for  Dr. 

Doe’s  consideration  is 
hypersensitivity  pneumonitis 
secondary  to  thermophilic 
actinomycetes  from  contaminated 
water.  The  system  also  lists  the 
clinical  signs  and  symptoms  and 
associated  laboratory  findings  and 
radiographic  changes. 

Dr.  Doe  reviews  the  chest  X-ray 
of  the  patient  in  her  office,  which 
shows  patchy  infiltrates.  She  then 
searches  their  office-based  WORM 
optical  disc  collection  of  chest 
radiographics  using  several 
different  key  words  and  compares 
the  patient’s  film  with  those 


radiographics  being  presented  on 
the  monitor.  This  patient’s  X-ray 
changes  are  consistent  with 
hypersensitivity  pneumonitis,  a 
diagnosis  strengthened  after  Dr. 
Doe  obtains  additional  history 
about  the  patient’s  recent  and 
persistent  exposure  to  a vaporizer 
she  has  been  using  in  her 
apartment.  The  diagnosis  is 
strengthened  by  a positive  serum 
precipitins  test.  Her  symptoms  are 
promptly  relieved  when  the  four- 
year-old  vaporizer  is  replaced. 

Throughout  the  day  both 
doctors  make  extensive  use  of  the 
office  computer’s  clinical  support 
module:  reviewing  patient 
summaries,  checking  for 
interactions  to  a new  prescription, 
graphing  and  plotting  laboratory 
results  to  improve  clinical 
management  or  patient  education, 
and  considering  diagnoses  or 
therapeutic  options  offered  by  the 
six  CMD  Systems  in  the  module. 

In  addition,  typical  of  all  doctors’ 
offices,  they  each  take  numerous 
phone  calls  from  nurses  calling 
about  hospitalized  patients.  Having 
access  to  their  hospitalized 
patients’  computerized  medical 
records  helps  to  decrease  the 
number  of  disruptive  phone  calls 
they  must  manage.  In  addition, 
“telephone  tag’’  with  the  nurses  is 
decreased  since  nurses’  non- 
emergent  calls  (refills  on 
prescriptions,  call-backs  on  blood 
sugars,  prothrombin  time,  etc.)  can 
be  dealt  with  between  patients  by 
writing  their  orders  directly  on  the 
computerized  medical  record  from 
their  office. 

4:45  p.m.  — Both  Drs.  Doe  and 
Smith  have  scheduled  their  last 
appointment  at  4:15  to  allow  time 
for  them  and  the  office  manager 
to  review  the  practice.  The  office 
computer  system  makes  these 
meetings  much  easier.  The  office 
manager  prints  out  computer- 
derived  summaries  in  the  many 

continued  on  page  310 
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malpraclicc  cari  i('r 
llial  knows  how  lo 
li^lil.  That’s  w hy 
I’m  with  Moclical 
ProlcTlivo.” 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  Wfe’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  wavei'  from  this  commitment. 


Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A + (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  comer,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


Servirig  Ohio  Physiciam  Since  1917. 


Offices  in  Cincinnati  (513)  751-0657,  Columbus  (614)  267-9156,  Perrysburg  (419)  874-8080,  Beachwood  (216)  464-9950 


Plan  to  spend  an  evening  with 
your  one  and  only 


For  a wonderful 
evening  of  good  food  and 
entertainment,  sign  up  for 
the  social  event  of  the 
OSMA  Annual  Meeting  in 
Dayton  on  Saturday,  May  6. 

At  5:30  p.m.  the  buses 
will  leave  the  Stoufifer  Hotel 
and  take  you  to  the  Engineers 
Club  of  Dayton.  There  you  can 
relax  with  cocktails  before 
enjoying  an  excellent  dinner. 

After  dinner,  at  approxi- 
mately 7:45  p.m.,  you  and  your 
colleagues  will  step  out  of  the 
Engineers  Club  and  walk  a 
short  distance  across  the 
parking  lot  to  Memorial  Hall, 
where  you  will  enjoy  the  New 
York  Theatre  production  of 
"My  One  & Only." 


This  delightful  Gersh- 
win musical  is  a lighthearted 
boy-meets-girl  story  set  in 
the  1920s.  It  promises  to  be  a 
star-spangled  display  of  music 
and  dancing. 

Tickets  include  cock- 
tails, dinner,  bus  service  to 
and  from  the  hotel  and  the 
show. 

To  reserve  your  seat(s), 
fill  out  the  form  below  and 
mail  it  with  your  check  to: 

Ohio  State  Medical  Assoc. 

Dept,  of  Administrative 
& Educational  Svcs. 

1500  Lake  Shore  Drive 
Columbus,  OH  43204-3824 


Reservation  Form 
OSMA  Social  Night  Out 
Sat.  May  6,  1989 

Name:  Tickets:  $35  per  person 

Address:  No.  of  tickets: 

City/State/Zip  Total  enclosed:  $ 


Phone:  ( ) 

Make  Check  Payable  to:  OSMA 
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CANDIDATES  FOR  PRESIDENT-ELECT 


J,  James  Anderson,  MD 


J.  James  Anderson,  MD, 
Youngstown,  has  been  nominated 
for  the  office  of  President-Elect  of 
the  Ohio  State  Medical 
Association.  His  name  was  placed 
in  nomination  by  the  Mahoning 
County  Medical  Society.  On  June 
6,  1988,  the  Academy  President, 
H.S.  Wang,  MD,  and  K.F. 

Wieneke,  MD,  J.A.  Lambert,  MD 
and  L.E.  Slusher,  MD,  all 
Delegates  to  OSMA,  wrote  the 
following  letter: 

June  6,  1988 

Mr.  Herbert  Gillen,  Executive  Director 
Ohio  State  Medical  Association 
600  S.  High  Street 
Columbus,  OH  43215 

Dear  Mr.  Gillen: 

The  Mahoning  County  Medical  Society  is 
pleased  to  offer  the  name  of  J.  James 
Anderson,  MD  in  nomination  for  the  office 
of  President-Elect  of  the  Ohio  State 
Medical  Association. 

Dr.  Anderson  is  currently  the  Councilor 
from  the  Sixth  District  of  the  Ohio  State 
Medical  Association  and  is  serving  his 
seventh  year  in  that  office.  With  his  18 
years  of  experience  as  a Delegate  from 
Mahoning  County  to  the  Ohio  State 
Medical  Association,  as  well  as  serving  as 
past  President  of  the  Mahoning  County 
Medical  Society  and  President  of  the 
medical  staff  of  the  Western  Reserve  Care 
System  of  Youngstown  in  1983-84,  he  has 
demonstrated  the  leadership  abilities  which 
qualify  him  for  the  office  of  President  of 
the  Ohio  State  Medical  Association. 

The  Council  of  the  Mahoning  County 
Medical  Society  unanimously  recommends 
Dr.  Anderson  for  the  office  of  President- 
Elect  of  the  Ohio  State  Medical 
Association. 

Sincerely, 

Mahoning  County  Medical  Society, 

H.S.  Wang,  MD,  President,  Delegate 

K. F.  Wieneke,  MD,  Delegate 
J.A.  Lambert,  MD,  Delegate 

L. E.  Slasher,  MD,  Delegate 

A Youngstown  native,  J. 

James  Anderson,  MD, 
received  his  undergraduate 


degree  from  Ohio  Wesleyan 
University  in  1952  before  attending 
the  University  of  Cincinnati’s 
School  of  Medicine.  He  received 
his  MD  degree  in  1956,  then 
returned  to  Youngstown  for  an 
internship  with  the  Youngstown 
Hospital  Association.  The  next  two 
years,  1957-1959,  Dr.  Anderson 
was  at  University  Hospitals  in 
Cleveland  as  a pediatric  resident. 

Following  a two-year  stint  as  a 
captain  in  the  United  States  Air 
Force  (1959-1961),  Dr.  Anderson 
once  again  returned  to  his 
hometown  where  he  established  a 
private  pediatric  practice.  In 
addition  to  his  duties  as  attending 
pediatrician  for  the  Western 
Reserve  Care  System,  Dr. 

Anderson  also  serves  as  associate 
director  of  the  Todd  Pediatric 
Ambulatory  Care  Center. 

Dr.  Anderson’s  involvement  with 
organized  medicine  began  after  his 
return  from  the  service,  when  he 
joined  the  Mahoning  County 
Medical  Society.  He  became  the 
society’s  President  in  1977.  He  had 
already  begun  his  involvement  at 
the  state  level,  however. 

He  started  his  OSMA  activity  in 
1975,  as  a delegate,  and  has  now 
served  almost  eight  years  as 
Councilor  from  the  Sixth  District. 
In  addition.  Dr.  Anderson  has 
served  on  several  OSMA 
committees,  including  the 
Legislative  Committee  and  the 
Committee  on  Auditing  and 
Appropriations,  which  he  chaired 
over  the  past  year.  He  is  also  a 
member  of  the  American  Medical 
Association. 

Dr.  Anderson’s  interest  and 
involvement  in  his  profession  as 
well  as  his  community  are  reflected 
in  numerous  activities.  For 


J.  James  Anderson,  MD 


example,  he  has  served  the 
Youngstown  Hospital  Association 
as  both  president  of  its  clinical 
staff,  and  chief  of  its  division  of 
pediatrics.  He  also  serves  as  a 
clinical  associate  professor  of 
pediatrics  at  the  Northeastern 
Ohio  Universities  College  of 
Medicine. 

At  the  community  level.  Dr. 
Anderson  has  served  his  church  as 
both  deacon  and  ruling  elder,  and 
his  involvement  with  the  Boy 
Scouts  of  America  spans  a decade 
— most  of  which  time  he  has 
spent  as  an  assistant  scout  master. 

An  avid  fisherman.  Dr. 

Anderson  also  enjoys 
woodworking  in  his  spare  time.  He 
and  his  wife  Mary  Ann  have  four 
children,  including  one  son  in 
medical  school. 
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John  A.  Devany,  MD 


John  A.  Devany,  MD,  Toledo, 
has  been  nominated  for  the  office 
of  President-Elect  of  the  Ohio 
State  Medical  Association.  His 
name  was  placed  in  nomination  by 
the  Academy  of  Medicine  of 
Toledo  and  Lucas  County.  On 
May  26,  1988,  the  Academy 
President,  J.  Robert  Navarre,  MD, 
wrote  the  following  letter: 


May  26,  1988 

Mr.  Herbert  E.  Gillen 
Executive  Director 
Ohio  State  Medical  Association 
600  S.  High  St. 

Columbus,  Ohio  43215 

Dear  Mr.  Gillen: 

The  Academy  of  Medicine  of  Toledo  and 
Lucas  County  is  pleased  to  nominate  John 
A.  Devany,  MD  as  a candidate  for  the 
office  of  President-Elect  of  the  Ohio  State 
Medical  Association.  Dr.  Devany  has 
demonstrated  his  leadership  capabilities 
through  activities  with  the  Academy,  the 
OSMA  and  the  AMA,  and  his  candidacy  is 
unanimously  endorsed  by  the  Academy  of 
Medicine  Council. 

Dr.  Devany  is  in  the  private  practice  of 
the  otolaryngology  and  is  also  an  associate 
professor  at  the  Medical  College  of  Ohio. 

Dr.  Devany  is  currently  the  Councilor 
from  the  Fourth  District  of  the  OSMA  and 
is  an  Alternate  Delegate  to  the  American 
Medical  Association.  Dr.  Devany  has  served 
as  Councilor,  Vice  President  and  President 
of  the  Academy  of  Medicine,  in  addition  to 
countless  committees.  He  was  a Delegate  to 
OSMA  for  12  years,  prior  to  his  election  as 
Fourth  District  Councilor.  Dr.  Devany  has 
also  demonstrated  his  interest  in  leadership 
abilities  in  his  many  years  with  the  health 
planning  agency.  In  addition  to  being 
President  of  Northwest  Ohio  Health 
Planning,  Inc.,  he  served  on  numerous 
health  planning  committees  and  on  the 
State  Health  Coordinating  Council.  Dr. 
Devany  also  served  on  the  Board  of 
Trustees  of  St.  Vincent  Medical  Center  in 
1978. 

We  feel  that  John  A.  Devany,  MD  is  well 


qualified  to  serve  as  President  of  the  Ohio 
State  Medical  Association  and  we  are  proud 
to  nominate  him  as  a candidate  for  this 
office. 

Sincerely  yours, 

J.  Robert  Navarre,  MD 
President,  Academy  of  Medicine  of 
Toledo  and  Lucas  County 


Born  and  raised  in  Akron, 

Ohio,  John  A.  Devany,  MD 
earned  his  undergraduate 
degree  from  the  University  of 
Akron  in  1952  before  entering 
Ohio  State  University’s  College  of 
Medicine.  He  received  his  medical 
degree  in  1955,  then  returned  to 
Akron  where  he  interned  at  City 
Hospital. 

Following  his  internship.  Dr. 
Devany  became  a flight  surgeon 
for  the  Air  Force,  serving  at 
Preque  Isle  Air  Force  Base  in 
Maine.  Two  years  later,  he  was 
Hospital  Commander  of  the  Truax 
Air  Force  Base  Hospital,  located  in 
Madison,  Wisconsin  — a position 
he  held  for  a year. 

In  1959,  he  took  his  residency 
training  in  otolaryngology  at  the 
Henry  Ford  Hospital  in  Detroit, 
then  joined  the  Toledo 
Otolaryngology  Group,  where  he 
continues  to  practice  his  specialty 
today. 

Dr.  Devany’s  involvement  with 
organized  medicine  has  always 
been  on  an  active  level,  from  the 
county  society  up  through  the  state 
association. 

He  has  been  President  of  the 
Academy  of  Medicine  of  Toledo 
and  Lucas  County,  and  has  served 
on  many  of  the  Academy’s 


John  A.  Devany,  MD 


committees,  including  as  Chairman 
of  the  Judicial  and  Internal  Affairs 
Commission,  and  its  Educational 
and  Professional  Affairs 
Commission.  He  has  also  served  as 
a delegate  to  the  Ohio  State 
Medical  Association  since  1973. 

At  the  state  level.  Dr.  Devany 
has  served  as  Fourth  District 
Councilor  since  1985,  and  has 
spent  time  on  a number  of  the 
association’s  committees,  including 
its  Committee  on  Judicial  and 
Professional  Relations  and  its 
Special  Committee  on  Membership 
Insurance  Planning.  In  addition, 
he  has  served  as  OSMA’s 
representative  to  the  State  Health 
Coordinating  Council  and  on  the 
continued  on  page  291 
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H.  William  Porterfield,  MD 


H.  William  Porterfield,  MD, 
Columbus,  has  been  nominated  for 
the  office  of  President-Elect  of  the 
Ohio  State  Medical  Association. 

His  name  was  placed  in 
nomination  by  the  Academy  of 
Medicine  of  Columbus  and 
Franklin  County.  On  October  4, 
1988,  the  Academy  President, 

James  J.  Powers,  MD,  wrote  the 
following  letter: 

Mr.  Herbert  Gillen 
Executive  Director 
Ohio  State  Medical  Association 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 

Dear  Mr.  Gillen; 

The  Academy  of  Medicine  of  Columbus 
and  Franklin  County  is  pleased  to  nominate 
H.  William  Porterfield,  MD  as  a candidate 
for  the  office  of  President-Elect  of  the 
Ohio  State  Medical  Association. 

Dr.  Porterfield  is  currently  serving  in  his 
fourth  year  as  a Tenth  District  Councilor. 

He  has  served  in  the  OSMA  House  of 
Delegates  since  1968.  He  has  represented 
Ohio  physicians  in  the  American  Medical 
Association  House  of  Delegates  since  1971. 
For  16  years  he  served  on  the  Ohio  Medical 
Political  Action  Committee  Board  of 
Directors,  10  years  as  Chairman. 

Dr.  Porterfield  practiced  plastic  surgery 
in  Columbus  for  26  years  and  in  1981-82 
served  as  President  of  the  American  Society 
of  Plastic  and  Reconstructive  Surgeons,  his 
national  specialty  society.  Currently  he 
holds  the  position  of  President,  CEO  and 
Board  Chairman  of  PHP  of  Ohio,  the 
HMO/IPA  started  by  the  Academy  of 
Medicine  of  Columbus  and  Franklin 
County,  which  is  still  its  majority  owner. 

He  is  committed  to  the  preservation  of 
private  practice  through  this  effort. 

The  nomination  of  Dr.  Porterfield  for  the 
office  of  President-Elect  of  the  Ohio  State 
Medical  Association  was  unanimously 
approved  by  the  Council  of  the  Academy. 
Sincerely, 

James  J.  Powers,  MD 
President,  Academy  of  Medicine  of 

Columbus  and  Franklin  County 


A native  of  Hagerstown, 
Maryland,  H.  William 
Porterfield,  MD,  received 
his  undergraduate  degree  from  the 
University  of  Virginia  before 
traveling  north  to  attend  Jefferson 
Medical  College  in  Philadelphia. 

He  received  his  medical  degree 
from  Jefferson  in  1955,  then 
interned  and  took  a general 
surgery  residency  at  Akron  City 
Hospital,  Akron,  from  1955-58, 
following  that  with  a plastic 
surgery  residency  at  the  University 
of  Indiana  Medical  Center  in 
Indianapolis,  from  1958-60. 

Dr.  Porterfield  then  came  to 
Columbus,  where  he  set  up 
practice  as  Ohio  Plastic  Surgeons, 
Inc.  — practicing  surgery  until 
1986,  when  he  retired  to  devote 
full  time  to  his  position  as 
chairman,  president  and  CEO  of 
Physicians  Health  Plan 
Corporation  and  Physicians  Health 
Plan  of  Ohio  — a for-profit, 
HMO/IPA  with  over  100,000 
enrollees  and  3,900  provider 
physicians,  60%  owned  by  the 
Academy  of  Medicine  of 
Columbus  and  Franklin  County. 

An  active  member  of  his 
specialty  society.  Dr.  Porterfield 
has  served  as  president  of  both  the 
Ohio  Valley  Plastic  Surgery  Society 
and  the  American  Society  of 
Plastic  and  Reconstructive 
Surgeons,  Inc.,  where  he  has  also 
held  numerous  positions,  including 
treasurer,  chairman  of  the  Finance 
and  Investment  Committee, 
chairman  of  the  Litigation 
Committee,  and  trustee. 

A widely-published  author  in  the 
field  of  plastic  surgery.  Dr. 
Porterfield  has  also  served  as 


H.  William  Porterfield,  MD 


medical  editor  of  Plastic  Surgery 
News.  He  has  been  active  in  the 
Plastic  Surgery  Training  Program 
at  Ohio  State  University  and 
served  as  the  director  of  the 
affiliated  Plastic  Surgery  Program 
at  Mount  Carmel  Medical  Center 
and  chief  of  the  service.  He  holds 
the  position  of  associate  clinical 
professor  of  surgery  at  Ohio  State 
University. 

Despite  his  involvement  with  his 
specialty  society.  Dr.  Porterfield 
has  also  given  time  to  all  levels  of 
organized  medicine.  He  has  served 
the  Academy  of  Medicine  of 
Columbus  and  Franklin  County  in 
various  positions,  including 
president,  and  chairman  of  its 
legislative  committee;  and  is 
actively  involved  at  the  state  level 
as  both  a delegate  and  Tenth 
District  Councilor.  His  past 
involvements  at  the  state  level 
include  10  years  as  chairman  of 
the  Ohio  Medical  Political  Action 
continued  on  page  295 
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Carafiate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers!  For  those  NSAID 


users  to  become 
users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  ' 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  . therapy  for  the  ulcer-prone  patient. 


CAFAD276 


Unique,  nonsystemic 


O 


ARAFATE 

sucralfate/Marion 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 
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ARAFATE* 


^^(sucralfate)  Tablets 

BRIEF  SUMMARY 
CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic  recurrent  disease  While  short-term 
treatment  with  sucralfate  can  result  in  complete  healing  of  the 
ulcer,  a successful  course  of  treatment  with  sucralfate  should  not 
be  expected  to  alter  the  post-healing  frequency  or  severity  of 
duixJenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simul- 
taneous administration  of  CARAFATE  (sucralfate)  with  tetracy- 
cline, phenytoin,  dtgoxin,  or  cimetidine  will  result  in  a statistically 
significant  reduction  in  the  bioavailabiiity  of  these  agents  The 
bioavailability  of  these  agents  may  be  restored  simply  by  sepa- 
rating the  administration  of  these  agents  from  that  of  CARAFATE 
by  two  hours  This  interaction  appears  to  be  nonsystemic  in 
origin,  presumably  resulting  from  these  agents  being  bound  by 
CARAFATE  in  the  gastrointestinal  tract  The  clinical  significance  of 
these  animal  studies  is  yet  to  be  defined  However,  because  of 
the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of 
CARAFATE  from  that  of  other  agents  should  be  considered  when 
alterations  in  bioavailability  are  felt  to  be  critical  for  concomi- 
tantly administered  drugs 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility: 

Chronic  oral  toxicity  studies  of  24  months'  duration  were  con- 
ducted in  mice  and  rats  at  doses  up  to  1 gm/kg  (12  times  the 
human  dose).  There  was  no  evidence  of  drug-related  tumorige- 
nicity  A reproduction  stucfy  in  rats  at  doses  up  to  38  times  the 
human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Ter- 
atogenicity studies  have  been  performed  in  mice,  rats,  and  rab- 
bits at  doses  up  to  50  times  the  human  dose  and  have  revealed 
no  evidence  of  harm  to  the  fetus  due  to  sucralfate  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nunir>g  Mothers:  It  is  not  known  whether  this  drug  is 
excreted  in  human  milk  Because  many  drugs  are  excreted  in 
human  milk,  caution  should  be  exercised  when  sucralfate  is 
administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have 
not  been  established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and 
only  rarely  led  to  discontinuation  of  the  drug  In  studies  involving 
over  2,500  patients  treated  with  sucralfate,  adverse  effects  were 
reported  in  121  (4  7%) 

Constipation  was  the  most  frequent  complaint  (2.2%)  Other 
adverse  effects,  reported  in  no  more  than  one  of  every  350 
patients,  were  diarrhea,  nausea,  gastnc  discomfort,  indigestion,  dry 
mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  ver^go 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute 
oral  toxicity  studies  in  animals,  however,  using  doses  up  to 
12  gm/kg  body  weight  could  not  find  a lethal  dose  Risks  as- 
sociated with  overdosage  should,  therefore,  be  minimal 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm 
four  times  a day  on  an  empty  stomach 
Antaads  may  be  prescnbed  as  needed  for  relief  of  pain  but 
should  not  be  taken  within  one-half  hour  before  or  after  suaalfate 
While  healing  with  suaalfate  may  occur  dunng  the  first 
week  or  two.  treatment  should  be  continued  for  4 to  8 weeks 
unless  healing  has  been  demonstrated  by  x-ray  or  endoscopic 
examination 

HOW  SUPPUED 

CARAFATE  (suaalfate)  1-gm  tablets  are  supplied  in  bottles  of 
100  (NDC  0088-1712-47)  and  in  Unit  Dose  Identification  Paks 
of  1 00  (NDC  (X)88- 1 712-49).  Light  pink  scored  oblong  tablets  are 
embossed  with  CARAFATE  on  one  side  and  1712  bracketed  by 
Cs  on  the  other  Issued  1/87 


Reference: 

1 Eliakim  R.  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1987, 
9(4)395-399 
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Another  peOent  benefit  product  from 

PNAmiACEUTICAl  OlVISIOM 

MARION 

LABORATORIES.  INC 
KANSAS  CITY.  MO  64137 
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Discover  Dayton! 


Delegates  and  OSMA 

members  who  attend  this 
year’s  Annual  Meeting  in 
Dayton  will  find  a city  that  offers 
its  visitors  a wealth  of  sight-seeing 
attractions,  fine  restaurants  and 
exciting  cultural  events. 

Dayton  lives  up  to  its  legacy  as 
“the  birthplace  of  aviation”  with 
a number  of  sights.  Visitors  can 
stop  by  one  of  the  Wright 
brothers’  bicycle  shops,  still  in  its 
original  location,  or  tour  the 
United  States  Air  Force  Museum, 
the  largest  military  aviation 
museum  in  the  world.  The 
International  Women’s  Air  and 
Space  Museum,  dedicated  to  the 
preservation  of  the  history  of 
women  in  aviation  and  space  and 
located  in  nearby  Centerville,  is 
also  available  for  tours. 

Other  Dayton  sites  include;  the 
Oregon  Historic  District,  a restored 
area  full  of  diverse  shops, 
restaurants  and  nightlife;  the  Paul 
Laurence  Dunbar  House,  home  of 
black  America’s  first  poet; 
SunWatch,  the  reconstructed 
800-year-old  village  of  the 
prehistoric  Ft.  Ancient  Indians;  the 
Dayton  Museum  of  Natural 
History;  and  the  Dayton  Art 
Institute. 


Since  sight-seeing  can  work  up 
an  appetite,  Dayton  offers  a 
variety  of  restaurants,  both  formal 
and  informal,  for  your  dining 
pleasure.  For  four-star  fare  try 
King  Cole,  40  North  Main  Street, 
(513)  222-6771;  or  LAuberge,  4120 
Far  Hills  Avenue,  (513)  299-5536. 
The  Dixie  Grill,  2221  Wagoner 
Ford  Road,  (513)  278-2221,  offers  a 
New  Orleans  jazz  brunch;  and  the 
Pine  Club,  1926  Brown  Street, 

(513)  228-7463,  is  known  for  its 
thick,  juicy  steaks.  Other 
restaurants  to  try:  The  Courtyard, 
Second  and  Main  streets,  (513) 
461-7266;  Charley’s  Crab,  Arcade 
Square,  28  W.  Third  Street,  (513) 
461-2434;  Fifth  Avenue,  Oregon 
Village,  101  Pine  Street,  (513) 
461-7266;  Four  River  Place,  4 
River  Place,  (513)  224-0535;  Jay’s 
Seafood  Restaurant,  40  North 
Main  Street,  (513)  222-6771;  and 
Suttmiller’s  Restaurant,  850  North 
Main  Street,  (513)  461-5323  — but 
make  your  reservations  for  any  of 
these  dining  locations  early! 

For  culture  buffs,  Dayton  has  its 
own  ballet,  opera  and  symphony 
companies,  as  well  as  various 
theaters.  Check  newspaper 
schedules  for  performance  dates 
and  times. 
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The  Annual  Meeting 
Format  and  Schedule 


FRIDAY,  MAY  5 


OSMA  COUNCIL  MEETING/BREAKFAST 

8:30  AM 

Van  Cleve  III  & IV,  Stouffer  Center  Plaza  Hotel 
HOSPITAL  MEDICAL  STAFF  SECTION 
BY-LAWS  MEETING/LUNCHEON 
10-12  Noon  — $25  per  person 
Room  304,  Dayton  Convention  Center 
EMERGENCY  RESOLUTIONS  COMMITTEE 
LUNCHEON 
12:00  Noon 

Beckel  Room,  Stouffer  Center  Plaza  Hotel 

OSMA  DELEGATION  TO  AMA  MEETING 
1:00  PM 

Van  Cleve  II,  Stouffer  Center  Plaza  Hotel 

HOSPITAL  MEDICAL  STAFF  SECTION  MEETING 
1:00  PM 

Room  306,  Dayton  Convention  Center 
RESOURCE  CENTER 
11:00  AM-7:00  PM 

Third  Floor  Lobby,  Dayton  Convention  Center 

NEW  DELEGATES  & ALTERNATES  BRIEFING 
MEETING 

3:30-4:00  PM 

Room  105,  Dayton  Convention  Center 
HOUSE  OF  DELEGATES 
3:00-7:00  PM 

Registration,  1st  Floor  Lobby,  Dayton  Convention 
Center 

4:00-6:00  PM 

Councilor  District  Caucus  Meetings 
Posted  at  Registration  Desk,  1st  Floor  Lobby,  Dayton 
Convention  Center 
6:00-6:45  PM 

Dinner,  Van  Cleve  Ballroom,  Stouffer  Center  Plaza 
Hotel 
7:00  PM 

Opening  Session,  Room  101,  Dayton  Convention 
Center 

AFTER  HOUSE  OF  DELEGATES  ADJOURNMENT 

Reception  sponsored  by  Montgomery  County  Medical 
Society 

Room  103-105,  Dayton  Convention  Center 


ORDER  OF  BUSINESS 
OPENING  SESSION 
Call  to  Order 

Donavin  A.  Baumgartner,  Jr.,  M.D.,  Cleveland 
President 
Invocation 
Welcome 

Dale  R.  Hines,  M.D.,  Dayton 
President,  Montgomery  County  Medical  Society 
Parliamentarian 

W.J.  Lewis,  M.D.,  Dayton 
Report 

Committee  on  Credentials 
Consideration  of  Minutes  of  1988  Annual  Meeting 
(See  August  1988  issue  of  OHIO  Medicine) 
Introduction  of  Member,  AMA  Board  of  Trustees 
Ray  W.  Gifford,  Jr.,  M.D.,  Cleveland 
Introduction  of  Presidents  of  Other  State  Societies 
Introduction  of  Honored  Guests 
Introduction  of  Executive  Director  Emeritus 

Hart  F.  Page  — Recipient  of  the  AMA  Layman  of  the 
Year  Award 

Membership  Outreach  Program 
Thomas  R.  Leech,  M.D.,  Lima 
Chairman 
Auxiliary  Report 

Mrs.  Catherine  Staton 
OSMA  Auxiliary  President 
AMA-ERE  Presentations 

Donavin  A.  Baumgartner,  Jr.,  M.D. 

President 

Presentation  of  Plaques 

To  past  Councilors,  retiring  AMA  Delegates  and 
Alternates  and  Chairmen  of  committees 
Announcements 

Donavin  A.  Baumgartner,  Jr.,  M.D. 

Appointments  to  Resolutions  Committees,  Credentials 
and  Tellers  and  Judges  of  Election  Committee 
Election  of  Committee  on  Nominations 

On  the  first  day  of  the  Annual  Meeting  the  House 
of  Delegates  shall  elect  a Committee  on 
Nominations  consisting  of  one  delegate  from  each 
councilor  district.  The  chairmanship  of  the 
Committee  on  Nominations  shall  be  rotated  in 
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continued 


numerical  order  annually  among  the  Councilor 
district  representatives  on  such  committee.  (NOTE; 
The  1989  Nominating  Committee  Chairman  will  be 
the  representative  from  the  Fourth  Councilor 
District).  The  Committee  on  Nominations  shall 
report  to  the  House  of  Delegates  a ticket  containing 
the  name  of  one  or  more  members  for  each  of  the 
offices  to  be  filled  at  that  Annual  Meeting  except 
that  of  President-Elect.  Prior  to  selecting  a ticket 
the  committee  shall  hold  hearings  which  shall  be 
open  to  all  members  in  good  standing  of  this 
association.  Any  member  in  good  standing  shall 
have  the  opportunity  to  appear  before  the 
committee  regarding  any  proposed  candidate.  The 
committee  may  request  an  interview  with  any 
proposed  candidate  or  with  any  member  concerning 
such  proposed  candidate’s  qualifications.  Each 
nominee  must  have  a majority  vote  of  the 
committee  in  order  to  be  placed  on  the  ticket  for 
presentation  to  the  House  of  Delegates.  Each 
nominee  for  Councilor  must  be  a resident  of  the 
councilor  district  for  which  he  is  nominated. 
Delegates  and  Alternate  Delegates  to  the  American 
Medical  Association  shall  be  elected  at  large. 

Presidential  Address 

Donavin  A.  Baumgartner,  Jr.,  M.D. 

Special  Order  of  Business 
Memorial  Resolutions 

Introduction  of  Resolutions 

Resolutions  must  be  introduced  at  this  session  of 
the  House  of  Delegates,  referred  to  the  Reference 
Committee  on  Resolutions,  and  reported  back  to 
the  House  of  Delegates  at  the  Sunday  afternoon 
session  before  any  action  can  be  taken. 

Committee  on  Emergency  Resolutions 
Report 

Miscellaneous  Business 


SATURDAY,  MAY  6 

OMPAC  BOARD  MEETING/BREAKFAST 

7:00-8:00  AM 

James  Lovell  Room,  Stouffer  Center  Plaza  Hotel 
REFERENCE  COMMITTEES 
6:45  AM 

Breakfast,  Van  Cleve  Ballroom,  Stouffer  Center 
Plaza  Hotel 
8:00-11:30  AM 

Hearings,  Convention  Center 
Committee  No.  1,  Room  306 
Committee  No.  2,  Room  305 
Committee  No.  3 & President’s  Address, 

Rooms  302-303 

Nominating  Committee,  Room  304 
9:00  AM-12:00  Midnight 


Writing  Reports,  Convention  Center 
Committee  No.  1,  Room  205 
Committee  No.  2,  Room  206 
Committee  No.  3 & President’s  Address,  Room  201 
OMPAC  — 25TH  ANNIVERSARY 
11:15  AM-2:00  PM 
Social  hour  & luncheon 
$25  per  person 

Van  Cleve  Ballroom,  Stouffer  Center  Plaza  Hotel 
CANDIDATE  INTERVIEWS 
2:30-5:00  PM 

Schedule  and  times  will  be  posted  at  registration 

YOUNG  PHYSICIANS  COMMITTEE 

2:00  PM 

Room  305,  Dayton  Convention  Center 
SOCIAL  EVENT 
The  new  Gershwin  musical 

“My  One  and  Only’’ 

Schedule: 

5:30  PM  buses  leave  Stouffer  Hotel 

6:00  PM  cocktails  followed  by  a delightful  dinner  in  the 

elegant  Engineers  Club 

7:45  PM  leave  for  Memorial  Hall  for  the  Victory 
Theatre  Presentation 
Cost:  $35  per  person 


SUNDAY,  MAY  7 

COUNCILOR  DISTRICT  CAUCUS 

8:00  AM-12;00  Noon 

Schedule  and  times  will  be  posted  at  registration 

HOUSE  OF  DELEGATES 
11:30  AM 

Registration,  First  Floor  Lobby,  Dayton  Convention 
Center 
1:00  PM 

Final  Session,  Room  101,  Dayton  Convention  Center 
6:00  PM 

Dinner,  Van  Cleve  Ballroom,  Stouffer  Center  Plaza 
Hotel 
7:00  PM 

Resume  Final  Session,  Room  101,  Dayton 
Convention  Center 
ORDER  OF  BUSINESS 
FINAL  SESSION 
Introduction  of  Guests 
Report  of  Committee  on  Credentials 
Election  of  President-Elect 

Report  of  Committee  on  Nominations  and  Election  of 
Other  Officers 

Election  of  Members  of  the  Council 

Members  of  the  Council  are  elected  for  two-year 
terms;  terms  of  those  representing  the  even- 
numbered  districts  expire  in  odd-numbered  years. 
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Second  District:  Incumbent,  Walter  A.  Reiling,  Jr., 
Dayton  (eligible  for  re-election);  Fourth  District: 
Incumbent,  John  A.  Devany,  Toledo  (eligible  for  re- 
election,  but  running  for  President-Elect);  Sixth 
District:  Incumbent,  J.  James  Anderson, 
Youngstown  (not  eligible  for  re-election,  but 
running  for  President-Elect);  Eighth  District: 
Incumbent,  John  F.  Kroner,  Jr.,  Athens  (eligible  for 
re-election);  Tenth  District:  Incumbent,  H.  William 
Porterfield,  Columbus  (eligible  for  re-election;  but 
running  for  President-Elect);  Twelfth  District: 
Incumbent,  Jack  L.  Summers,  Akron  (eligible  for 
re-election). 

Election  of  Delegates  and  Alternates  to  the  AM  A 

SPECIAL  ORDER  OF  BUSINESS 

Installation  of  1989-1990  Officers 

Reports  of  Reference  Committees 
Resolutions  Committee  No.  1; 


Resolutions  Committee  No.  2; 

Resolutions  Committee  No.  3 and  President’s  Address 
Miscellaneous  Business 
Announcements 

William  J.  Marshall,  M.D.,  Dayton 
President 

Unfinished  Business 
Adjournment 


MONDAY,  MAY  8 

OSMA  COUNCIL  MEETING/BREAKFAST 

8:30-10:00  AM 

Van  Cleve  Ballroom  III  & IV,  Stouffer  Center  Plaza 
Hotel 

PICO  SHAREHOLDERS  MEETING 

10:00  AM 

Room  306,  Dayton  Convention  Center 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  ■ CLINICAL  - EDUCATIONAL  - CURRENT 

Family  Practice  Recertification  Greenwich  office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 


Epjstaxis  balloon  catheter,  page  20 

Fumih  Practice  Rcccrliiicalion® 

DECEMBER  1987  t VOL  9,  NO  12 


FAMILY  PRACTIC:K  SKILL 


' Controlling  Episiaxis 


c;limc.al  arucles 


l|||||ji  Drug  Therapy  for  Manic  Illness 

riierapeuiic  Guidelines  for  Use  of  Nonsteroidal 
2 Aniiinflaminaiory  Drugs  for  Rheumatic  Disorders: 
Salicylates 


KEEPINCi  CU  RRENT 


Does  a Deftniie  Diagno.sis 
Help  Ruients  Gel  Better? 
Screening  for  Liver  Metasiases 
Significance  of  Elc>aeeci 
Er>ihrocyie  Sedimeniaiion  Rates 
Glucose  Tolerance  and 
Pregnancy  Complications 
Among  Nondiabeiic  Women 


Can  Obese  Type  11  Diabetic 
Patients  Use  Fructose  as  a 
Sweetener? 

Comparison  of  Diagnostic 
Tests  for  Evaluating 
Dementia 

INychiairic  Reactions  Caused 
by  Lidocaine  Toxicity 


Cl'Ml'L.XTIVE  INDEX 
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In  recognition  of  its  25th  Anniversary... 

Ohio  Medical  Political  Action  Committee 


presents 


Douglas  Kiker 

National  Affairs  Correspondent 
NBC  News 


Saturday,  May  6, 1989 

Reception:  11:15  a.m.  Luncheon:  12  noon 

Van  Cleve  Ballroom,  Stouffer  Center  Plaza  Hotel 

Dayton,  Ohio 


Douglas  Kiker,  NBC  News  National  Affairs  Correspondent,  will  be  the  featured  speaker  at  the  OMPAC 
Luncheon  during  the  1989  Ohio  State  Medical  Association  Annual  House  of  Delegates  Meeting  in 
Dayton. 

Mr.  Kiker  is  one  of  the  nation’s  best  known  and  most  widely  respected  television  correspondents.  He  has 
reported  on  major  national  issues  and  covered  every  political  campaign  in  the  past  five  presidential 
elections.  As  Washington  correspondent  for  NBC’s  “Today”  show,  Mr.  Kiker  has  interviewed  numerous 
national  and  international  news  figures. 

Mr.  Kiker  is  known  for  his  insightful  political  and  economic  predictions  as  well  as  for  some  of  the  funniest 
anecdotes  about  the  life  of  a television  newsman. 

Make  plans  now  to  attend  the  1989  OMPAC  Luncheon.  The  cost  is  $25  per  person  and  reservations  can  be 
made  by  completing  and  returning  the  attached  form. 

Qljp  ^ Return 


Ohio  Medical  Political  Action  Committee 

Luncheon  Reservation 

Please  Print 


Name 

Address 

City State Zip 

Telephone  ( ) 


No.  of  Tickets: @ $25  each 

Total  enclosed  $ 

Make  checks  payable  to: 

Ohio  State  Medical  Association 


Mail  to:  Ohio  State  Medical  Association,  Department  of  Administrative  and  Educational  Services 
1500  Lake  Shore  Drive,  Columbus,  OH  43204-3824 


Members  of  the  1989  OSMA 
House  of  Delegates 

(Reported  at  the  time  of  this  publication.) 


FIRST  DISTRICT 

ADAMS  COUNTY 
Delegate: 

Dale  L.  Mathias 
Alternate: 


BROWN  COUNTY 
Delegate: 

Charles  W.  Hannah 

Alternate: 


BUTLER  COUNTY 
Delegates: 

Louis  L.  Barich 
Albert  S.  Palatchi 
Jeffrey  Zollett 
Alternates: 

Kathleen  H.  Lang 
Gregory  L.  Savage 
William  M.  Stitt 

CLERMONT  COUNTY 
Delegate: 

William  B.  Selnick 
Alternate: 

Jonathan  H.  Head 

CLINTON  COUNTY 
Delegate: 

John  T.  Hollon 
Alternate: 

Bruce  E.  Staley 

HAMILTON  COUNTY 
Delegates: 

Sabino  T.  Baluyot 
Richard  B.  Budde 
Edmund  C.  Casey 
Judith  S.  Daniels 
Harry  H.  Fox 


Kenneth  A.  Frederick 
William  H.  Gates 
Stephen  P.  Hogg 
K.  William  Kitzmiller 
Herbert  D.  Long,  Jr. 
Herbert  G.  Magenheim 
Walter  E.  Matern 
Robert  J.  McDevitt 
William  C.  Miller 
Harold  Pescovitz 
Daniel  E.  Santos 
Lee  J.  Vesper 
Stanley  J.  Wacksman 
S.  Marcus  Wigser 
Alternates: 

James  J.  Anthony 
Frank  W.  Cianciolo 
Betty  Lou  Eilers 
Josef  E.  Fischer 
Z.  Charles  Fixler 
Thomas  Helmsworth 
Clyde  E.  Henderson 
Edmund  W.  Jones 
W.  John  Kitzmiller 
Kris  Mahalingam 
James  M.  Marrs 
Frank  E.  McWilliams,  II 
Kenneth  J.  Newmark 
Pramod  R.  Rege 
James  E.  Schmidt 
John  C.  Steiner 
John  W.  Vester 
Susan  Weinberg 

HIGHLAND  COUNTY 

No  active  society 

WARREN  COUNTY 
Delegate: 

Thomas  E.  Fox 
Alternate: 

Walter  Meyer 


SECOND  DISTRICT 

CHAMPAIGN  COUNTY 
Delegate: 

John  H.  Flora 
Alternate: 

J.  Steven  Polsley 

CLARK  COUNTY 
Delegates: 

David  G.  Monjot 
Walter  R.  Lawrence 
Alternates: 

Paul  S.  Buchanan 
Richard  Furay 

DARKE  COUNTY 
Delegate: 

William  S.  Elliott 
Alternate: 

Daniel  Berger 

GREENE  COUNTY 
Delegate: 

Shamin  A.  Shamsi 
Alternate: 

Priyakant  K.  Desai 

MIAMI  COUNTY 
Delegate: 

Jerry  L.  Hammon 
Alternate: 

Valeriy  Moysaenko 

MONTGOMERY  COUNTY 
Delegates: 

Herman  I.  Abromowitz 
Gerald  J.  Broock 
D.  Kiefer  Campbell 
Arthur  Gardikes 
Stephen  T.  House 
Richard  Jenkins 
Arlene  L.  Kagner 
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continued 


Konrad  F.  Kircher 
Alan  Klein 
Warren  Muth 
W.  Scott  Nekrosius 
Kasimir  Oganowski 
Alternates: 

Soma  A.  Avva 
Sean  Convery 
John  A.  Dutro 
J.  Gregory  Dudash 
Ramesh  K.  Gandhi 
Richard  Hoback 
Charles  D.  Moody 
Richard  B.  Reiling 
Steven  Swedlund 
Dwight  Tuuri 

PREBLE  COUNTY 
Delegate: 

John  D.  Darrow 
Alternate: 


SHELBY  COUNTY 
Delegate: 

Garry  C.  Harris 
Alternate: 


THIRD  DISTRICT 


ALLEN  COUNTY 
Delegates: 

Richard  L.  Faler 
L.W.  Like 
Alternates: 

Richard  S.  Gordon 
Susan  L.  Hubbell 


AUGLAIZE  COUNTY 
Delegate: 

Thomas  C.  Dozier 

Alternate: 


CRAWFORD  COUNTY 
Delegate: 

Mehdi  M.  Ressallat 

Alternate: 

Kenneth  M.  Mondal 


HANCOCK  COUNTY 
Delegate: 

Thomas  L.  Mount 

Alternate: 

HARDIN  COUNTY 
Delegate: 

James  S.  Campbell 
Alternate: 

Leonard  K.  Smith 

LOGAN  COUNTY 
Delegate: 

Donald  R.  Ebersole 

Alternate: 

MARION  COUNTY 
Delegate: 

Paul  E.  Lyon 
Alternate: 

D.  Lee  Johnson 

MERCER  COUNTY 
Delegate: 

Philip  R.  Masser 

Alternate: 

SENECA  COUNTY 
Delegate: 

James  A.  Murray 

Alternate: 

Roberto  R.  Pagarigan 

VAN  WERT 

Delegate: 

Jack  H.  Cox 
Alternate: 

Joel  D.  Knerr 

WYANDOT  COUNTY 
Delegate: 

Herschel  A.  Rhodes 

Alternate: 


FOURTH  DISTRICT 


DEFIANCE  COUNTY 
Delegate: 

Benedict  B.  Lenhart 


Alternate: 

Richard  G.  Smith 

FULTON  COUNTY 
Delegate: 

D.  A.  Thompson 
Alternate: 

B.  B.  Cohen 

HENRY  COUNTY 
Delegate: 

Antonio  A.  Lauengco 
Alternate: 

Romeo  S.  Flora 

LUCAS  COUNTY 
Delegates: 

Roland  A.  Gandy,  Jr. 

B.  Leslie  Huffman,  Jr. 
James  A.  Jagodzinski 
Su-Pa  Kang 
Jerome  Kimmelman 
Richard  H.  Koop 
Howard  S.  Madigan 
Antonio  B.  Paat 
Richard  D.  Ruppert 
Lance  A.  Talmage 
Richard  J.  Wiseley 
Alternates: 

Stephen  P.  Bazeley 
Alcuin  D.  Bennett 
Leo  J.  P.  Clark 
Sydney  O.  Fernandes 
Frank  E.  Foss 
Steven  E.  Gordon 
Robert  E.  Kose 
Donald  B.  Marshall 
Mary  R.  Smith 
William  C.  Sternfeld 
Leslie  E.  Whitmire 

OTTAWA  COUNTY 
Delegate: 

William  R.  Bauer 
Alternate: 

John  F.  Bodie 

PAULDING  COUNTY 
Delegate: 

Kirkwood  A.  Pritchard 

Alternate: 
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PUTNAM  COUNTY 
Delegate: 

James  Overmier 
Alternate: 

John  R.  Brown 

SANDUSKY  COUNTY 
Delegate: 

J.  Michael  Hazlett 

Alternate: 

WILLIAMS  COUNTY 
Delegate: 

John  E.  Moats 
Alternate: 

Robert  W.  Dilworth 

WOOD  COUNTY 
Delegate: 

Douglas  S.  Hess 
Alternate: 

Luana  J.  Hess 


FIFTH  DISTRICT 


ASHTABULA  COUNTY 
Delegate: 

David  A.  Floering 
Alternate: 

David  A.  Steiger 

CUYAHOGA  COUNTY 
Delegates: 

Karl  S.  Alfred 
Victor  M.  Bello 
Wilma  F.  Bergfeld 
Leon  A.  Brown 
John  H.  Budd 
Theodore  J.  Castele 
Michael  D.  Cressman 
Carl  Culley,  Jr. 

John  Dorsky 
Nicholas  G.  DePiero 
Edith  H.  Evangelista 
Stanley  J.  Fox 
Michael  H.  Frankel 
Richard  B.  Fratianne 
John  J.  Gaughan 
Gita  P.  Gidwani 
Thomas  E.  Gretter 
James  Harris 


Donald  W.  Junglas 
William  J.  Keating 
Edward  G.  Kilroy 
Drue  King,  Jr. 

Carolyn  K.  Lee 
George  P.  Leicht 
Howard  L.  Levine 
Lawrence  J.  McCormack 
Hermann  Menges,  Jr. 
Richard  J.  Nowak 
Michael  J.  Papsidero 
James  L.  Phillips 
Ronald  L.  Price 
Anne  L.  Rassiga 
Bartholomew  D.  Ragucci 
Leonard  P.  Rome 
Peggy  Jeanne  St.  Clair 
Frederick  T.  Suppes 
Warner  W.  Tuckerman 
Daniel  W.  van  Heeckeren 
William  S.  Wilke 
Robert  M.  Zollinger,  Jr. 
Alternates: 

Mahmoud  Adam 
Michael  T.  Barkoukis 
Gary  Birnbaum 
Salvatore  J.  Ciresi 
Charles  L.  Emerman 
Philbert  P.  Jones,  III 
Louise  J.  Keating 
Unni  P.  K.  Kumar 
Thomas  J.  Lavin 
Charles  A.  Peck 
Avram  E.  Pearlstein 
Ellen  Rothchild 
Nandlal  Varyani 
William  O.  Wagner 
Diana  Whittlesey 

GEAUGA  COUNTY 
Delegate: 

Bruce  E.  Andreas 
Alternate: 

Kevin  M.  Chartrand 

LAKE  COUNTY 
Delegates: 

John  A.  Bukovnik 
Mahmood  Pazirandeh 
Alternates: 

Armando  Damian 
Gary  B.  Kaplan 
Joseph  H.  Myers 


SIXTH  DISTRICT 

COLUMBIANA  COUNTY 
Delegate: 

John  R.  Madison 
Alternate: 

Dharan  Batish 

MAHONING  COUNTY 
Delegates: 

J.  James  Anderson 
James  A.  Lambert 
Lloyd  E.  Slusher 
Hai-Shiuh  Wang 
Karl  F.  Wieneke,  Jr. 
Alternates: 

A.  Gary  Bitonte 
Thomas  N.  Detesco 
Brian  S.  Gordon 
Prabhudas  R.  Lakhani 
Richard  A.  Memo 

STARK  COUNTY 
Delegates; 

Robert  N.  DiSimone 
George  E.  Ewing 
Edward  E.  Grable 
Louis  A.  Kovacs 
Raymond  J.  McMahon,  Jr. 
Robert  C.  Reed 
Charles  E.  Smith 
Alternates: 

Gregory  Johnson 
Andres  B.  Lao,  Jr. 

Hannelore  Smith 
David  J.  Utlak 
George  Vogelgesang 
Paul  W.  Welch 
Donald  Zimmerman 

TRUMBULL  COUNTY 
Delegates: 

Irvine  G.  Milheim,  Jr. 

John  O.  Vlad 
Alternates: 

Howard  C.  Adelman 
Alfredo  R.  Gorospe 


SEVENTH  DISTRICT 


BELMONT  COUNTY 
Delegate: 

Pratop  Souri 
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continued 


Alternate: 

G.  Chawla 

CARROLL  COUNTY 
Delegate: 

Nan  M.  Bissell 
Alternate: 

Donald  P.  Wingard 

COSHOCTON  COUNTY 
Delegate: 

Linda  J.  Magness 
Alternate: 

Robert  Gwinn 

HARRISON  COUNTY 
Delegate: 

James  Z.  Scott 
Alternate: 

John  Kuziak 

JEFFERSON  COUNTY 
Delegate: 

James  Cottrell 
Alternate: 

Ronald  C.  Agresta 

MONROE  COUNTY 
Delegate: 

Donald  R.  Piatt 
Alternate: 

Linda  K.  Loughman 

TUSCARAWAS  COUNTY 
Delegate: 

Daniel  Clemens 
Alternate: 

Philip  T.  Doughten 


EIGHTH  DISTRICT 


ATHENS  COUNTY 
Delegate: 

James  R.  Gaskell 
Alternate: 

Philip  D.  Kinnard 

FAIRFIELD  COUNTY 
Delegate: 

James  A.  Merk 
Alternate: 

Thomas  R.  Vajen 


GUERNSEY  COUNTY 
Delegate: 

H.D.  Miller 
Alternate: 

Thomas  D.  Swan 

LICKING  COUNTY 
Delegate: 

Thomas  J.  Hall 
Alternate: 

Keith  R.  Kulow 

MORGAN  COUNTY 
Delegate: 

Alternate: 

MUSKINGUM  COUNTY 
Delegates: 

Juan  R.  LaCerda 
John  W.  Ray 
Alternate: 

Jack  Butterfield 

NOBLE  COUNTY 
Delegate: 

Frederick  M.  Cox 

Alternate: 

PERRY  COUNTY 
Delegate: 

Walter  Wielkiewicz 

Alternate: 

WASHINGTON  COUNTY 
Delegate: 

Gregory  B.  Krivchenia 

Alternate: 

Lloyd  D.  Dennis 


NINTH  DISTRICT 


GALLIA  COUNTY 
Delegate: 

Carol  M.  Sholtis 
Alternate: 

Rebecca  T.  Strafford 

HOCKING  COUNTY 
Delegate: 

Steven  W.  Walter 


Alternate: 

Roy  R.  Bontrager 

JACKSON  COUNTY 
Delegate: 

John  W.  Zimmerly 
Alternate: 

Carl  J.  Greever 

LAWRENCE  COUNTY 
Delegate: 

Harold  L.  Dyer 
Alternate: 

A.  Burton  Payne 

MEIGS  COUNTY 
Delegate: 

James  E.  Witherell 

Alternate: 

PIKE  COUNTY 

Delegate: 

Kenneth  A.  Wilkinson 

Alternate: 

SCIOTO  COUNTY 
Delegate: 

Wayne  B.  Wheeler 
Alternate: 

George  P.  Pettit 

VINTON  COUNTY 

No  active  society 


TENTH  DISTRICT 


DELAWARE  COUNTY 
Delegate: 

Michael  D.  Reuter 
Alternate: 

David  S.  Smith,  Jr. 

FAYETTE  COUNTY 
Delegate: 

Robert  A.  Heiny 
Alternate: 

Abdiel  Lorente 

FRANKLIN  COUNTY 
Delegates: 

James  E.  Barnes 
Ronald  B.  Berggren 
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Janet  K.  Bixel 
Lx)uis  J.R.  Goorey 
William  H.  Havener 
Ernest  W.  Johnson 
Owen  E.  Johnson 
Paul  S.  Metzger 
William  A.  Millhon 
William  T.  Paul 
James  J.  Powers 
Victoria  Ruff 
Manuel  Tzagournis 
Claire  V.  Wolfe 
Alternates: 

James  N.  Baird,  Jr. 
Thomas  P.  Beach 
Edward  T.  Bope 
John  A.  Burkhart 
A.  Robert  Davies 
Nino  Di  lullo 
Antoinette  P.  Eaton 
Marvin  G.  Green 
William  Hamelberg 
Robert  M.  Hess 
Lester  E.  Imboden 
Phillip  D.  Jeffers 
James  A.  Mechenbier 
John  Peter  Minton 
Ali  Mokhtari 
Charles  F.  Mueller 

KNOX  COUNTY 

Delegate: 

William  A.  Elder 

Alternate: 

MADISON  COUNTY 
Delegate: 

C.  Terrill  Hay 
Alternate: 

Brawley  Arikawa 

MORROW  COUNTY 
Delegate: 

Brian  L.  Bachelder 

Alternate: 

Daniel  J.  Dahlhausen 

PICKAWAY  COUNTY 
Delegate: 

Vernon  G.  Bolender 
Alternate: 

Michael  E.  Geron 


ROSS  COUNTY 

Delegate: 

Joseph  S.  McKell 
Alternate: 

Max  R.  Hickman 

UNION  COUNTY 
Delegate: 

Michael  J.  Conrad 

Alternate: 


ELEVENTH  DISTRICT 


ASHLAND  COUNTY 
Delegate: 

Jon  H.  Cooperrider 
Alternate: 

Michael  D.  Stencel 

ERIE  COUNTY 
Delegates: 

Charles  J.  Everett 
Lawrence  McCormack 

Alternate: 

HOLMES  COUNTY 
Delegate: 

Maurice  A.  Mullet 
Alternate: 

M.  Robert  Huston 

HURON  COUNTY 
Delegate: 

N.  M.  Camardese 
Alternate: 

John  E.  Rosso 

LORAIN  COUNTY 
Delegates: 

William  L.  Hassler 
Feite  F.  Hofman 
W.  Jeanne  McKibben 
Daniel  C.  Zaworski 
Alternates: 

William  L.  Ferber 
Nicandro  V.  Leano 
Thomas  R.  Martin 
Roy  H.  Thomas 

MEDINA  COUNTY 
Delegate: 

Bennis  E.  Grable 


Alternate: 

RICHLAND  COUNTY 
Delegates: 

Joel  E.  Kaye 
Joseph  E.  Stolfi 
Alternates: 

Robin  F.  Beran 
John  L.  Marquardt 

WAYNE  COUNTY 
Delegate: 

John  W.  Thomas 
Alternate: 

David  B.  Reynolds 


TWELFTH  DISTRICT 


PORTAGE  COUNTY 
Delegate: 

Donald  A.  Hammel 
Alternate: 

Michael  Mastromatteo 

SUMMIT  COUNTY 
Delegates: 

Herbert  E.  Croft 
William  Dorner,  Jr. 

C.  William  Keck 
W.  Paul  Kilway,  Jr. 

Joseph  L.  Kloss 
E.  Gates  Morgan 
Charles  A.  Peter 
Abdon  E.  Villalba 
Alternates: 

Andrew  DiBartolomeo 
Eugene  A.  Feldheimer 
John  A.  Fink 
Paul  D.  Gatewood 
Keith  P.  Kaufman 
Brian  Keaton 
A.  Leo  Leiby 
Michael  J.  Seider 

OSMA/MSS  DELEGATES 
CWRU  Rex  A.  Birkmire 

UC  Larry  Frick 

MCO  James  F.  Stewart 

NEOUCOM  Stacey  Hollaway 
OSU  Mary  E.  Riess 

WSU  Cindy  J.  Smith 

continued  on  page  295 
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Hospital  Medical  Staff  Section  Annual  Meeting 
in  Dayton  May  5 — highlight  to  be  RBRVS 


The  OSMA-HMSS  Annual  Meeting  will  be  held  in  Dayton  on  Friday,  May  5.  The  HMSS 
meeting  will  meet  in  conjunction  with  the  OSMA  Annual  Meeting  and  House  of  Delegates. 

Highlights  of  the  meeting  include  a presentation  on  the  Resource-Based  Relative  Value 
Scale  (RBRVS)  and  Physician  Payment  Review  Commission  (PPRC).  Guest  speakers  are 
Jim  Bob  Brame,  MD,  Past-President  of  the  Texas  Medical  Association  and  a member  of  the 
PPRC,  and  Louis  Goodman,  Director  of  Medical  Economics  for  TMA. 

In  addition,  medical  staff  representatives  will  hold  a brief  business  meeting  emd  elect 
officers  for  1989-90.  This  is  also  the  first  year  the  HMSS  will  submit  resolutions  to  the  OSMA 
House  of  Delegates  concerning  issues  of  concern  to  hospital  medical  staffs.  It  is  vital  that 
your  hospital  send  a representative  to  the  OSMA-HMSS  Annual  Meeting. 

For  more  information,  or  to  register,  contact  the  Department  of  Legal  Services  at 
(614)  486-2401. 


OSMA  presents  seminar  on 
Ohio  Model  Medical  Staff  Bylaws 

The  OSMA  Department  of  Legal  Services  will  present  a seminar  on  the 
Ohio  Model  Hospital  Medical  Staff  Bylaws  on  Friday,  May  5 in  Dayton. 
The  seminar  will  be  held  in  conjunction  with  the  OSMA  Hospital  Medical 
Staff  Section  Annual  Meeting. 

OSMA  staff  attorneys  and  outside  counsel  will  be  on  hand  to  discuss 
topics  of  importance  to  physicians  with  hospital  privileges.  These  topics 
include  guidelines  for  disciplinary  action,  due  process  protection  and 
fair  hearing  procedures. 

Physicians  who  serve  on  their  hospital's  medical  staff  bylaws  committee 
as  well  as  physicians  who  perform  peer  review  activities  should  plan  to 
attend  this  seminar.  There  will  be  an  opportunity  to  ask  questions  about 
the  formation  of  the  model  bylaws  as  well  as  a chance  for  physicians  to 
voice  their  concerns. 

The  seminar  will  begin  at  10  a.m.  and  conclude  at  1 p.m. 

The  $25  per  person  registration  fee 
includes  lunch.  To  register, 
contact  the  Department  of 
Legal  Services  at  (614)  486-2401. 


County  Medical  Societies 

Officers,  Executive  Directors  and  Meeting  Dates 


FIRST  DISTRICT 


Councilor:  Stanley  J.  Lucas,  M.D., 
2905  Burnet  Ave.,  Cincinnati 
45219-2403. 

ADAMS:  Dale  L.  Mathias, 

M.D.,  President  and  Secretary- 
Treasurer,  195  Hopping  Ave., 
Peebles  45660-1079.  Second 
Tuesday,  February,  May,  August 
and  November. 

BROWN:  Jeffrey  S.  Donohoo, 
M.D.,  President,  111  W.  Cherry 
St.,  Georgetown  45121;  Tim 
McKinley,  M.D.,  Secretary- 
Treasurer,  408  Smith  Rd.,  Mount 
Grab  45154-9416.  Third  Tuesday. 

*BUTLER:  Harry  M.  Davin, 
M.D.,  President,  532  Main  St., 
Hamilton  45013;  Stanley  B. 

Ignatow,  M.D.,  Secretary-Treasurer, 
630  Eaton  Ave.,  Hamilton 
45013-2767;  Badonna  Reese, 
Executive  Secretary,  111  Buckeye 
St.,  P.O.  Box  1067,  Hamilton 
45012,  513/893-1410.  Third 
Wednesday,  alternate  months 
starting  November. 

CLERMONT:  Edward  J. 

Severyn,  M.D.,  President,  860 
Ohio  Pike,  Withamsville 
45245-2204;  William  B.  Selnick, 

D. O.,  Secretary-Treasurer,  Second  & 

E.  Loveland  Aves.,  Loveland 
45140.  Third  Wednesday  except 
July  and  August. 

CLINTON:  Janet  Gick,  M.D., 
President,  222  W.  Main  St., 
Wilmington  45177;  Keith  B. 

Holten,  M.D.,  Secretary-Treasurer, 
1184  W.  Locust  St.,  Wilmington 
45177-2009;  Marilyn  S.  Walker, 
Executive  Secretary,  119  Old  Route 
122,  Lebanon  45036,  513/382-9250. 
Fourth  Tuesday  except  July, 
September  and  December. 


*HAMILTON:  James  J. 
Anthony,  M.D.,  President,  111 
Wellington  PL,  Cincinnati 
45219-1709;  Jerome  F.  Wiot,  M.D., 
Secretary,  University  Hospital 
Dept,  of  Radiology,  234  Goodman 
St.,  Cincinnati  45267-0742; 

William  J.  Galligan,  Executive 
Director,  320  Broadway,  Cincinnati 
45202,  513/421-7010.  Second 
Tuesday  except  July  and  August. 

HIGHLAND;  No  active  county 
medical  society. 

WARREN:  Jan  Perry  Knisely, 
M.D.,  President,  1618  Deerfield 
Rd.,  Lebanon  45036-9676;  Walter 
Meyer,  M.D.,  Secretary,  1004 
Oregonia  Rd.,  Lebanon  45036. 
Second  Tuesday. 


SECOND  DISTRICT 


Councilor:  Walter  A.  Reiling,  Jr., 
M.D.,  2200  Philadelphia  Dr., 
Suite  548,  Dayton  45406-1830. 
CHAMPAIGN:  Jae  J.  Koh, 
M.D.,  President,  27  Rue  Saint 
Charles,  Urbana  43078-2314;  Sher 
S.  Guleria,  M.D.,  Secretary- 
Treasurer,  900  E.  Court  St., 
Urbana  43078-2226.  Second 
Wednesday,  February,  April,  May, 
then  as  needed. 

CLARK:  Paul  Andorfer,  M.D., 
President,  4465  E.  National  Rd., 
Springfield  45505-1731;  Harvey  T. 
Staton,  M.D.,  Secretary,  435  S. 
Burnett  Rd.,  Springfield 
45505-2717;  Roberta  Parish, 
Executive  Secretary,  415  V2  W. 
McCreight  Ave.,  Suite  B, 
Springfield  45504,  513/324-8618 
afternoons.  Third  Monday. 
DARKE:  Donald  W.  Pohlman, 


M.D.,  President,  8743  Cambridge 
Dr.,  Versailles  45380-9569;  Carlos 
K.  Menendez,  M.D.,  Secretary, 

5735  Meeker  Rd.,  Greenville 
45331-1052.  Third  Tuesday. 

GREENE:  Emerson  M. 
Harewood,  Jr.,  M.D.,  President, 
P.O.  Box  459,  Xenia  45385-0459; 
Walter  G.  Venable,  M.D., 
Secretary-Treasurer,  562  E.  Dayton 
Yellow  Springs  Rd.,  Fairborn 
45324;  Judith  L.  Khoii,  Executive 
Director,  1141  N.  Monroe  Dr., 
Room  235,  P.O.  Box  217,  Xenia 
45385-0217,  513/376-3783.  Second 
Wednesday,  March,  June, 
September  and  December. 

*MIAMI:  Valeriy  Moysaenko, 
M.D.,  President,  550  Summit  Ave., 
Troy  45373-3065;  Yagnesh  Raval, 
M.D.,  Secretary,  Piqua  Memorial 
Hospital,  624  Park  Ave.,  Piqua 
45356-2098.  First  Tuesday, 
September  through  June. 

MONTGOMERY:  Dale  R. 

Hines,  M.D.,  President,  2600  Far 
Hills  Ave.,  Dayton  45419-1695; 
Watson  D.  Parker,  Jr.,  M.D., 
Secretary,  1001  Runnymede  Rd., 
Dayton  45419-2919;  Richard  G. 
Tapia,  Executive  Director,  40  S. 
Perry  St.,  Suite  100,  Dayton  45402, 
513/223-0990.  Fourth  Thursday. 

PREBLE:  John  D.  Darrow, 

M.D.,  President  and  Secretary- 
Treasurer,  228  N.  Barron  St., 

Eaton  45320-1704. 

SHELBY:  Garry  C.  Harris, 

M.D.,  President,  Wilson  Memorial 
Hospital,  915  W.  Michigan  St., 
Sidney  45365-2401;  Bruce  C. 
Urbane,  D.O.,  Secretary-Treasurer, 
1809  Burkewood  Dr.,  Sidney 
45365.  Second  Tuesday. 
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THIRD  DISTRICT 


Councilor:  William  H.  Kose,  M.D., 

200  W.  Pearl  St.,  Findlay 

45840-1394. 

*ALLEN:  David  B.  Steiner, 

M.D.,  President,  1220  E.  Elm  St., 
#110,  Lima  45804-2892;  Roger  L. 
Terry,  M.D.,  Secretary-Treasurer, 
1220  E.  Elm  St.,  #110,  Lima 
45804-2892;  Will  Wolf,  Executive 
Secretary,  P.O.  Box  1647,  Lima 
45802,  419/228-3335.  Third 
Tuesday,  September  through  May. 

AUGLAIZE:  Robert  J.  Herman, 
M.D.,  President,  1007  W.  Auglaize 
St.,  Wapakoneta  45895-1351; 
Thomas  C.  Dozier,  D.O., 
Secretary-Treasurer,  112  Court  St., 
St.  Marys  45885-2235.  First 
Thursday,  alternating  months 
starting  January. 

CRAWFORD:  Kenneth  M. 
Mondal,  M.D.,  President,  270 
Portland  Way  S.,  Gallon 
44833-2311;  Antonio  M.  Rondon, 
M.D.,  Secretary-Treasurer,  270 
Portland  Way  S.,  Gallon 
44833-2311.  Meetings  when  called. 

HANCOCK:  Richard  H. 
Deerhake,  M.D.,  President,  1818 
Chapel  Drive,  Suite  A,  Findlay 
45840-1313;  Michael  W. 

Lindamood,  M.D.,  Secretary,  200 
W.  Pearl  St.,  Findlay  45840-1332. 
Third  Tuesday,  September  through 
June. 

HARDIN:  Jeffrey  L.  Neuhauser, 
M.D.,  President,  75  Washington 
Blvd.,  Kenton  43326-2037;  Murli 
R.  Deshmukh,  M.D.,  Secretary- 
Treasurer,  405  N.  Main  St.,  Kenton 
43326.  Second  Tuesday. 

LOGAN:  Donald  R.  Ebersole, 
M.D.,  President  and  Secretary- 
Treasurer,  715  Rush,  Bellefontaine 
43311-2250.  Meetings  when  called. 

*MARION:  James  M.  Bazzoli, 
M.D.,  President,  1040  Delaware 
Ave.,  Marion  43302-6416;  Ronald 
A.  Landefeld,  M.D.,  Secretary- 
Treasurer,  170  Fairfax  Ave.,  Marion 
43302-6412.  First  Tuesday. 

MERCER:  Philip  R.  Masser, 
M.D.,  President,  724  E.  Wayne  St., 


Celina  45822-1356;  Thangaraj 
Amaran,  M.D.,  Secretary-Treasurer, 
950  S.  Main,  Celina  45822-2417. 
Third  Thursday. 

SENECA:  Randolph  D.  Gibbs, 
M.D.,  President,  1315  Oxford 
Lane,  Fostoria  44830-1644; 

Terrence  Fondessy,  M.D., 
Secretary-Treasurer,  506  Van  Buren 
St.,  Fostoria  44830;  Pat  Emerson, 
Executive  Secretary,  509  College 
Ave.,  Fostoria  44830, 

419/435-9340.  Third  Tuesday, 
September  through  June  except 
December. 

VAN  WERT:  Bashar  Hamdi, 
M.D.,  President,  140  Fox  Rd.,  Van 
Wert  45891-2491;  Jerry  Sell,  M.D., 
Secretary-Treasurer,  506  W.  Main 
St.,  Rockford  45882-9304.  First 
Tuesday. 

WYANDOT:  Herschel  A. 

Rhodes,  M.D.,  President,  777  N. 
Sandusky  Ave.,  Upper  Sandusky 
43351-1029;  Donald  P.  Smith, 

M. D.,  Secretary-Treasurer,  103  N. 
Pennington  St.,  Sycamore  44882; 
Robin  Binkley,  Executive  Secretary, 
Wyandot  Memorial  Hospital,  885 

N.  Sandusky  Ave.,  Upper 
Sandusky  43351,  419/294-4991. 
Second  Tuesday. 


FOURTH  DISTRICT 


Councilor:  John  A.  Devany,  M.D., 
2030  Mt.  Vernon  Blvd.,  Toledo 
43607-1544. 

DEFIANCE:  Paul  E.  Brose, 
M.D.,  President,  1400  E.  Second 
St.,  Defiance  43512-2440;  John  J. 
Racciato,  M.D.,  Secretary-Treasurer, 
328  Koerber  Dr.,  Defiance 
43512-3318.  First  Saturday. 

FULTON:  David  A.  Thompson, 
M.D.,  President,  405  E.  Lutz  Rd., 
Archbold  43502-1252;  Estela  T. 
Miquiabas,  M.D.,  Secretary- 
Treasurer,  725  S.  Shoop  Ave., 
Wauseon  43567-1701.  Second 
Tuesday  quarterly. 

HENRY:  Romeo  S.  Flora,  M.D., 
President,  407  Independence  Dr., 
Napoleon  43545-9678;  Mary  Jane 
Brand, 


M.D.,  Secretary-Treasurer,  Henry 
County  Hospital,  11-600  S.R.  424, 
Napoleon  43545-9399.  Meetings 
when  called. 

LUCAS:  Leslie  E.  Whitmire, 
M.D.,  President,  5330 
Heatherdowns,  Suite  205,  Toledo 
43614-4644;  Michael  E.  Stark, 
M.D.,  Secretary,  5800  Monroe  St., 
P.O.  Box  8100,  Sylvania 
43560-8100;  Lee  F.  Wealton, 
Executive  Director,  4428  Secor  Rd., 
Toledo  43623,  419/473-3200. 
Council  fourth  Tuesday,  September 
through  June. 

OTTAWA:  Guillermo  Crisologo, 
M.D.,  President,  620  Jefferson  St., 
Port  Clinton,  43452-2413;  Ih-Foo 
Lin,  M.D.,  Secretary-Treasurer, 

1803  Concord  Circle,  Port  Clinton 
43452-2935.  Second  Friday. 

PAULDING:  Don  K.  Snyder, 
M.D.,  President,  Box  57,  Payne 
45880-0057;  Kirkwood  A. 

Pritchard,  M.D.,  Secretary- 
Treasurer,  119  S.  Main  St., 

Paulding  45879-1409.  Third 
Monday. 

PUTNAM:  Steven  K. 
McCullough,  D.O.,  President,  629 
Lousanne,  Bluffton  45817-1514; 
David  R.  Dunkin,  D.O.,  Secretary- 
Treasurer,  E.  Rice  St.,  P.O.  Box 
997,  Continental  45831.  First 
Tuesday. 

SANDUSKY:  J.  Michael 
Hazlett,  M.D.,  President  and 
Secretary-Treasurer,  2575  Hayes 
Ave.,  Suite  2,  Fremont  43420. 

Third  Thursday. 

WILLIAMS:  Thomas  M.  Coon, 
M.D.,  President,  507  Newdale  Dr., 
Bryan  43506-1930;  Richard  L. 

Hess,  M.D.,  Secretary-Treasurer, 

442  W.  High  St.,  Bryan 
43506-1616;  Rebecca  Cape, 
Executive  Secretary,  Bryan  Medical 
Group,  442  W.  High  St.,  Bryan 
43506-1616,  419/636-4517.  Third 
Tuesday,  September,  November, 
January  and  May. 

*WOOD:  Robert  G.  Neville, 
M.D.,  President,  960  W.  Wooster 
St.,  Suite  207,  Bowling  Green 
43402-2646;  Jose  Guerra,  Jr., 
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M.D.,  Secretary-Treasurer,  727 
Rosalind  Dr.,  Bowling  Green 
43402.  Second  Thursday. 


FIFTH  DISTRICT 


Councilor:  Henry  G.  Krueger, 

M.D.,  24700  Lorain  Rd.,  North 

Olmsted  44070-2068. 

ASHTABULA:  David  A. 
Floering,  M.D.,  President,  2420 
Lake  Ave.,  Ashtabula  44004-4993; 
Noel  Nellis,  M.D.,  Secretary- 
Treasurer,  2420  Lake  Ave., 
Ashtabula  44004-4993;  Amy 
Housel,  Executive  Secretary,  P.O. 
Box  1772,  Ashtabula  44004, 
216/997-6640.  Second  Tuesday. 

*CUVAHOGA:  Daniel  W.  van 
Heeckeren,  M.D.,  President,  2074 
Abington  Rd.,  Cleveland 
44106-2602;  O.  David  Solomon, 
M.D.,  Secretary-Treasurer,  26900 
Cedar  Rd.,  #310,  Cleveland 
44122-1148;  George  D.  Reitz, 
Executive  Vice  President,  11001 
Cedar  Ave.,  Cleveland  44106, 
216/229-2200.  Board  of  Directors 
second  Tuesday. 

GEAUGA:  Joan  T.  Davis,  M.D., 
President,  13221  Ravenna  Rd., 
Chardon  44024-9016;  Susan  S. 
Slawson,  M.D.,  Secretary-Treasurer, 
401  South  St.,  Bldg.  3-A,  Chardon 
44024;  Margaret  Pace,  Executive 
Secretary,  Geauga  Hospital,  13207 
Ravenna  Rd.,  P.O.  Box  249, 
Chardon  44024.  Second  Thursday, 
February,  June,  September  and 
November. 

LAKE:  Janet  M.  Blanchard, 
M.D.,  President,  7915  Munson 
Rd.,  #2,  Mentor  44060;  Steven  P. 
Combs,  M.D.,  Secretary-Treasurer, 
36100  Euclid  Ave.,  #170, 
Willoughby  44094;  Janice  A. 

Vargo,  Executive  Secretary,  5900 
Dewey  Rd.,  Madison  44057, 
216/942-9135.  February,  May, 
September  and  November. 


SIXTH  DISTRICT 


Councilor:  J.  James  Anderson, 
April  1989 


M.D.,  5204  Mahoning  Ave., 

Suite  103,  Youngstown 

44515-1808. 

COLUMBIANA:  Helouise  C. 
Mapa,  M.D.,  President,  142  W. 
Fifth  St.,  East  Liverpool 
43920-2901;  Dharan  Batish, 
Secretary-Treasurer,  489  Broad 
View  Circle,  East  Liverpool  43920; 
Pearl  Koenreich,  Executive 
Secretary,  530  Hawley  Ave.,  Salem 
44460,  216/337-8859.  Third 
Tuesday,  September  through  May 
except  December. 

MAHONING:  Karl  F.  Wieneke, 
Jr.,  M.D.,  President,  64  Ridge 
Ave.,  Youngstown  44502-1944; 
Kimbroe  J.  Carter,  M.D., 

Secretary,  St.  Elizabeth  Medical 
Center,  P.O.  Box  1790,  Youngstown 
44501;  Eleanor  Pershing,  Executive 
Director,  5104  Market  St., 
Youngstown  44512,  216/788-4700. 
Third  Tuesday,  January,  March, 
May,  September,  November  and 
December. 

STARK:  Elbert  Magoon,  M.D., 
President,  800  McKinley  Ave., 

N.W.,  Canton  44703-2463;  Warren 
Henry  Kofol,  M.D.,  Secretary- 
Treasurer,  830  Amherst  Rd.,  N.E., 
Massillon  44646-8518;  Nancy  L. 
Adams,  Executive  Director,  4942 
Higbee  Ave.,  N.W.,  Suite  L, 

Canton  44718,  216/492-3333. 
Second  Thursday,  October  through 
April. 

TRUMBULL:  Robert  W.  Taylor, 
M.D.,  President,  1515  E.  Market 
St.,  Warren  44483-6611;  Robert  1. 
Schaffer,  M.D.,  Secretary-Treasurer, 
5000  E.  Market  St.,  Suite  1, 

Warren  44484-2206;  Doris  P.  Dean, 
Executive  Director,  280  N.  Park 
Ave.,  Suite  4,  Warren  44481, 
216/394-4556.  Third  Wednesday, 
September  through  May  except 
December. 


SEVENTH  DISTRICT 


Councilor:  Nermin  D.  Lavapies, 
M.D.,  1220  Hughes  Ave., 
Martins  Ferry  43935-1935. 


BELMONT:  Pratop  Souri,  M.D., 
President,  Barnesville  Medical 
Center,  Barnesville  43713-1097; 
Nermin  D.  Lavapies,  M.D., 
Secretary-Treasurer,  1220  Hughes 
Ave.,  Martins  Ferry  43935-1935. 
Third  Thursday,  February  through 
April  and  September  through 
December. 

CARROLL:  Nan  M.  Bissell, 
M.D.,  President,  450  S.  Lisbon  St., 
Box  338,  Carrollton  44615-0338; 
Donald  P.  Wingard,  D.O., 
Secretary-Treasurer,  P.O.  Box  265, 
Carrollton  44615-0265.  Third 
Tuesday. 

COSHOCTON:  Susan  Magness- 
Carver,  M.D.,  President,  904  Green 
Dr.,  Coshocton  43812-2454;  Ronald 
W.  Dillow,  M.D.,  Secretary,  1849 
Hillcrest  Dr.,  Coshocton 
43812-2729.  Second  Tuesday. 

HARRISON:  Isam  Tabbah, 

M.D.,  President,  Dept,  of  General 
Surgery,  R.D.  #1,  Cadiz  43907; 
Remigio  C.  Rubiano,  M.D., 
Secretary-Treasurer,  Harrison 
Community  Hospital,  951  E. 
Market  St.,  Cadiz  43907.  Second 
Tuesday. 

JEFFERSON:  Augusto  P.  Fojas, 
M.D.,  President,  4707  Scioto  Dr., 
Steubenville  43952-3325;  Dominic 
A.  Brancazio,  M.D.,  Secretary- 
Treasurer,  Ohio  Valley  Hospital, 
One  Ross  Park,  Steubenville  43952. 
First  Tuesday. 

MONROE:  Linda  K. 

Loughman,  M.D.,  President, 
Monroe  County  Clinic,  Route  #3, 
Woodsfield  43793-9802;  Donald  R. 
Piatt,  M.D.,  Secretary-Treasurer, 

154  S.  Main  St.,  Woodsfield 
43793-1023.  Bimonthly 
meetings. 

TUSCARAWAS:  Hasmukh  H. 
Shah,  M.D.,  President,  P.O.  Box 
106,  Strasburg  44680-0106;  John  S. 
Burnham,  M.D.,  Secretary- 
Treasurer,  1716  Cross  St.,  Dover 
44622;  Doris  Ferguson,  Executive 
Secretary,  Union  Hospital,  659 
Boulevard,  Dover  44622, 
216/343-3311.  Second  Wednesday 
of  odd  months. 
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EIGHTH  DISTRICT 


Councilor:  John  F Kroner,  Jr., 
M.D.,  444  W.  Union  St.,  Box 
708,  Athens  45701-0708. 
ATHENS:  Marjorie  E.  Nelson, 

M. D.,  President,  133  N.  Congress 
St.,  Athens  45701-1622;  John  D. 
Cunningham,  M.D.,  Secretary- 
Treasurer,  18  Hooper  St.,  Athens 
45701.  Second  Tuesday,  March, 
June,  September  and  December. 

FAIRFIELD:  Jonathan  W. 
Nusbaum,  M.D.,  President,  600 
Pleasantville  Rd.,  Lancaster  43130; 
Charles  Pruitt,  M.D.,  Secretary- 
Treasurer,  2161  Midway  Blvd., 

N. E.,  Lancaster  43130-1110;  Jane 
E.  Patterson,  Executive  Secretary, 
c/o  David  H.  Sheidler,  M.D.,  1500 
E.  Main  St.,  Lancaster  43130, 
614/654-0059.  First  Tuesday. 

GUERNSEY:  Shashi  M.  Vora, 
M.D.,  President,  P.O.  Box  784, 
Cambridge  43725-0784;  Robert  L. 
Chess,  M.D.,  Secretary-Treasurer, 
904  N.  Seventh  St.,  Cambridge 
43725-1448.  Meetings  when  called. 

LICKING:  Owen  Lee,  M.D., 
President,  1286  Stratford  Woods 
Dr.,  Newark  43055-7434;  Jackie  L. 
Underwood,  M.D.,  Secretary- 
Treasurer,  14  Westgate  Dr.,  N.E., 
Newark  43055;  Kathy  Bradley, 
Executive  Secretary,  Licking 
Memorial  Hospital,  1320  W.  Main 
St.,  Newark  43055,  614/366-0389. 
Fourth  Tuesday. 

MORGAN:  No  active  county 
medical  society. 

MUSKINGUM:  Nick  A.  Sarap, 
M.D.,  President,  830  Bethesda  Dr., 
Zanesville  43701;  Vicki  Whitacre, 
M.D.,  Secretary-Treasurer,  2435 
Dunzweiler  Dr.,  Zanesville 
43701-9624.  Second  Tuesday. 

NOBLE:  Frederick  M.  Cox, 
M.D.,  President  and  Secretary- 
Treasurer,  523  Main  St.,  P.O.  Box 
330,  Caldwell  43724-1324. 

PERRY:  Stephen  C.  Ulrich, 
M.D.,  President,  1625  Airport  Rd., 
P.O.  Box  109,  New  Lexington 
43764-0109;  William  D.  Fiorini, 
M.D.,  Secretary-Treasurer, 


313  North  Dr.,  P.O.  Box  430, 
Somerset  43783-0430.  Meet  four 
times  yearly. 

WASHINGTON:  David  L. 
Wirtz,  M.D.,  President,  Dye  St., 
P.O.  Box  188,  Newport  45768; 
Dennis  P.  Mlot,  M.D.,  Secretary- 
Treasurer,  106  Marygold  Lane, 
Marietta  45750.  Second 
Wednesday,  September  through 
May  except  December. 


NINTH  DISTRICT 


Councilor:  Richard  Villarreal, 

M.D.,  613  Center  St.,  Wheelersburg 
45694-1795. 

GALLIA:  Alice  A.  Gricoski, 
M.D.,  President,  Holzer  Clinic 
Dept,  of  Surgery,  P.O.  Box  344, 
Gallipolis  45631-0344;  James  R. 
Magnussen,  M.D.,  Secretary- 
Treasurer,  Holzer  Clinic,  Ltd.,  385 
Jackson  Pike,  P.O.  Box  344, 
Gallipolis  45631-0344.  Four  to  six 
meetings  per  year,  when  called. 

HOCKING:  Steven  W.  Walter, 
M.D.,  President,  Box  918,  Logan 
43138;  James  Hayward,  D.O., 
Secretary-Treasurer,  275  Midland 
Place,  Logan  43138.  Meets  three 
times  yearly. 

JACKSON:  Patrick  B.  Ball, 

D.O.,  President,  350  Charlotte 
Ave.,  Oak  Hill  45656-1326;  Carl  J. 
Greever,  M.D.,  Secretary-Treasurer, 
35  Vaughn  St.,  Jackson 
45640-1931.  Meetings  when  called. 

LAWRENCE:  Harold  L.  Dyer, 
D.O.,  President,  408  Washington 
St.,  Ironton  45638;  A.  Burton 
Payne,  M.D.,  Secretary-Treasurer, 
411  Center  St.,  Ironton  45638-1506. 
Fourth  Thursday,  September 
through  May. 

MEIGS:  E.S.  Villanueva,  M.D., 
President,  505  Mulberry  Heights, 
Pomeroy  45769-9573;  Wilma  A. 
Mansfield,  M.D.,  Secretary- 
Treasurer,  P.O.  Box  709,  Pomeroy 
45769-0709.  Meetings  when  called. 

PIKE:  Kenneth  A.  Wilkinson, 
M.D.,  President,  100  Hilltop  Rd., 
Waverly  45690;  Michael  P.  Parker, 


M.D.,  Secretary,  900  State  Route 
551,  Waverly  45690.  Second 
Monday. 

SCIOTO:  Wayne  E.  Young, 

M.D.,  President,  Bulwer  & Gallia 
Sts.,  P.O.  Box  460,  Wheelersburg 
45694;  Suzann  M.  Bonzo,  M.D., 
Secretary-Treasurer,  1725  27th  St., 
Suite  1-B,  Portsmouth  45662-2654; 
Ann  Borden,  Executive  Secretary, 
c/o  Scioto  Memorial  Hospital, 

1805  27th  St.,  Portsmouth 
45662-2640,  614/354-5315.  Second 
Tuesday  except  second  Thursday  in 
February  and  December. 

VINTON:  No  active  county 
medical  society. 


TENTH  DISTRICT 


Councilor:  H.  William  Porterfield, 
M.D.,  Physicians  Health  Plan, 
3650  Olentangy  River  Rd., 
Columbus  43214-3441. 
DELAWARE:  S.E.  Sivashanker, 
MD,  President,  4111  Stover  Rd., 
Ostrander  43061-9778;  Lloyd  E. 
Moore,  M.D.,  Secretary-Treasurer, 
141  S.  Main  St.,  Prospect 
43342-9569.  First  Wednesday, 
January,  April,  July  and 
November. 

FAYETTE:  Robert  U.  Anderson, 
M.D.,  President,  114  N.  North  St., 
Washington  C.H.  43160-1456; 
Robert  A.  Heiny,  M.D.,  Secretary- 
Treasurer,  616  Willard  St.,  P.O. 

Box  457,  Washington  C.H. 
43160-0457.  Second  Friday. 

*FRANKLIN:  James  J.  Powers, 
M.D.,  President,  111  S.  Grant  Ave., 
Columbus  43215-4701;  Ronald  E. 
Kendrick,  M.D.,  Secretary- 
Treasurer,  911  Stoney  Creek  Rd., 
Worthington  43085-3454;  James  S. 
Imboden,  Executive  Director,  525 
Metro  Place  N.,  Suite  440,  Dublin 
43017,  614/766-6221.  February, 
August,  September  and  October. 

*KNOX:  Robert  E.  Rodstrom, 
M.D.,  President,  812  Coshocton 
Ave.,  Mt.  Vernon  43050-1947;  Terry 
P.  Barber,  M.D.,  Secretary- 
Treasurer,  240  N.  Main  St.,  P.O. 
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Box  483,  Utica  43080-0483.  First 
Wednesday. 

MADISON:  Mark  A.  Coate, 
M.D.,  President,  214  Elm  St., 
London  43140;  Chau  Chi  Lin, 
M.D.,  Secretary-Treasurer,  P.O.  Box 
148,  West  Jefferson  43162.  Second 
Wednesday,  quarterly. 

MORROW:  William  K.  Lee, 
M.D.,  President,  117  E.  Main  St., 
Cardington  43315-1115;  John  T. 
Sweeney,  M.D.,  Secretary-Treasurer, 
900  Meadow  Dr.,  Mount  Gilead 
43338-1055.  First  Tuesday. 

PICKAWAY:  Lynn  C.  Chrismer, 
M.D.,  President,  694  Lancaster 
Pike,  Circleville  43113-9482;  Gary 

L.  Gillen,  M.D.,  Secretary- 
Treasurer,  111  Island  Rd., 

Circleville  43113-9576.  Second 
Tuesday. 

ROSS:  Pablito  V.  Tanedo,  M.D., 
President,  4 Medical  Dr., 
Chillicothe  45601-8603;  Cheng- 
Chung  Yen,  M.D.,  Secretary- 
Treasurer,  183  E.  Water  St., 
Chillicothe  45601-2538.  First 
Thursday. 

UNION:  Michael  J.  Conrad, 

M. D.,  President,  498  London  Ave., 
Suite  H,  Marysville  43040;  Brian 
E.  Higgins,  D.O.,  Secretary- 
Treasurer,  286  S.  Franklin  St., 
Richwood  43344.  Quarterly 
meetings. 


ELEVENTH  DISTRICT 


Councilor:  Charles  G.  Adams, 
M.D.,  5896  Liberty  Ave.,  Vermilion 
44089-1053. 

ASHLAND:  Katherine  A.  Hess, 
M.D.,  President,  934  Center  St., 
Ashland  44805-4007;  Philip  E. 
Myers,  M.D.,  Secretary-Treasurer, 
350  Hillcrest  Dr.,  Ashland  44805. 
First  Tuesday. 

ERIE:  Thomas  B.  Williamson, 
M.D.,  President,  212  Cleveland 
Rd.,  Huron  44839;  Richard  R. 
Keller,  M.D.,  Secretary,  1308 
Columbus  Ave.,  Sandusky 
44870-3519;  Barbara  Wolfert, 
Executive  Secretary,  2710  Scheid 


Rd.,  Huron  44839,  419/433-3097. 
Second  Tuesday,  September 
through  June. 

HOLMES:  Maurice  A.  Mullet, 
M.D.,  President,  W.  Main  St., 
Berlin  44610;  Daniel  J.  Miller, 

M.D.,  Secretary-Treasurer,  P.O.  Box 
143,  Walnut  Creek  44687-0143. 
Second  Monday. 

HURON:  Pura  G.  Garin-Vargas, 
M.D.,  President,  38  Executive  Dr., 
Norwalk  44857-2421;  Narinder  N. 
Khosla,  M.D.,  Secretary-Treasurer, 
190  Fairway  Circle,  Norwalk 
44857.  Second  Wednesday, 
alternating  months  starting 
February. 

LORAIN:  John  G.  Secrist, 

M.D.,  President,  824  E.  Broad  St., 
Elyria  44035-6559;  William  M. 
Jantsch,  M.D.,  Secretary-Treasurer, 
10309  Aspen  Dr.,  Elyria  44035; 
Shirley  Dalton,  Executive  Director, 
1875  N.  Ridge  Rd.  E.,  Suite  E, 
Lorain  44055,  216/277-9009. 

Second  Tuesday. 

MEDINA:  William  D.  Smucker, 
M.D.,  President,  75  Arch  St.,  Suite 
002,  Akron  44304;  Joseph  C. 
Noreika,  M.D.,  Secretary-Treasurer, 
3637  Medina  Rd.,  Suite  70, 

Medina  44256-9654;  Shelley 
Dunkle,  Executive  Secretary, 
MEDCO,  6%  E.  Washington  St., 
Suite  2-B,  Medina  44256, 
216/725-5331.  Third  Thursday. 

RICHLAND:  Paul  D.  Kautz, 
M.D.,  President,  370  Cline  Ave., 
Mansfield  44907-1022;  Charles  G. 
Young,  M.D.,  Secretary-Treasurer, 
370  Cline  Ave.,  Mansfield 
44907-1022;  Becky  Kathrein, 
Executive  Secretary,  295  Glessner 
Ave.,  Mansfield  44903, 
419/526-8799.  Third  Thursday. 

WAYNE:  John  K.  Miller,  M.D., 
President,  1706  Beall  Ave.,  Wooster 
44691-2378;  Daniel  E.  Stump, 

M.D.,  Secretary-Treasurer,  1761 
Beall  Ave.,  Wooster  44691-2342. 
Meetings  when  called. 


TWELFTH  DISTRICT 


Councilor:  Jack  L.  Summers, 


M.D.,  75  Arch  St.,  Suite  B-2, 
Akron  44304-1498. 

PORTAGE:  Roger 
L’Hommedieu,  M.D.,  President, 
7341  La  Costa  Dr.,  Hudson  44236; 
Atila  N.  Can,  M.D.,  Secretary- 
Treasurer,  202  E.  Summit  St.,  Kent 
44240-3650.  Second  Tuesday. 

SUMMIT:  Aris  W.  Franklin, 
M.D.,  President,  20  S.  Broadway 
St.,  Akron  44308-1723;  Linda  A. 
Parenti,  M.D.,  Secretary,  75  Arch 
St.,  Suite  401,  Akron  44304-1433; 
Shirley  A.  Bee,  Managing  Director, 
430  Grant  St.,  Akron  44311, 
216/434-1921.  First  Tuesday, 
January,  March,  May,  September 
and  November. 


Devany  . . . continued 


Board  of  Directors  of  Raven 
Development  Corporation,  a former 
subsidiary  company  of  PICO. 

Dr.  Devany  is  just  as  active  in 
his  community  and  in  his  specialty 
groups  as  he  is  in  organized 
medicine.  He  has  sat  on  the  Board 
of  Governors  of  the  American 
Academy  of  Otolaryngology,  Head 
and  Neck  Surgery  and  has  also 
served  on  the  Task  Force  on 
Neonatal  Needs  for  Northwestern 
Ohio.  He  has  participated  twice  in 
a National  Endowment  for  the 
Humanities  seminar  on  history, 
philosophy,  ethics  and  medicine 
presented  at  OSU,  and  he  has 
served  five  years  as  President  of 
the  Northwest  Ohio  Health 
Planning,  Inc. 

A gardener  in  his  spare  time.  Dr. 
Devany  also  enjoys  the  subject  of 
humor  and  the  history  of  humor. 

In  addition  to  his  other 
accomplishments,  he  has  extensive 
experience  as  a Toastmaster. 

Dr.  Devany,  a widower,  has  five 
children. 
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CLINICAL  AND  SCIENTIFIC 


OUTPATIENT  METABOLIC  EVALUATION  OF  PATIENTS 
WITH  RECURRENT  KIDNEY  STONES 

By  Stephen  W.  Leslie,  MD 


We  have  designed  an  outpatient,  comprehensive 
metaboiic  evaiuation  program  for  patients  with  recur- 
rent kidney  stone  disease.  This  protocol  can  be 
expected  to  detect  and  identify  specific  biochemical 
abnormalities  contributing  to  kidney  stone  formation 
in  about  95%  of  these  patients.  Individualized  ther- 
apy can  then  be  started  based  on  the  particular 
metabolic  defect  discovered  in  each  patient. 

This  diagnostic  and  treatment  program  will  stop 
new  kidney  stone  formation  in  these  high-risk  pa- 
tients virtually  completely.  For  each  stone-related 
hospitalization  eliminated,  the  average  savings  are 
at  least  $2,700.  The  total  potential  savings  in  our 
small  community  alone  are  over  $460,000! 

Our  metabolic  stone  evaluation  protocol  is  the 
only  one  with  which  we  are  familiar  that  was 
designed  and  implemented  exclusively  at  the  com- 
munity hospital  level.  It  is  readily  adaptable  to  other 
medical  facilities. 


Introduction 

Kidney  stone  disease  accounts  for  about  1%  of  all  hospital 
admissions,  affecting  over  400,000  patients  annually  in  the 
United  States.  About  12%  of  all  adults  in  the  U.S.  will  have  a 
symptomatic  stone  sometime  during  their  lifetimes,  with  70% 
of  these  events  due  to  recurrent  stones.'-^  As  many  as  30-40% 
of  these  patients  will  require  a surgical  procedure  such  as 
ureteroscopy.  Extra-corporeal  Shock  Wave  Lithotripsy  (ESWL), 
or  ureterolithotomy  for  their  stone  problem.'-^  Tragically,  about 


Stephen  W.  Leslie,  M.D.,  is  a urologist  in  Lorain,  Ohio. 
The  metabolic  evaluation  program  described  here  recently 
received  the  prestigious  Edwin  L.  Thirlby  Award,  pre- 
sented by  the  North  Central  Section  of  the  American  Uro- 
logical Association.  This  program  has  been  implemented 
at  St.  Joseph’s  Hospital  in  Lorain. 


one-third  of  patients  with  one  or  more  episodes  of  upper  urinary 
tract  stones  may  eventually  lose  a kidney.’  The  current  dietary 
trend  of  supplemental  calcium  ingestion  to  prevent  osteoporosis 
will  cause  an  increase  in  the  urinary  excretion  of  calcium  possibly 
resulting  in  higher  rates  of  calcium  kidney  stone  formation  in 
the  coming  years. 

Until  recently,  little  could  be  done  to  help  patients  with  recur- 
rent kidney  stone  disease  prevent  the  formation  of  new  stones, 
other  than  to  recommend  increased  fluid  intake.  Recent  technical 
advances  now  make  it  possible  to  test  for  individual  biochemical 
abnormalities  predisposing  patients  to  kidney  stone  development. 
A comprehensive  metabolic  evaluation  can  identify  specific  bio- 
chemical defects  in  95%  of  patients  with  recurrent  stone 
disease.'^’^’®  With  this  new  information,  we  can  begin  an  indi- 
vidualized treatment  plan  designed  to  correct  those  particular 
abnormalities.  Specific  therapy  for  identified  metabolic  and  bio- 
chemical disturbances  is  highly  successful  in  preventing  stone 
formation  and  sparing  these  high-risk  patients  additional  hos- 
pitalizations, surgical  procedures,  pain,  disability  and  kidney 
damage. The  National  Institute  of  Health  has  stated  that 
“all  patients  who  form  stones  should  be  evaluated  to  detect  treat- 
able causes  and  to  prevent  recurrence.”*  Without  such  a meta- 
bolic evaluation  and  treatment  program,  most  patients  with 
recurrent  kidney  stones  can  be  expected  to  continue  production 
of  new  stones. 

Philosophy  and  Goals 

A single  hospitalization  for  a thorough  metabolic  evaluation 
for  kidney  stone  disease  can  last  several  days  and  generate  $1,000 
or  more  in  professional,  hospital  and  laboratory  charges.  The 
evaluation  itself  is  usually  quite  complicated  and  interpretation 
of  the  results  is  difficult.  Initiating  a program  for  metabolic  eval- 
uation and  treatment  requires  a great  deal  of  time,  research  and 
specialized,  technical  expertise  usually  available  only  in  university 
medical  centers. 

Our  goal  was  to  provide  in  our  community  a thorough,  state- 
of-the-art  metabolic  evaluation  protocol  for  patients  with  recur- 
rent kidney  stone  disease  in  an  outpatient  setting,  and  to  do  so 
at  minimal  cost.  To  our  knowledge,  this  is  the  only  program  of 
its  kind  that  was  designed  and  implemented  completely  in  a com- 
munity hospital  setting. 
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TABLE  1 

1986  HOSPITAL  ADMISSIONS  FOR  KIDNEY  STONES  IN  LORAIN,  OHIO 


Number  of 
Admissions 

Average  Length 
of  Stay  (Days) 

Hospital  Cost 
(Actual) 

Total  Cost* 
(Estimated) 

Average  Cost 
Per  Patient** 

Patients  Requiring  Surgery 

58 

imi 

$227,698 

$345,000 

$5,948.28 

Patients  Not  Requiring  Surgery 

162 

2.490 

$235,245 

$315,000 

$1,944.44 

TOTALS 

220 

3.686 

$462,943 

$660,000 

$3,000 

*Total  cost  includes  physician  and  professional  fees,  emergency  room  services,  home  health  care,  routine  follow-up  and  medication 
costs. 

**Average  cost  per  patient  was  calculated  by  dividing  the  total  cost  ($660,000)  by  the  total  number  of  hospital  admissions  (220). 
Separate  calculations  were  performed  to  ascertain  the  average  cost  per  patient  requiring  surgery  and  the  average  cost  per  patient 
not  requiring  surgery. 


Low  Urinary  Citrate  Level 

Citrate  is  a significant  urinary  calcium  stone  inhibitor  nor- 
mally found  in  the  urine  where  it  retards  crystallization  of  cal- 
cium oxalate  and  calcium  phosphate.  Urinary  citrate  levels  are 
reduced  in  many  people  with  recurrent  kidney  stone  disease,  pos- 
sibly encountered  in  up  to  63%  of  these  patients.’'"’  This  par- 
ticular physiological  disturbance  contributes  to  calcium  stone 
formation  by  enhancing  urinary  saturation  (due  to  reduced 
citrate-calcium  complex  formation)  and  promoting  stone  nuclea- 
tion  and  crystal  growth  (from  reduced  inhibitor  activity).'"  Potas- 
sium citrate  supplementation  has  been  shown  to  reduce  new  stone 
formation  completely  in  98%  of  these  patients,  eliminating  the 
need  for  surgical  treatment  or  hospitalization  for  newly  formed 
stones. Urinary  citrate  level  is  only  one  of  the  biochemical 
assays  that  are  included  in  our  metabolic  evaluation. 

The  Metabolic  Evaluation  Protocol 

Our  metabolic  evaluation  protocol  was  developed  after  an 
extensive  review  of  the  medical  literature  and  the  reported 
experience  and  recommendations  of  recognized  experts.  Working 
in  cooperation  with  local  medical  specialists  and  the  St.  Joseph 
Hospital  Laboratory,  we  established  a two-part  metabolic 
evaluation  program  for  patients  with  recurrent  kidney  stone 
disease. 

Patients  should  be  selected  for  testing  based  on  their  individ- 
ual motivation  and  willingness  to  make  permanent  changes  in 
lifestyle  and  diet  or  take  daily  medication  to  prevent  new  stone 
formation.  The  first  stage  is  a metabolic  stone  screening  analysis 
which  involves  a 24-hour  urine  sample  and  blood  serum  assays.  It 
includes  serum  calcium,  magnesium,  creatinine,  phosphorus, 
uric  acid.  Vitamin  D and  parathyroid  hormone  determinations. 
The  24-hour  urine  sample  is  analyzed  for  calcium,  magnesium, 
creatinine,  phosphorus,  uric  acid,  citrate,  oxalate,  sulfate,  sodium 
and  pH.  Results  are  reported  directly  to  the  physician  on  a special 
reporting  form.  We  sort  the  data  into  separate  High,  Medium 
and  Low-Risk  categories  and  include  correction  factors  for 
patients  with  unusual  body  weight  and  marginal  urinary 
volumes. 


For  many  patients,  this  initial  screening  is  sufficient.  Our 
fee  for  this  initial  protocol  is  only  $200.  This  compares  favorably 
with  a similar  screening  evaluation,  commercially  available  by 
mail  for  $250,  but  which  analyzes  only  the  urinary  constituents. 

Patients  who  demonstrate  abnormally  high  urinary  excretion 
of  calcium  on  the  initial  screening  may  benefit  from  the  second 
portion  of  our  metabolic  evaluation  which  includes  a calcium 
loading  test.  This  test  is  designed  to  identify  patients  with  intes- 
tinal hyperabsorption  of  calcium,  usually  best  treated  by  ortho- 
phosphates, low-calcium  diet  or  cellulose,  from  patients  with 
“renal  leak”  hypercalciuria,  where  thiazides  are  generally  the 
preferred  therapy.  We  provide  a high-calcium  meal  to  patients 
who  have  been  on  a strict  low-calcium  diet  for  one  week.  We 
then  measure  blood  and  urine  concentrations  of  calcium  at  speci- 
fied intervals  after  the  high-calcium  meal.  Depending  on  the 
nature  of  the  calcium  metabolic  disorder,  the  body  will  absorb 
and  then  excrete  the  extra  calcium  at  different  rates.  Specific 
therapy  can  then  be  started. 

A 24-hour  urinary  calcium  determination  is  made  prior  to 
the  calcium  loading  test,  while  the  patient  is  on  a strictly  limited, 
low-calcium  diet.  This  urinary  calcium  level  can  be  an  excellent 
indicator  of  the  patient’s  ability  to  follow  a low-calcium  diet 
and  its  effectiveness.  Rechecks  of  abnormal  values  are  recom- 
mended at  reasonable  intervals. 

Our  fee  for  the  24-hour  urinary  calcium  level  analysis  and 
the  calcium  loading  test  is  $85.  The  entire  evaluation  is  per- 
formed on  an  outpatient  basis.  If  both  parts  of  the  protocol 
are  required,  the  total  cost  is  only  $285.  For  comparison,  a sim- 
ilar, but  less  complete,  metabolic  evaluation  program  offered 
at  the  University  of  Arizona,  costs  $383." 

Results 

Our  current  data  indicate  that  86%  of  the  patients  tested 
have  demonstrated  at  least  one  treatable  biochemical  or  meta- 
bolic abnormality  contributing  to  their  kidney  stone  problems. 
This  is  comparable  to  similar  programs  elsewhere.  Many  patients 
have  shown  more  than  one  defect.  While  it  is  too  early  in  our 
program  to  assess  long-term  results,  reports  from  similar  pro- 
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grams  indicate  that  a comprehensive  metabolic  evaluation  fol- 
lowed by  individualized,  specific  therapy  can  produce  significant 
reductions  in  new  kidney  stone  formation,  possibly  by  as  much 
as  We  therefore  anticipate  markedly  reduced  hos- 

pitalizations and  surgical  procedures  in  this  group  of  high-risk, 
stone-forming  patients. 

Productivity  and  Cost  Considerations 

In  our  community  of  100,000  people,  there  were  220  hospital 
admissions  for  kidney  stones  in  1986,  with  a total  cost  of 
$660,000  (Table  1).  Our  maximum  fee  for  a complete  two-stage 
metabolic  evaluation  is  only  $285,  with  many  patients  requiring 
only  the  initial  screening  at  $200.  With  an  average  cost  of  $3,(X)0 
for  each  hospital  admission  for  stone  disease,  the  net  savings 
are  at  least  $2,700  for  each  stone-related  hospitalization  that  is 
eliminated.  Patients  who  would  otherwise  require  surgery  or 
ESWL  treatments  can  save  many  times  that  figure. 

The  potential  savings,  based  on  the  expected  but  preventable 
recurrence  rate  of  70%  are  $462,000  in  our  small  community 
alone.  Once  the  metabolic  evaluation  is  complete,  the  savings 
continue  without  generating  any  new  costs. 

It  is  becoming  increasingly  difficult  to  find  new  ways  to 
reduce  hospital  and  health-care  costs.  Our  best  hope  to  keep 
these  costs  down  in  the  future  is  to  increase  our  emphasis  on 
prevention.  A metabolic  evaluation  and  treatment  program  can 
drastically  reduce  costs  from  kidney  stone-related  problems  in 
patients  at  high-risk  from  recurrent  stone  disease. 

Summary 

A new  diagnostic  metabolic  evaluation  program,  designed 
to  assist  the  physician  caring  for  patients  with  recurrent  kidney 
stone  disease,  is  presented.  The  program  consists  of  an  initial 
screening  evaluation  followed  by  periodic  rechecks  at  reasonable 
intervals  to  monitor  continued  treatment  effectiveness.  A calcium 
loading  test  is  available  when  indicated.  This  series  of  tests  pro- 
vides the  physician  with  all  the  relevant  data  necessary  to  identify 
the  metabolic  risk  factors  and  biochemical  abnormalities  respon- 
sible for  the  recurrent  stone  disease  in  each  patient.  Specific  ther- 
apy designed  to  correct  those  particular  defects  can  then  be  insti- 
tuted, drastically  reducing  new  stone  formation  in  these  high-risk 
patients. 

The  maximum  eost  of  a complete  evaluation  is  only  $285 
with  savings  of  at  least  $2,700  for  each  stone-related  hospitaliza- 
tion that  is  avoided.  Savings  of  $462,000  are  possible  from  a 
fully  implemented  metabolic  evaluation  and  treatment  program 
in  our  small  community  alone. 

This  program  was  designed  and  implemented  in  a community 
hospital  and  is  performed  on  an  outpatient  basis.  Our  proto- 
cols are  adaptable  to  medical  facilities  throughout  Ohio  and  we 
would  be  happy  to  assist  in  starting  similar  programs  elsewhere. 
More  information  is  available  by  calling  1-800-421-7495. 
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CLINICAL  AND  SCIENTIFIC 


TRANSRECTAL  ULTRASOUND  USED  IN  OFFICE  PRACTICE 
TO  AID  IN  THE  DIAGNOSIS  OF  CARCINOMA  OF  THE  PROSTATE 

Herbert  W.  Riemenschneider,  MD 
Louis  C Galdieri,  MD 
Joseph  Amato,  MD 


Transrectal  ultrasound  and  TRUS-guided  needle 
biopsy  was  studied  in  office  practice  to  detect 
prostate  cancer  in  men  with  palpably  irregular 
prostates  or  elevated  tumor  markers  (PAP/PSA).  Of 
330  men  examined,  118  had  TRUS  biopsy:  33  were 
positive  for  adenocarcinoma,  13  were  small  volume, 
low  stage  lesions  treated  by  R.R.P.  Twenty-eight  per- 
cent of  all  patients  biopsied  had  adenocarcinoma: 
11%  (13)  had  low  volume,  low  stage  disease  poten- 
tially curable  by  radical  surgery,  representing  4%  of 
the  total  studied.  TRUS  in  combination  with  markers 
does  aid  in  the  diagnosis  of  iow  stage  prostatic 
adenocarcinoma.  It  is  a practical,  useful,  office- 
based  urologic  procedure. 


Introduction 

The  American  Cancer  Society  estimates  that  99,000  new 
cases  of  prostate  cancer  will  be  diagnosed  in  the  United  States 
in  1988.  This  malignancy  is  the  second  most  common  in  men 
over  the  age  of  55  and  the  third  leading  cause  of  death  in  those 
age  55-74.' 

A recent  study  suggests  that  the  volume  of  prostate  malignant 
tissue  may  be  a major  factor  in  the  biologic  behavior  with  a 
higher  occurrence  of  metastasis  when  the  lesion  reaches  a volume 
of  1.0  cubic  centimeter  or  greater.  A progressive  loss  of  tumor 
cell  differentiation  seems  to  occur  as  volume  increases.'' 

Currently,  when  most  prostate  cancer  is  first  diagnosed,  it 
has  spread  beyond  the  prostate  gland.’  It  seems  logical  that  if 
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more  of  these  tumors  are  to  be  cured,  they  must  be  discovered 
in  an  earlier  stage  of  development. 

Serum  tumor  markers  may  be  helpful  in  the  diagnosis  of  this 
disease  as  they  have  been  in  others,  for  example,  alpha  fetopro- 
tein and  beta  chain  HCG  in  germinal  cell  gonadal  tumors. 
Prostatic  specific  antigen  (PSA)  is  one  of  these  markers.  It  is 
a protein  found  only  in  prostate  tissue.  It  is  prostate  specific 
but  not  cancer  specific.  PSA  levels  reflect  the  volume  of  prostate 
tissue  present,  benign  or  malignant.  It  can  be  elevated  in  benign 
prostatic  hypertrophy  or  in  carcinoma  of  the  prostate.  A recent 
study  indicates  that  levels  of  PSA  greater  than  10  ng/ml  suggest 
the  presence  of  prostate  cancer.'* 

Transrectal  ultrasound,  done  with  intrarectal  7 MHz  axial 
and  7 MHz  sagittal  probe,  produces  a clearly  definable  image 
of  the  prostate.  Lee  and  associates’  have  demonstrated  that 
prostate  malignant  tissue,  in  many  instances,  reflects  sound  less 
well  than  normal  tissue  and,  therefore,  is  termed  hypoechoic. 
Echogenicity  is  not  the  only  ultrasound  characteristic  that  is  help- 
ful in  diagnosing  the  presence  of  cancer.  Others  are  prostate 
asymmetry,  capsular  displacement  and  disruption.  It  should  be 
noted  that  not  all  hypoechoic  areas  are  carcinoma.  TRUS  exami- 
nation is  operator-dependent  and  it  is  important  that  the 
examiner  be  a physician  familiar  with  the  clinical  aspects  of  the 
patient  being  studied  and  the  disease  processes  that  affect  the 
organ. 

Methods 

The  patients  studied  were  selected  from  private  urologic  prac- 
tice. Some  patients  were  referred  by  other  urologists  because 
TRUS  is  available.  The  criteria  for  selection  included  those  with 
palpably  irregular  but  not  characteristically  nodular  prostates 
(gray  zone  prostates).  Some  were  palpably  normal  but  had  a 
strong  family  history  for  prostate  cancer;  others  were  in  the 
process  of  being  evaluated  for  BPH,  had  symptoms  of  outlet 
obstruction  and  were  found  to  have  elevated  tumor  markers, 
either  PAP  or  PSA.  Some  patients  in  this  study  specifically  re- 
quested TRUS.  They  were  asymptomatic  and  had  no  abnormal 
physical  findings  or  abnormal  blood  studies.  All  patients  were 
age  48  or  older.  A urologic  history,  digital  rectal  examination. 
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Figure  1:  A hypoethoic  lesion  1.0  cm  x .75  cm  is  outlined 
near  the  prostatic  capsule. 


Figure  2:  Ultrasound  image  of  biopsy  needle  as  activated 
by  gun  with  real  time  ultrasound  monitoring. 


PSA,  PAP  and  TRUS  of  the  prostate  were  done. 

PAP  and  PSA  were  drawn  prior  to  any  manipulation  of  the 
prostate.  The  TRUS  examination  was  done  with  the  following 
technique:  500  mg  of  Keflex  or  Ampicillin  was  given  the  night 
before  and  the  morning  of  examination.  If  biopsy  was  done, 
it  was  continued  for  48  hours  after  the  examination.  Two  Fleet 
enemas  were  used  two  hours  prior  to  examination.  If  expediency 
demanded,  antibiotic  and  enema  were  used  just  prior  to  examina- 
tion. 

The  patients  were  scanned  using  the  axial  and  sagittal  rectal 
probe.  Scanning  was  done  in  a systematic  fashion  allowing  visu- 
alization of  seminal  vesicles  and  prostate  in  both  planes. 

When  a lesion  was  noted,  the  biopsy  technique  was  used  as 
follows:  The  sagittal  transducer  had  the  biopsy  needle  guide  ap- 
plied and  was  positioned  in  the  rectum  so  that  the  lesion  was 
underneath  the  electronic  guide  marker  seen  on  the  monitor. 
The  18-gauge,  core  biopsy  needle  was  used  with  the  biopsy  gun, 
and  advanced  through  the  needle  guide  until  it  was  visualized 
on  the  ultrasound  monitor.  The  needle  was  positioned  in  as  close 
approximation  as  possible  to  the  target  lesion.  The  biopsy  tissue 
was  obtained,  with  minimal  discomfort,  in  a millisecond  activa- 
tion of  the  needle  by  the  biopsy  gun  (Fig.  1 and  2). 

Precise  cores  of  tissue  are  obtained  for  biopsy,  stained  with 
Eosin  and  placed  in  a 10%  Formalin  solution  for  examination 
by  the  pathologist  (Fig.  3). 

Results 

Three  hundred  thirty  men  were  studied.  Those  thought  to 
have  either  an  identifiable  lesion  by  ultrasound  or  elevated  mark- 
ers, or  both,  were  biopsied.  Of  the  330  men  examined,  118  under- 
went biopsy.  This  consisted  of  102  patients  thought  to  have  ultra- 
sound-identified lesions  and  16  patients  that  had  no  identifiable 


Figure  2:  Core  biopsy  demonstrating  adenocarcinoma. 


lesions  but  either  had  PSA  greater  than  10  ng/ml  or  PAP  greater 
than  4 ng/ml. 

The  positive  biopsy  cases  were  further  studied  with  bone  scan 
and  CT  scan  of  the  abdomen  and  pelvis.  Of  the  33  cases  that 
had  biopsies  positive  for  adenocarcinoma,  25  were  palpably  ir- 
regular, 8 had  only  elevated  markers:  4 of  those  had  PSA  greater 
than  10  ng/ml,  4 had  PSA  greater  than  10  ng/ml  plus  PAP 
greater  than  4 ng/ml  (Table  1). 

The  cases  that  had  apparent  confined  disease  underwent  ex- 
ploratory laparotomy  and  staging  pelvic  lymphadenectomy.  The 
nodes  were  examined  by  surgeon  and  pathologist  and  frozen  sec- 
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Table  1 

• 33  of  118  biopsies  positive  for  adenocarcinoma. 

• 25  biopsy-positive  had  TRUS  lesions  and  were  pal- 
pably irregular. 

• 8 biopsy-positive  had  no  TRUS  lesions,  only  ele- 
vated markers: 

A.  4 PSA  > 10  ng/ml 

B.  4 PSA  > 10  ng/ml  and 

PAP  > 4 ng/ml 


Table  2 

• 28%  (33/118)  of  patients  biopsied  had  adenocar- 
cinoma. 

• 11%  (13/118)  potentially  curable  by  R.R.P. 

• 4%  (13/330)  of  all  patients  studied  with  TRUS  are 
potentially  curable. 


tions  done  when  it  was  felt  indicated.  Fifteen  of  the  33  patients 
had  no  clinical  evidence  of  spread  beyond  the  prostate  gland. 
These  15  patients  had  radical  retropubic  prostatectomy.  Two  of 
the  15  had  involvement  of  the  seminal  vesicles  found  only  during 
the  radical  retropubic  prostatectomy. 

Twenty-eight  percent  (33/118)  of  all  patients  biopsied  had 
adenocarcinoma.  Eleven  percent  (13/118)  are  thought  to  be  cured 
by  radical  surgery.  These  13  patients  represent  4%  (13/330)  of 
all  patients  studied  (Table  2). 

Discussion 

TRUS  exam  clearly  can  identify  abnormal  prostate  anatomy. 
This  finding  can  be  associated  with  carcinoma. 

The  procedure  of  TRUS-guided,  small  gauge,  core  needle 
biopsy  is  associated  with  less  than  1%  (1/118)  significant  compli- 
cations. One  case  required  hospitalization  because  of  hematuria. 
All  other  biopsy  cases  had  only  insignificant  post -biopsy  signs 
or  symptoms,  such  as  minimal  discoloration  of  the  urine  or 
temperature  elevation  to  less  than  101  degrees. 

It  is  of  interest  that  28  of  the  33  biopsy-proven  cases  of 
adenocarcinoma  had  elevation  of  PSA  greater  than  4 ng/ml 
using  the  Hybritech  technique.  Serum  acid  phosphatase  was  ele- 
vated above  4 ng/ml  using  the  Abbott  PAP/EIA  technique  in 
only  4 of  the  33  biopsy  positive  patients. 

There  were  85  patients  biopsied  who  were  thought  to  have 
lesions,  however,  they  were  proven  to  be  biopsy  negative.  Six  of 
the  85  had  PSA  greater  than  10  ng/ml.  All  85  patients  are  of 
concern  and  continue  to  be  followed.  Preliminary  review  of  these 
cases  has  lead  to  the  conclusion  that  the  high  negative  biopsy 
rate,  in  this  particular  series,  is  probably  related  to  the  learning 
curve  associated  with  this  new  technology. 

We  realize  that  this  study  group  is  a selected  population.  The 
significance  of  our  observations  is  uncertain.  The  specificity  and 
sensitivity  of  TRUS,  as  an  indicator  of  occult  carcinoma  of  the 
prostate  and  its  value  as  a screening  test,  awaits  the  study  of 
others.^  However,  it  is  our  belief  that  TRUS  of  the  prostate  yields 
significantly  more  information  and  a higher  detection  rate  of 


small  volume  cancer  than  prostatic  acid  phosphatase  and  digital 
rectal  exam  do. 

TRUS-guided,  small  gauge,  core  needle  biopsy  can,  without 
question,  prove  the  presence  of  disease.  The  morbidity  and  cost 
of  this  technique  as  an  office  procedure  is  significantly  less  than 
the  cost  associated  with  the  standard  14-gauge  core  needle,  palpa- 
tion-guided, prostate  biopsy  done  in  either  hospital  or  ambula- 
tory surgical  center. 

We  believe  that  TRUS  of  the  prostate  done  in  combination 
with  tumor  markers,  digital  rectal  exam  of  the  prostate  and  clini- 
cal assessment  of  the  patient,  applied  in  urologic  office  practice, 
has  given  us  an  opportunity  to  manage  the  population  at  risk 
for  this  disease  better  than  at  any  time  in  the  past. 

REFERENCES 

1.  Silverberg,  E.,  & Lubera,  J.:  Cancer  statistics.  Ca-A  Cancer  Journal 
for  Clinicians  38(l):5-22,  1988. 

2.  McNeal,  J.  E.,  et  al:  Patterns  of  progression  in  prostate  cancer.  The 
Lancet  l(8472):60-63,  1986. 

3.  Jewett,  H.J.:  The  present  status  of  radical  prostatectomy  for  Stages 
A&B  prostatic  cancer.  Urology  Clinics  North  America  2:105-124, 
1975. 

4.  Schwartz,  M.K.:  Can  prostate  specific  antigen  be  used  in  screening? 
Symposium  Proceedings,  Tumor  Markers  in  Prostate  Cancer,  May 
30,  1986,  New  York  City.  Excerpta  Medica,  pp.  47-51. 

5.  Lee,  F.,  et  al:  Prostatic  evaluation  by  transrectal  sonography:  Criteria 
for  diagnosis  of  early  carcinoma.  Radiology  158:91-95,  1986. 

6.  National  Prostatic  Cancer  Detection  Center  study. 


yy  **  ^ Th-ougMheAMAtoa- 

\ iwyi  rasr.n 

enhClmd^ocio-economic  I^dmS'marid 

rr  »TaLrXC  -U.  pa.  o,  ,Pe 

ama. 

To  Join,  . , medical  society 

Contact  your  co^n^  Membership.  AMA, 
or  write;  street  Chicago,  Illinois 

535  North  Dearborn  |2W51-6196. 

60610  or  call  collect,  (312) 


298 


OHIO  Medicine 


Imagine 

A MACHINE 
THAT  CAN 
DO  THIS  TO 


We're  proud  to  announce  tlie  introduction  of  Extra- 
corporeal Shock  Wave  Litliotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  witli- 
OLit  invasive  surgery  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC's 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  hombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  witlt  tlte  patient's 
heartbeat  by  electrocardiogram.  Usually,  tlie  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine,  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Lithotripsy. 
We  invite  you  to  visit  CAMC  and  see  the  lithotripter 
in  action.  Come  and  learn  about  this  revolutionary 
therapy.  We  will  happily  provide  you  with  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

Eor  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC:  in  West  Virginia  at  1-800-654-0159;  from 
out  of  state,  call  304-340-7315. 


CAMC 

Charleston  Area  Medical  Center 
We  Care  For  West  Virginia 
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CLINICAL  AND  SCIENTIFIC 


A COMBINED  GROUP  AND 
INDIVIDUAL  APPROACH  TO 
OUTPATIENT  LITHIUM  TREATMENT 

Patricia  A.  Seeger,  RN,  MSN,  LPC 
Stephen  L.  Stern,  MD 
James  W.  Dennert,  MD 


The  authors  describe  a clinic  they  began  in  1980  for 
patients  who  take  lithium  carbonate  for  the  prophy- 
laxis of  recurrent  psychiatric  disorders.  They  discuss 
in  detail  what  they  have  found  to  be  the  advantages 
of  this  approach.  They  recommend  that  other  out- 
patient psychiatric  facilities  consider  a similar 
program. 


Introduction 

The  introduction  of  lithium  carbonate  in  1970  marked  a sig- 
nificant advance  in  the  clinical  management  of  patients  with 
bipolar  disorder  (manic-depressive  illness)  and  recurrent  major 
depression.  Some  patients  with  schizoaffective  disorder  and 
schizophrenia  have  also  been  reported  to  benefit  from  lithium.' 
Particularly  noteworthy  has  been  the  effectiveness  of  lithium  in 
preventing  future  episodes  of  illness.  With  new  patients  continu- 
ally being  started  on  lithium  prophylaxis,  most  of  whom  remain 
on  the  drug  for  years,  the  total  number  of  lithium-treated  pa- 
tients is  steadily  growing.  For  many  psychiatric  outpatient  clinics 
this  presents  a significant  problem,  compounded  by  the  close 
medical  supervision  these  patients  require.  One  solution,  which 


Patricia  A.  Seeger,  RN,  MSN,  LPC,  is  a clinical  nurse  spe- 
cialist at  the  Veterans  Administration  Outpatient  Clinic 
in  Columbus;  and  Stephen  L.  Stern,  MD,  is  a psychiatrist 
at  the  VA  Clinic  and  an  associate  professor  of  psychiatry 
in  the  Department  of  Psychiatry,  The  Ohio  State  Univer- 
sity. At  the  time  the  paper  was  written,  James  W.  Dennert, 
MD,  was  a psychiatrist  at  the  VA  clinic  and  an  associate 
professor  of  psychiatry  at  OSU  He  is  now  medical  director 
of  North  Central  Community  Mental  Health  Services  in 
Columbus. 


we  have  found  very  successful,  is  to  develop  a clinic  solely  for 
patients  receiving  lithium.  Although  aspects  of  lithium  clinics 
have  been  described  elsewhere,^-"'-'*'^  we  feel  that  our  combined 
group  and  individual  approach  to  treating  patients  with  lithium 
in  a Veterans  Administration  (VA)  Outpatient  Clinic  is  worth 
discussing  in  some  detail. 

Before  the  lithium  clinic  was  initiated  in  1980,  patients  receiv- 
ing lithium  were  seen  by  a psychiatrist  for  brief  individual  visits, 
sometimes  with  concurrent  therapy  with  a psychiatric  clinical 
nurse  specialist,  psychologist  or  social  worker.  This  system  did 
not  work  well.  Patients  frequently  missed  scheduled  appoint- 
ments, stopped  taking  their  medication,  and  had  to  be  rehospital- 
ized. For  this  reason,  two  of  us  — a clinical  nurse  specialist  with 
experience  in  outpatient  group  therapy  (Patricia  Seeger)  and  a 
psychiatrist  with  interest  in  the  treatment  of  mood  disorders  (Dr. 
Stephen  Stern)  — decided  in  1980  to  start  a lithium  clinic. 

We  began  with  29  patients  divided  into  two  monthly  groups, 
which  met  on  the  first  and  second  Fridays  of  the  month.  We 
have  gradually  expanded  the  clinic  so  that  there  are  now  groups 
on  the  first  four  Wednesdays  and  Fridays  of  each  month.  The 
Wednesday  groups  are  run  by  the  clinical  nurse  specialist  together 
with  the  other  psychiatrist  member  of  our  team  (Dr.  James 
Dennert).  A total  of  105  patients  attend  the  eight  lithium  clinics. 
This  constitutes  the  great  majority  of  patients  receiving  lithium 
in  the  outpatient  clinic.  Some  patients  are  treated  outside  the 
lithium  clinic  because  they  feel  uncomfortable  in  a group  setting, 
have  job  conflicts  that  make  it  impossible  for  them  to  attend 
on  a Wednesday  or  Friday  morning,  or  prefer  to  continue  seeing 
another  of  the  psychiatrists  in  the  outpatient  clinic.  The  labora- 
tory work  of  all  patients  who  receive  lithium,  including  those 
not  in  the  lithium  clinic,  is  monitored  by  the  principal  author. 

The  ages  of  lithium  clinic  patients  range  from  26  to  80,  with  a 
mean  ± S.D.  of  51.5  ± 15.2  years.  Currently,  all  are  male,  al- 
though we  have  had  three  female  veterans  in  the  clinic.  Primary 
diagnoses  are  bipolar  disorder  (62  patients),  schizoaffective  dis- 
order (24  patients),  recurrent  major  depression  (14  patients), 
schizophrenia  (4  patients)  and  atypical  psychosis  (1  patient). 


300 


OHIO  Medicine 


Most  of  the  patients  with  schizoaffective  disorder  and  schizo- 
phrenia receive  a neuroleptic  in  addition  to  lithium.  Twenty  pa- 
tients have  a current  or  past  diagnosis  of  alcoholism  or  drug 
abuse.  The  majority  of  patients  receive  disability  payments  from 
the  VA.  Twenty-six  are  employed  full  time  and  six  part  time, 
with  occupations  both  skilled  (e.g.  accountant)  and  unskilled. 
Ten  patients  see  the  principal  author  for  regularly  scheduled  ses- 
sions of  individual  or  couples  therapy  outside  of  the  lithium 
clinic,  while  three  see  a psychologist  or  social  worker  in  the  out- 
patient clinic  for  concurrent  individual  psychotherapy.  We  have 
phone  contact  or  individual  visits  with  patients  between  clinics 
as  needed.  Patients  usually  return  on  the  same  Wednesday  or 
Friday  every  month,  though  some  who  live  far  away  or  have  diffi- 
culty taking  time  off  from  work  are  seen  bimonthly.  The  number 
of  patients  seen  at  any  one  meeting  varies  from  approximately 
seven  to  14.  Patients  are  referred  to  the  lithium  clinic  from  the 
hospitals  where  they  were  begun  on  lithium  or  from  psychiatrists 
who  are  seeing  them  individually  as  outpatients.  They  are  nearly 
always  stabilized  on  a therapeutic  lithium  regimen  before  entering 
the  lithium  clinic. 

The  format  of  the  clinic  is  as  follows:  8:30  a.m.  to  9:30  a.m., 
laboratory  work;  9:30  a.m.  to  10:30  a.m.,  group  therapy;  10:30 
a.m.  to  1:00  p.m.,  individual  sessions  with  nurse,  and  if  needed, 
psychiatrist. 

Laboratory  Work 

Since  lithium  has  the  potential  for  toxicity  and  has  many 
possible  side  effects  and  interactions  with  other  drugs,  close 
medical  supervision  is  needed.  Before  a patient  enters  the  lithium 
clinic,  a medical  history  is  taken  and  he  receives  a physical  exami- 
nation. If  he  is  over  50  or  has  cardiac  illness  or  cardiac  risk 
factors,  he  is  also  given  an  electrocardiogram.  Other  tests  include 
a urinalysis,  complete  blood  count  (CBC),  T3  resin  uptake,  T4, 
thyroid  stimulating  hormone  (TSH),  serum  creatinine  and  elec- 
trolytes, including  calcium  and  inorganic  phosphorus.  Serum 
lithium  levels  are  usually  measured  monthly  but  in  some  cases 
may  be  done  more  frequently  or  only  every  other  month.  Every 
four  months  serum  creatinine  is  measured  and  every  six  months 
those  who  require  a baseline  electrocardiogram  have  a repeat 
tracing.  Patients  annually  have  a physical  examination  and  a 
urinalysis,  CBC,  TSH  and  serum  electrolytes. 

Upon  entering  our  program  each  patient  is  given  an  informa- 
tion sheet  that  describes  lithium’s  therapeutic  effects,  side  effects 
and  toxicity.  We  encourage  patients  to  go  over  the  information 
sheet  with  a family  member.  For  those  who  live  in  a group  home, 
we  go  over  the  information  with  the  supervisor  of  the  home. 
Patients,  family  members  and  group  home  supervisors  are  told 
to  call  us  if  they  notice  any  symptoms  of  toxicity  or  have  any 
other  questions. 

Group  Therapy 

As  co-therapists,  we  play  a more  active  role  than  is  usual 
in  insight-oriented  group  psychotherapy,  making  sure  that  every 
patient  has  a chance  to  speak.  There  is,  in  general,  more  empha- 
sis on  explicit  imparting  of  information  than  in  insight-oriented 
therapy.  Some  of  the  most  frequently  discussed  issues  are  medi- 
cation, including  side  effects  and  interactions  with  alcohol  and 
other  drugs;  ways  of  coping  with  depression;  interpersonal  rela- 
tionships; societal  attitudes  toward  the  mentally  ill;  and  work- 


related  difficulties,  including  the  problems  associated  with  find- 
ing employment.  A licensed  practical  nurse  participates  in  all 
the  groups  and  a psychiatric  resident  takes  part  in  the  Friday 
groups.  When  a nursing  student  is  doing  her  psychiatric  rotation 
in  the  outpatient  clinic,  he  or  she  participates  as  well.  In  addition, 
we  encourage  spouses  or  other  family  members  to  attend  when 
they  and  the  patient  feel  it  would  be  helpful. 

Individual  Sessions 

Following  each  group  session,  we  meet  briefly  to  review  the 
group  and  to  discuss  each  patient’s  status.  We  decide  which  pa- 
tients need  to  see  the  attending  or  resident  psychiatrist  individual- 
ly — for  evaluation  regarding  medication  or  hospitalization  or 
to  discuss  certain  issues  in  greater  depth.  All  patients  are  seen 
by  the  licensed  practical  nurse,  who  measures  blood  pressure 
and  pulse  and  weighs  the  patients,  and  by  the  principal  author, 
who  encourages  them  to  discuss  any  concerns  that  they  did  not 
bring  up  in  front  of  the  group.  She  also  reviews  the  laboratory 
data  before  passing  it  on  to  the  psychiatrists,  calling  questionable 
values  to  their  attention  or  making  suggestions  regarding  further 
tests  or  the  need  for  medical  referral. 

Experience  with  the  Clinic 

We  have  found  there  to  be  several  different  advantages  to 
the  way  our  lithium  clinic  is  organized.  First,  it  is  very  helpful 
to  have  three  individuals  responsible  for  the  majority  of  lithium- 
treated  patients.  We  are  able  to  support  each  other  as  co-thera- 
pists during  the  group  sessions  and  coordinate  our  vacations 
so  that  one  of  us  is  always  present  for  each  group.  By  treating 
large  numbers  of  patients  with  lithium,  we  have  also  increased 
our  experience  with  and  knowledge  of  this  treatment  modality. 

A second  advantage  comes  from  having  all  lithium  patients 
attend  at  one  of  two  times  each  week.  This  facilitates  teaching 
and  clinical  research  and  also  makes  blood  drawing  and  process- 
ing easier  for  laboratory  personnel.  Patients  know,  too,  that  if 
they  miss  a clinic,  they  can  come  the  next  week  without  having 
to  reschedule.  Since  patients  frequently  attend  groups  other  than 
their  own,  they  usually  know  members  in  all  the  other  groups 
that  meet  the  same  day  of  the  week.  Patients  can  also  attend 
clinic  weekly  or  biweekly  for  a time  if  they  or  we  feel  it  would 
be  helpful.  One  potential  drawback  of  our  clinic  schedule  is  that 
some  patients  may  have  to  wait  for  up  to  two  hours  for  their 
individual  session  following  the  group.  Most  patients  report, 
however,  that  they  enjoy  talking  with  other  group  members  dur- 
ing this  time.  We  also  minimize  the  problem  of  waiting  by  seeing 
patients  who  have  a job  or  another  appointment  as  soon  as  possi- 
ble after  group. 

A third  advantage  of  our  approach  is  the  benefit  of  group 
therapy  itself.  We  have  found  that  seeing  patients  in  a group 
enables  us  to  detect  hypomanic  behavior  — such  as  increased 
talkativeness  — that  might  be  less  noticeable  in  an  individual 
setting.  We  also  feel  it  has  been  helpful  for  patients  to  observe 
fellow  group  members  dealing  successfully  with  episodes  of 
mania  and  depression.  In  addition,  by  learning  what  may  have 
contributed  to  other  members’  relapses,  such  as  drinking  alcohol 
or  not  taking  medication,  patients  are  reinforced  in  appropriate 
behaviors.  Group  members  who  are  first  beginning  lithium  are 
encouraged  by  seeing  other  members  who  have  been  helped  by 
the  drug.  A questionnaire  completed  by  31  patients  present  at 


April  1989 


301 


TABLE 

Attitudes  of  31  Lithium  Clinic  Patients  Toward 
Different  Aspects  of  Group  Therapy 


Extremely 

Important 

Quite 

Important 

Fairly 

Important 

Slightly 

Important 

Not 

Important 

Learning  that  others  have  similar  problems 

10 

10 

9 

0 

2 

Having  a chance  to  be  with  people  1 like  during  group 

3 

10 

9 

5 

4 

Feeling  more  hopeful  about  my  future 

14 

5 

9 

2 

1 

Suggestions  from  the  leaders  about  how  to  deal  with  my 
problems 

14 

10 

6 

1 

0 

Suggestions  from  other  patients  about  how  to  deal  with  my 
problems 

4 

8 

11 

5 

3 

Learning  more  about  lithium  and  bipolar  disorder  (manic- 
depressive  illness) 

11 

14 

6 

0 

0 

Having  a chance  to  help  others* 

3 

13 

10 

4 

0 

Feeling  a sense  of  togetherness  with  the  other  members  of 
the  group 

5 

10 

11 

2 

3 

Having  a chance  to  talk  with  people  1 like  before  and  after 
group 

2 

14 

8 

4 

3 

Making  friends  whom  I see  away  from  the  VA  clinic 

3 

4 

10 

6 

8 

* One  patient  did  not  complete  this  item 


the  beginning  of  four  consecutive  groups  (please  see  Table)  re- 
vealed that  patients  value  highly  suggestions  that  they  receive 
from  the  leaders  and  find  it  helpful  to  learn  about  lithium  and 
bipolar  disorder.  They  also  feel  that  group  enables  them  to  feel 
more  hopeful  about  their  future  and  that  it  is  helpful  to  learn 
that  others  have  similar  problems. 

Another  way  in  which  group  therapy  has  been  helpful  to  pa- 
tients is  by  enabling  them  to  develop  friendships  that  continue 
outside  of  group.  Although  extra  group  socialization  can  be 
problematic  in  insight-oriented  group  therapy,  it  is  encouraged 
in  our  setting.  Two  patients  have  become  good  friends  and  call 
each  other  whenever  they  feel  they  are  decompensating.  Two 
other  group  members  drove  a third  member  140  miles  one-way 
to  the  nearest  VA  psychiatric  hospital  that  accepted  women 
patients. 

Group  therapy  has  also  been  helpful  regarding  the  question 
of  employment.  We  have  found  that  encouraging  patients  who 
receive  disability  payments  to  consider  working  again  is  seldom 
fruitful  when  the  matter  is  broached  during  individual  therapy; 
patients  tend  to  become  defensive.  Within  the  group,  however, 
those  veterans  who  have  begun  to  work  again  can  by  example 
encourage  those  who  have  not.  In  addition,  patients  often  make 
specific  suggestions  regarding  employment  that  are  helpful  to 
other  group  members.  One  patient  who  has  been  helped  is  Mr. 
A,  a veteran  with  bipolar  disorder  who  has  been  receiving  disabil- 
ity compensation  from  the  VA  for  the  past  14  years.  A year  after 
entering  the  lithium  clinic,  he  decided  to  actively  pursue  volunteer 
work,  which  led  to  his  obtaining  a paid  position  as  volunteer 
coordinator  at  a community  agency.  Currently,  he  works  full 
time  for  a federal  agency,  where  he  recently  received  a promotion. 


Because  of  his  progress,  his  VA  disability  has  been  reduced  from 
100  percent  to  30  percent.  Instead  of  complaining  about  this, 
however,  as  he  would  have  in  the  past,  he  is  looking  forward 
to  making  further  progress. 

A final  advantage  of  our  clinic  format  is  the  individual  ses- 
sions. Having  these  sessions  is  helpful  for  patients  who  feel  un- 
comfortable discussing  a particular  problem  in  front  of  other 
group  members.  Certain  problems  not  of  interest  to  the  rest  of 
the  group,  such  as  detailed  questions  about  medication  side  ef- 
fects or  physical  illness,  are  also  best  dealt  with  individually. 

In  summary,  we  have  found  a lithium  clinic  with  a combined 
group  and  individual  approach  to  be  a very  effective  method 
of  delivering  care  to  the  patients  receiving  lithium  carbonate  in 
our  VA  Outpatient  Clinic.  We  strongly  recommend  that  other 
outpatient  psychiatric  facilities  consider  this  type  of  approach. 
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Presenting 

the  winners  of  the  1989 
Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparadleled  dedication  to  the  health-care  field,  professionalism 
auid  consistent  high  level  of  performemce.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Janet  K.  Hines 


Tajinder  S.  Kalsi 


J.  Robert  Leonard 


Keith  E.  Nelson 


Lawrence  B.  Stewart,  Jr. 


Turn  to  the  following  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 
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LOSS  AWARENESS  BULLETIN 


Focus  on  . . . 

Patient  Follow-Up 
Procedures  and  Claims  of 
Failure  to  Diagnose 


Among  the  most  serious 

types  of  malpractice  cases 
which  have  surfaced 
recently  are  those  involving  a 
“failure  to  diagnose”  claim.  With 
the  exception  of  those  instances  in 
which  the  medical  aspects  of  the 
patient’s  care  clearly  indicate 
malpractice,  many  cases  could  have 
been  avoided  if  a thorough  system 
for  recall,  follow-up  and  reminder 
had  been  incorporated  into  office 
procedure. 

Three  reasons  in  particular  call 
for  follow-up  efforts: 

— In  the  event  of  abnormal  lab 
results; 

— To  assure  that  the  patient  has 
returned  for  a re-check  of 
his/her  condition;  and 
— To  assure  that  the  patient  has 
sought  consultation,  if  the 
doctor  has  referred  him/her  to  a 
specialist. 

As  part  of  a renewed  focus  on 
this  issue,  there  often  is  concern 
over  the  patient’s  role  in  self-care 
— specifically,  where  the  patient’s 
responsibility  lies  in  terms  of 
response  in  seeking  consultation  or 
returning  for  follow-up. 

Court  decisions  have  held  that  it 


is  the  responsibility  of  the  health- 
care professional  to  make  an 
attempt  to  contact  and  encourage 
the  patient  to  return  for  any 
follow-up  that  is  needed. 

This  reflects  the  fact  that  the 
health-care  professional  recognizes 
and  appreciates  the  seriousness  of 
the  medical  problem  to  a greater 
degree  than  can  the  patient. 

Claims  files  show  that  many 
malpractice  cases  can  result  from  a 
detrimental  delay  in  following  a 
patient’s  condition.  In  some 
instances,  the  doctor  could  be 
totally  unaware  that  the  patient 
has  not  returned,  as  requested. 
Weeks  and  months  elapse,  and  the 
condition  worsens. 

Here  are  some  suggestions  for  a 
follow-up  system  that  can  bolster 
the  follow-up  and  documentation 
efforts  by  the  physician. 

• If  the  office  is  computerized, 
there  are  a number  of  programs 
offering  excellent  capabilities  for 
recall  and  follow-up.  These  can  be 
adapted  to  patient  follow-up 
efforts  as  well  as  tracking  patients 
who  have  been  referred  for  outside 
consultation. 

Developing  a manual  system  for 


this  can  be  equally  effective. 

• One  method  is  to  have  a staff 
member  complete  a file  card  for 
the  patient  as  soon  as  the  doctor 
indicates  a need  for  the  patient  to 
return  for  follow-up. 

The  card  should  include  the 
patient’s  name;  patient  file 
number;  telephone  number; 
address;  the  reason  the  patient 
needs  to  return  (e.g.,  to  repeat  lab 
tests,  to  re-check  lump);  and  the 
month  and  date  follow-up  is  due. 

This  information  card  should  be 
placed  in  a follow-up  file  which  is 
divided  by  months. 

• For  prior-date  contact: 
Information  cards  for  patients 
should  be  pulled  one  month  before 
the  patients  are  due  for  a return  or 
follow-up  visit.  A phone  call  can 
be  made  in  advance  or  a reminder 
letter  sent  to  each  patient. 

Keeping  the  cards  out  until  the 
end  of  the  month  in  which  the 
patients  are  to  return  is  important. 
The  staff  needs  to  re-check  these 
at  the  end  of  the  month  and 
notify  patients  who  have  not  kept 
their  appointments,  thus  providing 
a doublecheck  for  response. 

continued  on  next  page 
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Loss  Awareness . . . continued 


• An  alternative  system:  Patient 
follow-up  cards  are  pulled  at  the 
end  of  the  month  in  which  the 
patients  are  to  return.  Charts  can 
be  checked  to  verify  if  patients 
kept  their  appointments,  and 
notification  made  to  those  who 
did  not  return. 

In  general,  patient  follow-up 
attempts  should  include  one  phone 
call.  If  that  is  not  successful,  a 
letter  or  postcard  reminder  should 
be  sent. 

If  a condition  is  serious  — for 
example,  following  a patient  with  a 
possibly  cancerous  condition  — 
the  doctor  may  choose  to  send  a 
certified  reminder  letter  with 
return-receipt  requested.  For 
documentation  purposes,  the 
receipt  should  be  filed  in  the 
patient’s  chart  with  a copy  of  the 
reminder  letter. 

All  attempts  at  patient  contact 
in  the  follow-up  process  should  be 
documented  in  the  patient’s  chart. 

In  some  court  cases,  the  doctor 
was  able  to  show  documentation 
of  attempts  to  contact  the  patient 
for  follow-up;  however,  the  patient 
did  not  respond  and  was  later 
charged  with  “contributory 
negligence.’’  Claims  files  further 
show  that  jury  awards  have,  at 
times,  been  reduced  by  the  amount 
or  the  degree  to  which  the  jury  felt 
that  the  patient  was  responsible  for 
part  of  the  damage. 

When  a malpractice  case 
involves  a claim  of  failure  to 
diagnose,  delay  in  diagnosis  and 
failure  to  refer,  a better  defense 
can  be  provided  if  the  physician 
can  produce  documentation  from 
the  patient’s  chart,  indicating  that 
an  effort  was  made  to  contact  the 
patient  for  needed  follow-up. 


The  Loss  Awareness  Bulletin  is 
provided  each  month  through  the 
OSMA’s  Task  Force  on 
Professional  Liability  and  its 
Subcommittee  on  Loss  Awareness. 
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A “Quiet”  Break 
From  Studying 

By  Lee  Belardo 


It  was  the  final  week  of 

October,  and  students,  at  least 
those  at  Northeastern  Ohio 
Universities  College  of  Medicine 
(NEOUCOM)  in  Rootstown,  Ohio, 
were  beginning  to  feel  the  pressure 
of  exams.  Already  behind  in  every 
subject,  their  cadaver  barely 
dissected  and  their  biochemistry 
hardly  understood,  the  last  place 
one  would  expect  to  find  med 
students  is  at  a lecture  on 
physician  interaction  with  deaf 
patients  sponsored  by  the  OSMA- 
MSS  organization  at  NEOUCOM. 
But  sure  enough,  close  to  5 p.m. 
on  October  24,  students  began  to 
congregate  in  Leibelt  Auditorium 
for  such  a lecture.  Maybe  some 
were  lured  by  the  promise  of  free 
food  (subs  and  soda  were  served), 
still  others  may  have  come  just  to 
escape  from  studying  for  a while. 
Every  student  took  away  with 
them  a better  understanding  of 
how  to  interact  with  not  only  deaf 
patients,  but  also  with  deaf  people 
in  general. 

The  organizer  of  the  meeting 
was  OSMA-MSS  member  Dave 
Rosso.  After  narrating  incidents 
that  showed  the  inability  of 
physicians  and  other  health-care 


professionals  to  communicate  with 
deaf  persons.  Rosso  introduced  the 
guest  speaker,  Mrs.  Garland 
McFarland.  McFarland,  an 
interpreter  for  the  deaf  for  three 
years,  gave  those  in  the  audience  a 
quick  glimpse  into  the  realm  of 
the  deaf,  where  one  is  considered 
handicapped  if  they  cannot 

McFarland 
described  skills 
that  doctors 
should  keep  in 
mind  when 
communicating 
with  deaf  patients. 

communicate  in  sign  language.  She 
then  taught  the  alphabet  and 
common  signs  for  body  parts  as 
well  as  signs  used  to  denote 
medical  and  health  terms  to  the 
audience,  which  responded 
enthusiastically.  At  one  point  the 
auditorium  may  have  been  silent, 
but  communication  was  continuing 
as  the  audience  had  hands  in  the 


air,  signing  in  a range  of  emotions 
from  fear  and  anger  to  love  and 
laughter.  McFarland  was  quick  to 
point  out  that  American  sign 
language  is  “a  beautiful  and 
artistic  way  of  communicating 
using  pictures  and  feelings.” 

McFarland  then  described  several 
skills  and  other  simple  ideas 
doctors  should  keep  in  mind  when 
communicating  with  a deaf 
patient.  Of  these,  some  of  the 
more  obvious  ones  are:  1)  don’t 
chew  gum,  2)  don’t  talk  into  a 
clipboard  or  chart,  3)  use  direct 
eye  contact  and  4)  keep  beards  and 
mustaches  trimmed.  These  simple 
measures  help  patients  who  can 
read  lips  understand  what  is  being 
said.  McFarland  reminded  the 
audience  that  even  with  the  best 
lip  readers,  only  a little  more  than 
half  of  what  a person  says  is 
understood.  Less  obvious,  but  of 
greater  importance,  are  techniques 
such  as:  1)  speaking  naturally. 
Exaggerating  one’s  speech  patterns, 
or  speaking  in  an  abnormally  loud 
voice  only  confuses  the  lip  reader; 
2)  avoiding  the  use  of  idioms. 

Many  idioms  hearing  people  use 
have  little  or  no  meaning  to  the 
deaf. 
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A Quiet  Break  . . . continued 


With  these  points  in  mind,  and 
with  the  help  of  Darrin  Kuczynski 
(OSMA-MSS  president  at 
NEOUCOM),  Rosso  and 
McFarland  went  through  improper 
and  proper  ways  of  interacting 
with  a deaf  patient  who  has  an 
interpreter.  The  major  point 
McFarland  stressed  was  that  the 
physician  should  speak  directly  to 
the  patient  and  not  to  the 
interpreter.  The  interpreter  acts 
solely  as  the  ears  and  mouth  of 
the  deaf  patient.  McFarland 
thought  it  wise  that  physicians  use 
only  certified  or  qualified 
interpreters,  since  friends  or 
relatives  acting  as  interpreters  for  a 
deaf  patient  may  screen  or  even 
alter  both  the  questions  from  the 
physician  and  the  answers  from  the 
patient.  To  get  a qualified 
interpreter  in  the  Youngstown  area 
one  can  contact  the  Youngstown 
Hearing  and  Speech  Center 
(YHSC),  6505  Market  St., 
Youngstown,  Ohio  44513,  (216) 
726-8855,  and  in  the  Akron  area. 
Community  Service  for  the  Deaf 
(CSD),  212  E.  Exchange  St., 

Akron,  Ohio  44301,  (216) 

376-9494. 

The  small  seminar  reluctantly 
came  to  a close  as  McFarland 
formed  the  very  familiar  universal 
sign  for  “I  love  you.”  If  anything, 
the  seminar  succeeded  in 
informing  future  physicians  of  an 
often  neglected  segment  of  the 
population.  It  also  made  med 
students  aware  of  an  entire 
subculture  — that  of  the  deaf. 

Best  of  all,  the  meeting  taught  a 
few  skills  that  may  come  in  handy 
in  communicating  with  deaf 
people.  So,  as  the  med  students 
unwillingly  left  to  begin  studying, 
their  stomachs  content  and  their 
brains  rested,  they  left  Liebelt 
Auditorium  enlightened  on  the 
needs  of  a special  population  of 
patients  that  many  may  encounter 
in  their  careers  as  physicians.  — 
Lee  Belardo,  NEOUCOM 
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FOCUS  ON  MEMBERSHIP 


Physician  Outreach  Program 


Previous  Award  Winners 

Donavin  A.  Baumgartner,  Jr.,  MD 

Maurice  Mullet,  MD 

Cleveland,  Ohio 

Berlin,  Ohio 

Janet  Bixel,  MD 

James  A.  Murray,  MD 

Columbus,  Ohio 

Fostoria,  Ohio 

George  Ewing,  MD 

William  Paul,  MD 

Alliance,  Ohio 

Columbus,  Ohio 

Thomas  Gretter,  MD 

William  D.  Sawyer,  MD 

Cleveland,  Ohio 

Dayton,  Ohio 

Joseph  Kloss,  MD 

William  B.  Selnick,  DO 

Akron,  Ohio 

Loveland,  Ohio 

Louis  A,  Kovacs,  MD 

David  Spriggs,  MD 

Massillon,  Ohio 

Canton,  Ohio 

Robert  McDevitt,  MD 

Claire  V.  Wolfe,  MD 

Cincinnati,  Ohio 

Columbus,  Ohio 

Thomas  W.  Morgan,  MD 

Robert  Zollinger,  MD 

Gallipolis,  Ohio 

Cleveland,  Ohio 

By  Katherine  E.  Wisse 


The  Physician  Outreach 

Program  is  a membership 
recruitment  program  to 
increase  membership  in  organized 
medicine. 

If  each  member  of  the  OSMA 
made  certain  that  their  colleagues 
were  members  of  their  county 
society,  the  OSMA  and  the  AMA, 
these  organizations  would  become 
a stronger  force  when  dealing  with 
the  legislature,  third-party  payers, 
government  agencies  and  the 
media. 

Donavin  A.  Baumgartner,  Jr., 
MD,  OSMA  President,  is  a strong 
advocate  of  membership 
recruitment.  He  points  out  that 
Unity,  Communication  and 
Responsibility  should  be  the  UCR 
of  all  physicians. 

What  better  way  to  accomplish 
this  than  participating  in  the 
Physician  Outreach  Program?  This 
membership  recruitment  program 
was  initiated  in  1985  at  the  Annual 
Meeting  of  the  House  of 
Delegates.  It  has  continued  to  be 
an  annual  program  and  last  year 
was  opened  to  all  OSMA 
members.  Awards  are  given  to 
OSMA  members  who  recruit  new 
members. 

Dr.  Baumgartner  remarked  that 
the  UCR  “Responsibility” 
“includes  the  commitment  to  the 
profession  we  have  chosen  — the 
return  of  what  has  been  given  to 
us  by  those  in  the  past.  This 
includes  membership.  We  can  no 


longer  sit  and  wait  for  our  colleagues 
to  join  us.  We  must  recruit.  A strong 
voice  depends  on  numbers  and  we 
must  assure  that  our  numbers 
increase  and  remain  strong!!!” 

There  are  about  3,000  Ohio 
physicians  who  do  not  support 
organized  medicine  — some 
because  of  philosophical  reasons, 
some  because  of  financial  reasons, 
some  because  they  do  not  think  it 
is  important  to  belong,  some 
because  they’ve  never  been 
contacted.  It  is  all  members’ 
responsibility  to  recruit  these 
nonmembers. 

“Only  the  federation  of  the 
county  societies,  OSMA  and  AMA 
is  able  or  even  cares  to  speak  for 


all  physicians  and  their  patients,” 
says  Dr.  Baumgartner. 

The  OSMA,  in  appreciation  of 
your  recruitment  efforts,  offers 
awards  for  Physician  Outreach 
efforts. 

The  1988  award  winners  will  be 
announced  in  the  next  issue  of 
OHIO  Medicine.  If  you  would  like 
further  information  about  the 
Physician  Outreach  Program, 
contact  the  Department  of 
Membership  Development  at 
OSMA  (614)  486-2401. 


Katherine  E.  Wisse  is  Director  of 
the  OSMA’s  Department  of 
Membership  Development. 
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The  Physician  and  the  Computer  . . . continued 


information  areas  of  running  a 
moderate-sized  private  practice:  the 
patient  load  and  its  fluctuations 
over  time,  patient  demographics, 
referral  patterns,  financial  data 
(cash  flow,  expenses,  personnel 
needs,  etc.),  clinical  issues 
(patients’  problems,  quality 
control,  cost  containment  in  test 
ordering),  and  practice 
management  (delays  patients 
encounter  in  obtaining  an 
appointment,  time  spent  in  the 
waiting  room  or  in  the  examining 
room,  patient  satisfaction,  number 
of  patients  leaving  the  practice, 
new  patients,  response  from  the 
last  office  newsletter,  etc.).  Few  of 
these  areas  were  analyzed 
objectively  in  the  past  when  the 
office  was  not  computerized.  In 
the  old  days,  when  a prescription 
analgesic  was  recalled  because  of 
serious  side  effects,  it  took  one 
secretary  nearly  two  full  weeks  to 
review  patient  charts,  find  out  who 
had  been  given  the  prescription, 
and  send  out  registered  letters 
announcing  the  recall.  Now,  if  this 
has  to  be  done,  all  5,000  patients’ 
charts  can  be  searched  literally  in 
seconds  with  letters  and  address 
labels  printed  automatically. 

They  are  able  to  determine  that 
a large  percentage  of  their  new 
patients  are  younger,  tend  to  have 
advanced  degrees,  work  in  a 
geographical  area  of  the  city 
known  for  its  high-tech  industry, 
and  have  computers  at  home. 

Based  on  other  cities’  experiences 
with  computer  bulletin  boards  and 


success  with  these  devices  among 
patients  requiring  daily  home 
health-care  nurses,  they  proceed  to 
expand  their  office’s  electronic 
bulletin  board  to  a larger  segment 
of  their  practice,  initially  targeting 
this  group  of  computer- 
knowledgeable  patients. 

It  is  clear  that  waiting  room 
delays  and  patient  dissatisfaction 
have  decreased  significantly  since 
they  installed  the  patient 
scheduling  module,  which  utilizes  a 
patient’s  disease  or  severity  of 
condition  and  incorporates  the 
specific  physician’s  knowledge 
base.  Patients  scheduled  for  late- 
morning  appointments  no  longer 
are  waiting  over  an  hour  before 
they  are  seen.  They  have  also  seen 
a drop  in  the  number  of  regular 
patients  requesting  transfer  of 
records  coincident  with  the  use  of 
the  scheduling  module. 

Their  analysis  also  confirms  the 
usefulness  of  the  CMD  System 
module  they  had  purchased  six 
months  earlier.  Since  it  was 
installed,  this  system  has  assisted 
in  managing  nearly  10%  of  their 
visits. 

Several  areas  of  need  are 
identified  as  a result  of  their 
review:  Quite  a few  unnecessary 
laboratory  tests  have  been  ordered 
over  the  past  few  months  and  there 
have  still  been  problems  with 
referral  letters  arriving  after 
patients  call  for  an  appointment 
with  the  physician  they  have  been 
referred  to.  But  overall,  the 
practice  is  thriving,  the  patients  are 
happy,  and  the  quality  of  care 
being  given  is  high.  They  schedule 
their  next  meeting  for  the  same 
time  next  month. 

6:15  p.m.  — Dr.  Doe  leaves  for 
home  after  another  routine  day.  OSMA 


Lawrence  E.  Mieczkowski,  MD,  is 
director  of  the  Office  of 
Computers  in  Medicine  at  the 
Wright  State  University  School  of 
Medicine. 
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ize all  main  words),  edition,  place  of  publication,  name 
of  the  publisher,  year  of  publication,  volume,  if  more 
than  one  has  been  published,  and  page. 
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Mahoning  County  names  two  “Docs  of  the  Year”  for  1988 


The  ballots  were  sent  to  all 
members  of  the  Mahoning 
County  Medical  Society  in 
November.  By  December,  the 
nominations  were  in  and  the 
medical  society’s  nominating 
committee  sat  down  to  review  each 
one  — knowing  that  eventually 
they  were  going  to  have  to  make  a 
decision.  Which  one,  they  asked 
themselves  as  they  read  through 
the  resumes  of  this  year’s 
nominees,  would  make  a suitable 
“Doctor  of  the  Year’’?  It  was  a 
decision  that  seemed  to  become 
more  and  more  difficult  to  make 
each  year  . . . 

“The  selection  of  ‘Doctor  of  the 
Year’  is  based  on  certain  criteria,’’ 
explains  Eleanor  Pershing,  the 
medical  society’s  Executive 
Director.  Members  of  the 
nominating  committee  consider 
how  many  years  the  nominees  have 
been  involved  in  medicine,  their 
involvement  in  society  and 
professional  activities,  their 
community  involvement  and  their 
literary  and  artistic  achievement. 
This  broad  range  of  criteria  may 
become  even  broader  this  year 
when  the  nominating  committee 
dispenses  entirely  with  criteria. 

“In  considering  this  year’s 
candidate,  the  committee  will  look 
at  any  physician  our  members 
might  nominate,  for  whatever 
reasons,’’  Pershing  continues. 

And  this  year’s  winner  won’t 


be  named  “Doctor  of  the  Year,’’ 
either.  The  new  title  will  be 
“Physician  of  Distinction.’’ 

“The  nominating  committee 
believed  that  ‘Doctor  of  the  Year’ 
was  too  limiting.  The  title  seemed 
to  imply  a physician  who  was 
involved  in  active  practice  only.’’ 


''As  far  as  we  know 
this  is  the  first  time 
we  have  ever 
announced  double- 
award winners  for 
'Doctor  of  the  Year/ 
says  Pershing. 


Yet,  it  was  a retired  physician 
who  eventually  captured  the 
nominating  committee’s  attention 
for  the  1988  title.  In  fact  — it  was 
two  retired  physicians. 

“As  far  as  I know,  this  is  the 
first  time  we  have  ever  announced 
double-award  winners  for  ‘Doctor 
of  the  Year,’  says  Pershing. 

The  committee  simply  had  two 
good  candidates. 

“The  resumes  of  both  nominees 
carried  equal  weight,  and  the 
committee  felt  it  should  consider 


both  men  carefully,’’  Pershing 
explains. 

Unable  (or  maybe  unwilling)  to 
make  a decision  between  the  two, 
the  committee  decided  to  award 
dual  honors.  So,  in  December, 
Mahoning  County  President  H.S. 
Wang,  MD  presented  the  title  to 
both  Gabriel  E.  DeCicco,  MD  and 
Steven  W.  Ondash,  MD.  A profile 
of  each  Mahoning  County 
“Doctor  of  the  Year’’  is  printed 
below.  Congratulations  to  each  — 
and  to  the  nominating  committee 
for  its  thoughtful  selections.  (Both 
profiles  have  been  reprinted  from 
the  January,  1989  issue  of  the 
Mahoning  County  Bulletin.) 


Steven  W.  Ondash,  MD 

A native  of  Orient, 

Pennsylvania,  Dr.  Ondash  is  a 
graduate  of  Chaney  High  School. 
He  received  his  bachelor  of  science 
degree  and  his  medical  degree 
from  St.  Louis  University  and  its 
School  of  Medicine.  Dr.  Ondash 
served  his  internship  and  residency 
in  general  surgery  at  St.  Elizabeth 
Hospital  Medical  Center,  followed 
with  postgraduate  training  in 
cancer  at  New  York  University  and 
thoracic  surgery  at  the  University 
of  Pennsylvania.  After  serving  in 
the  European  Theater  in  World 
War  II,  he  returned  to  Youngstown 
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Steven  W.  Ondash,  MD 


and  in  1946  joined  St.  Elizabeth’s 
surgical  staff. 

Dr.  Ondash  has  held  many 
important  positions  at  St. 
Elizabeth’s  including  chairman  of 
the  department  of  surgery  and 
president  of  the  medical  staff.  He 
has  served  as  a member  of  the 
Board  of  Trustees,  the  Council  on 
Surgical  Education  and  on 
numerous  committees. 

A fellow  of  both  the  American 
and  International  College  of 
Surgeons  and  a member  of  the 
Ohio  Advisory  Committee  to  the 
American  College  of  Surgeons,  Dr. 
Ondash  was  president  of  the  Ohio 
State  Surgical  Association  and 
president  of  the  Ohio  Chapter  of 
the  American  College  of  Surgeons, 
receiving  its  distinguished  service 
award  in  1986.  A member  of  the 
Board  of  Governors  of  the 
American  College  of  Surgeons,  Dr. 
Ondash  chaired  the  Ohio 
Committee  studying  Quality  of 
Surgical  Services  in  the  United 
States. 

Dr.  Ondash’s  efforts  and 
enthusiasm  in  education  have  never 
diminished.  He  has  served  as  a 
role  model  of  scholarship  and 
leadership  for  all  physicians. 

A member  of  St.  Christine 
Church,  Dr.  Ondash  was  among 


the  original  group  in  the  founding 
of  the  church.  He  is  an  avid 
gardener  who  enjoys  rose  culture. 

Dr.  Ondash  and  his  wife  Sabina 
are  the  parents  of  four  daughters, 
Valerie,  Stephanie,  Melanie  and 
Christine. 


Gabriel  E.  DeCicco,  MD 

A lifelong  resident  of 
Youngstown,  Ohio,  Dr.  DeCicco 
opened  his  practice  in  1937  after 
having  graduated  from  Jefferson 


Medical  College,  Philadelphia  and 
interning  with  the  Youngstown 
Hospital  Association.  He  is  a 
graduate  of  Denison  University 
and  South  Side  High  School. 

In  1945,  after  three  years  of 
military  duty  overseas.  Dr. 

DeCicco  reestablished  his  practice 
in  Youngstown.  He  is  a founding 
member  of  the  Academy  of  Family 
Practice  when  it  was  organized 
here  in  1947,  and  he  has  been 
president  of  staff  of  the 
Youngstown  Hospital  Association, 
president  of  the  Medical  Service 
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Foundation  and  president  of  the 
Medical  Dental  Bureau.  He  served 
the  Mahoning  County  Medical 
Society  in  a variety  of  offices  and 
was  elected  its  president  in  1958. 

At  Youngstown  Hospital 
Association,  Dr.  DeCicco  initiated 
the  substitution  of  the  plastic  bag 
for  glass  bottles  for  blood 
transfusions  after  consultation  with 
Dr.  Damashek  of  Boston.  He  was 
responsible  for  hemoccult  testing 
on  the  floors  rather  than  the  lab 
and  he  also  instituted  a change  in 
policy  whereby  beta  blockers  would 
not  be  discontinued  by 
anesthesiologists  prior  to  surgery. 
This  was  after  conversation  with 
cardiologists  and  the  chief  of 


At  Youngstown 
Hospital  Association, 
Dr.  DeCicco  initiated 
the  substitution  of 
plastic  bags  for  glass 
bottles  for  blood 
transfusions. 


medicine  at  Youngstown  Hospital 
Association. 

Dr.  DeCicco  has  served  several 
terms  as  Senior  and  Junior 
Warden  of  St.  John’s  Episcopal 
Church  and  is  a member  of  the 
Vestry.  He  is  a board  member  of 
the  Mahoning  Valley  Association 
of  Churches,  Eldercrest 
Apartments  and  Meals  on  Wheels, 
for  which  he  also  volunteers  as  a 
weekly  driver. 

He  enjoys  yard  work,  and  his 
willingness  to  tackle  jobs  has  left 
him  with  a variety  of  skills  that 
are  always  in  demand  among 
friends  and  neighbors. 

Dr.  Decicco  and  his  wife  Ruth 
are  the  parents  of  daughter  Gail 
and  son  William. 


Columbus  physicians  study  RBRVS 


The  Resource-Based  Relative 
Value  Scale  was  the  topic 
of  discussion  at  a recent 
meeting  of  the  Academy  of 
Medicine  of  Columbus  and 
Franklin  County.  Jerald  R. 
Schenkin,  MD,  Nebraska,  a 
member  of  the  AMA  Board  of 
Trustees,  was  in  Columbus  to 
update  physicians  on  the  status  of 
the  Harvard  RBRVS.  Dr.  Schenken 
also  may  be  known  to  Ohio 
physicians  as  a candidate  for  the 
U.S.  Congress  in  the  previous 
election.  Dr.  Schenkin  lost  his  bid 
for  a seat  in  the  U.S.  House  of 
Representatives  by  a margin  of  less 
than  1%  of  the  votes.  Regarding 
the  RBRVS,  Dr.  Schenkin 
expressed  cautious  optimism  that 
Harvard  will  be  receptive  to  the 
changes  in  the  RBRVS  proposed  at 
the  AMA  Interim  Meeting  in 
Dallas  and  that  Harvard  “does  in 
fact  realize  the  medical 
implications  of  having  a faulty 
study.”  He  said  that  the  AMA 


Jerald  R.  Schenkin,  MD 


expects  to  see  the  RBRVS  in 
“some  kind  of  final  form  in  1989, 
but  whether  or  not  we  like  it 
remains  to  be  seen.”  — Carol 
Mullinax 


OSMA  listens  to  county 

Trying  to  gauge  the 

effectiveness  of  the  OSMA 
is  never  an  easy  task.  Hence, 
the  reason  county  society  and 
specialty  society  presidents  and 
executives  were  recently  summoned 
to  meet  at  the  OSMA’s 
headquarters  in  Columbus. 

The  purpose:  to  discuss  the 
strengths  — and  weaknesses  — of 
the  OSMA,  especially  where 
member  relations  are  concerned. 

Donavin  A.  Baumgartner,  Jr., 

MD,  President  of  the  OSMA, 
opened  the  meeting  by  encouraging 
those  present  to  speak  honestly 
and  openly  about  their  concerns. 

“There  are  two  important  things 
we’d  like  to  do;  it’s  a two-way 
communication,”  began  Dr. 
Baumgartner.  “We  want  to  hear 
what  we’re  doing  right,  but  also 
what  we  need  to  improve  on  . . . 


concerns 

or  what  we  don’t  need  to  do. 

“I’m  very  interested  in  your 
comments,”  he  added,  “so  that  I 
can  transmit  them  to  our 
Membership  Committee.” 

William  J.  Marshall,  MD, 
OSMA’s  President-Elect,  who  also 
addressed  the  group,  focused  his 
attention  on  the  smaller, 
“forgotten”  societies.  “I  think  of 
the  smaller  counties,  the  ones  that 
may  only  have  a part-time 
executive  . . . and  it’s  that 
situation  where  we  feel  it’s 
especially  important  to 
communicate,”  Dr.  Marshall  said. 
“I  really  sense  that  we  need  to 
improve  our  ability  to  deal  with 
the  smaller  counties.” 

Presidents  and  executives  were 
asked  to  meet  OSMA  staff 
members  in  person,  he  added, 
because  “We  hope  that  seeing  a 
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face,  shaking  a hand,  makes  it 
easier  to  make  that  phone  call 
when  you  need  assistance.”  What 
follows  is  a summary  of  comments 
and  ideas  shared  during  the 
meeting. 

* * * 

The  meeting  began  on  an 
upbeat,  optimistic  note  as  county 
presidents  and  executives  were 
asked  to  recount  some  of  their 
more  successful  programs. 
Highlighted  were  Huron  County’s 
Political  Candidates  Night,  Lorain 
County’s  Blood  Bank  Donation 
Day,  The  Academy  of  Medicine  of 
Cleveland’s  televised  ‘‘Health 
Exchange”  program,  the  Academy 
of  Columbus  and  Franklin 
County’s  reverse  mini-internship 
program,  and  Lake  County’s 
malpractice  suit  discussion  group. 

It  appeared  that  everyone 
enjoyed  touting  their  own 
individual  programs  as  much  as 
they  did  hearing  about  others’ 
success  stories. 

* * * 

But  while  society  executives  and 
presidents  were  enthusiasatic  about 
discussing  their  respective 
programs,  they  were  also  eager  to 
express  their  concerns  about  the 
operations  of  the  OSMA  in 
particular  and  medicine  in  general. 

Some  of  the  issues  raised 
included: 

Reporting  incompetent  and 
unethical  physicians.  OSMA 
Managing  Director  Brent  Mulgrew 
suggested  that  county  presidents 
and  executives  refer  to  a statement 
sent  to  them  by  the  OSMA  that 
details  how  a physician  should  go 
about  reporting  an  incompetent 
and  unethical  physician,  and  what 
his  or  her  legal  responsibilities  are. 
The  statement  will  be  published 
for  the  general  membership  in  next 
month’s  OHIO  Medicine. 

Legislative  Bulletin.  While 
agreeing  on  the  importance  and 
effectiveness  of  the  OSMA’s 
legislative  effort,  several  physicians 
expressed  concern  that  the 
Legislative  Bulletin  is  too  wordy 
and  difficult  to  understand.  ‘‘I 


can’t  figure  out  what’s  important, 
what  I should  tell  my  members,” 
said  one  executive,  who  suggested 
the  Bulletin  be  condensed  and 
mailed  separately  from  other 
OSMA  literature. 

OPEN  participation.  More  than 


one  president  said  that  growth  in 
participation  in  their  county’s 
OPEN  program  has  ground  to  a 
halt.  While  one  president  suggested 
redistributing  fliers  to  publicize  the 
program,  another  suggested  that 
reaching  a saturation  point  is 
unavoidable.  Bill  Fry,  OSMA’s 
Director,  Department  of 
Professional  Relations  and 
Ombudsman  Services,  noted  that 
in  January,  Council  recommended 
that  income  levels  for  eligible 
participants  be  raised  to  150%  of 
the  federal  poverty  level,  which 
may  encourage  more  seniors  to 
sign  up. 

Tracking  CME  credits.  Perhaps 
the  most  lively  debate  ensued  when 
one  president  asked  about  the 
feasibility  of  the  OSMA  creating  a 
central  base  where  information 
about  physicians’  CME  credits 
could  be  stored.  That  way,  he  said, 
physicians  wouldn’t  have  to  worry 
about  documenting  or  proving  that 
they  had  indeed  taken  CME 
courses;  the  information  would  be 
centrally  located. 

Mulgrew  noted  that  the  OSMA 


had  tried  such  a system  once 
before  in  the  ’70s,  but  dropped  it 
because  it  was  underused. 

Other  physician  presidents  soon 
began  relating  how  they  keep  track 
of  their  credits.  Janet  K.  Bixel, 
MD,  President  of  the  Ohio  Society 


of  Internal  Medicine,  suggested 
physicians  make  better  use  of  their 
secretaries,  and  other  physicians 
also  offered  record-keeping  tips. 
Mulgrew  offered  to  examine  the 
situation  and  possibly  conduct  a 
member  survey. 

♦ * * 

Perhaps  the  biggest  concern, 
especially  among  the  smaller 
societies  and  those  relatively  new 
to  the  OSMA,  is:  What  is  the 
OSMA  doing  for  me?  What  are 
my  dues  paying  for? 

‘‘It  doesn’t  seem  like  you  poll 
members,”  said  Medina  County 
Medical  Society  President  William 
Smucker,  MD.  ‘‘I  don’t  think 
there’s  any  local  information- 
gathering. How  is  it  that  you 
decide  what  your  priorities  are?” 
He  was  particularly  concerned 
about  legislative  issues. 

Bob  Clinger,  Director, 
Department  of  Medical  Society 
and  Member  Relations,  then 
suggested  that  Dr.  Smucker 
nominate  someone  from  his  county 
society  to  serve  on  the  OSMA’s 

continued  on  page  317 
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In  IBS,*  when  it's  brain  versus  bowel, 
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Written" 
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prescription. 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  hrain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 
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Each  capsule  contains  5 mg  chlordiazepoxide 
HCI  and  2.5  mg  clidinium  bromide. 
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Elach  capsule  contains  5 mg  cblordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 


How  fo  recognize 
a quack 
when  you 
see  one. 


Quack  medical  products.  They're  everything  from  baldness 
remedies  to  cancer  cures.  All  eventually  prove  to  be  a waste  of 
money,  many  actually  pose  a serious  threat  to  your  health. 

How  do  you  distinguish  o quack  medical  product  from  the 
real  thing?  For  o start— if  it  sounds  too  good  to  be  true,  it  prob- 
ably is.  Quack  medical  products  usually  claim  simple  solutions, 
miracle  cures,  or  amazing  scientific  breakthroughs.  Many  flaunt 
testimonials  from  satisfied  users.  To  be  sure  whether  o medical 
product  is  o quack,  check  with  your  doctor  or  pharmacist  first. 
Because  the  next  dead  duck  could  be  you. 


Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly'’  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocoUtis. 

Final  classification  of  the  less-than-eflfective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  cblordiazepoxide  HCl  and/or  clidinium  Br 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  {e  g , operating  machinery,  driving) . 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  cblordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especialfy  in  elderly  and  debibtated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionalfy 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis) , jaundice,  hepatic  dysfunction  reported  occasionalfy 
with  cblordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide;  more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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County  concerns  . . . continued 


Committee  on  Legislation,  so  that 
the  society  would  have  a bigger 
voice  in  OSMA  decisions. 

That’s  all  fine  and  good,  said 
Butler  County  Medical  Society 
President  Mark  Frazier,  MD,  but  it 
doesn’t  address  the  lack  of 
grassroots  involvement  with 
individual  counties. 


Sending  a county  president  to 
OSMA  meetings  so  that  he  or  she 
can  relate  OSMA  activities  isn’t 
the  answer  either,  he  added. 
“Without  face-to-face  contact, 
you’re  not  going  to  get  your 
message  across.  You  need  some 
kind  of  regional  meetings.’’ 

Judy  Khoii,  Executive  Director 


of  the  Greene  County  Medical 
Society,  agreed.  “I  think  getting 
staff  down  on  a regional  level  is  a 
great  idea.’’ 

No  official  action  was  taken  at 
the  meeting,  but  the  OSMA  staff 
agreed  the  idea  had  merit  and  will 
look  into  the  matter.  — Michelle 
J.  Carlson 


Summit  County’s  “smokeout” 


You  would  expect  a county 
health  commissioner  cum 
county  medical  society 
president  to  include  an  anti- 
smoking program  somewhere  in  his 
presidential  platform  — and 
Summit  County’s  immediate  past- 
president  C.  William  Keck,  MD, 
proved  to  be  no  exception. 

“The  trouble  was  finding  the 
time,  with  all  of  his  other  duties, 
to  get  it  off  the  ground,’’  says 
Herbert  E.  Croft,  MD,  an  Akron 
hematologist-oncologist.  “I  knew 
how  important  it  was  to  him,  so  I 
volunteered  to  help.’’ 

Dr.  Croft  was  appointed 
chairman  of  the  society’s  newly 
created  Committee  of  Physician 
Involvement  in  Tobacco  Control  — 
and  before  long,  he  and  his  five- 
member  committee  were  contacting 
other  physicians  for  help  in 
launching  a direct  smoking 
intervention  program.  This  pilot 
program,  explains  Dr.  Croft,  places 
those  physicians  willing  to 
participate  in  one-on-one 
counseling  situations  with  their 
smoking  patients. 

More  specifically,  the  program 
works  like  this: 

When  a patient  enters  the  office 
of  a participating  physician,  he  or 
she  will  be  asked  by  the 
receptionist,  “Do  you  smoke?”  If 
the  answer  is  “yes,”  a quiz, 
distributed  by  the  American 
Cancer  Society,  will  be  clipped  to 
that  patient’s  chart. 

“When  the  physician  sees  the 
patient,  they  go  over  the  quiz 


together,  then  they  discuss  some  of 
the  smoking  intervention  programs 
that  are  available  to  the  patient 
locally,”  says  Dr.  Croft. 

A variety  of  community 
intervention  programs  have  been 
included  in  the  literature  the 
physician  hands  to  the  patient. 

“Some  of  the  programs  even  use 
hypnosis,”  continues  Summit 
County  Medical  Society  Executive 
Director  Shirley  Bee.  “But  before 
we  listed  them,  we  had  some  of 
our  psychiatrists  screen  them  to 
make  sure  they  were  legitimate.” 

The  patient  and  the  physician 
discuss  the  various  programs  and 
decide  on  one  that  would  work 
best  for  the  patient.  If  a substitute 
substance,  such  as  Nicorette,  is 


prescribed,  the  physician  can  also 
use  this  time  to  explain  how  it 
should  be  used,  what  side  effects 
to  expect,  etc. 

The  quiz  is  then  collected  by  the 
receptionist  on  the  patient’s 
departure  from  the  office.  She  will 
keep  track  of  the  quizzes  for  a 
later,  follow-up  study  that  will  be 
conducted  by  the  committee, 
explains  Dr.  Croft. 

“The  receptionist  is  really  the 
key  person  in  this  whole  program,” 
he  continues. 

In  addition  to  tracking  the 
quizzes,  the  receptionist  has  direct 
involvement  with  the  volunteers 
who  stop  by  the  office  one  or  two 
times  a week  to  replenish  supplies 
of  anti-smoking  material  that  are 
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placed  in  the  participating 
physicians’  offices. 

Of  course,  finding  the  literature 
to  place  in  the  displays  was  not 
difficult,  continues  Dr.  Croft.  The 
committee  narrowed  the  choices 
down  to  the  six  most  appropriate 
brochures  — including  one 
designed  especially  for  an 
obstetrical  practice.  The  glitch 
came  in  locating  volunteers  for  the 
replenishing  duties. 

“After  trying  several  groups,  we 
finally  turned  to  the  American 
Cancer  Society  (where  Dr.  Croft 
serves  as  medical  adviser).  They 
said  they  would  be  glad  to  help,” 
he  says. 

The  program  was  launched  this 
past  January. 

At  that  time,  packets  of 
literature  were  mailed  to 
participating  physicians  by  medical 
society  staff,  and  committee 
members  made  an  initial  visit  to 
each  physician’s  practice  to  go  over 
the  program  and  answer  questions. 


In  deference  to  both  the 
committee  members’  and 
volunteers’  time,  those  physicians 
who  were  asked  to  participate  in 
the  pilot  program  are  all  in  group 
practices. 

“That  way,  a committee  member 
could  make  just  one  stop  and  talk 
to  a number  of  the  participating 
physicians,”  says  Dr.  Croft. 
Likewise,  a volunteer  needn’t  travel 
all  over  the  city  to  restock 
brochures. 

“We  involved  at  least  seven 
physicians’  offices,  which  gave  us 
a total  of  about  25  participants,” 
he  continues,  and  while  he 
expresses  some  initial 
disappointment  with  that  number 
(the  group  was  hoping  for  30),  he 
readily  accepts  it  as  a workable 
amount  for  such  a new 
undertaking. 

The  committee  will  be  looking 
at  the  results  of  these  initial 
interventions  probably  later  this 
month.  Were  the  interventions 


successful?  Did  the  patient  go  to 
the  program  he  or  she  decided 
upon  with  the  doctor’s  help? 

“I  think  most  of  the  studies 
already  show  there  is  a 50% 
increase  in  the  success  rate  of 
getting  a patient  to  quit  (smoking) 
if  there  is  direct  physician 
intervention,”  says  Dr.  Croft. 

While  Summit  County’s  new 
committee  began  by  involving  the 
obvious  physician  specialties  in  this 
program  — the  obstetricians, 
thoracic  surgeons  and  family 
practice  groups  — Dr.  Croft 
promises  that  the  committee  has 
no  intention  of  stopping  there.  As 
he  puts  it: 

“It’s  important  for  all  of  us  to 
intervene  directly  with  our  patients 
who  smoke.  Sooner  or  later,  we’d 
like  to  expand  the  program  to 
include  the  whole  county.” 

So,  Summit  County  smokers  — 
take  note!  — Karen  S.  Edwards 


ATTENTION  PRIMARY  CARE  PHYSICIANS 
INCREASE  YOUR  SKILLS 
Accredited  16  Hours  AAFP,  AMA,  AOA  (Category  I) 


ATTEND  . . . Procedural  Skills  for  Primary  Care  Physicians  FEE:  $375 

LEARN  . . . Allergy  testing,  audiometry,  cryosurgery,  dermatologic  procedures,  flexible  sigmoidoscopy,  bolter 
monitoring,  joint  injection  techniques,  nasopharyngoscopy,  pulmonary  function  testing,  vascular  flow  testing,  including 
an  introduction  to  colposcopy  and  office  ultrasonography. 

LOCATIONS  - DATES 

PHOENIX  PHILADELPHIA  CLEVELAND  ST.LOUIS 

March  18-19, 1989  April  15-16, 1989  May  6-7, 1989  June  16-17, 1989 


COLPOSCOPY  - CARDIAC  STRESS  TESTING 


(one  day  devoted  to  each  — attend  either  or  both) 

SPECIAL  PROGRAM  — NEW  ORLEANS  — APRIL  29-30,  1989 

During  The  New  Orleans  Jazz  Festival  Week 
A FULL  DAY  WILL  BE  DEVOTED  TO  EACH  TOPIC,  WITH  BOTH  LAB  & LECTURE 
Tuition;  $295/program  ($525  if  registered  for  both  days) 


TAKE  A TAX  DEDUCTIBLE  VACATION 


Attend  A Medical  Malpractice  Risk  Management  Seminar  & Receive 
AMA  Category  1 CME  Credit  — Programs  Available  Weekly  At: 

Disney  World  • Steamboat  Springs,  CO  • North  Conway,  NH  • Nassau 
AND  5 CLUB  MED  VILLAGES  AT: 

Copper  Mtn,  CO  • Port  St.  Lucie,  FL  • Paradise  Island,  Bahamas 
Huatulco,  Mexico  • Punta  Cana,  Dominican  Republic 

CALL  Or  WRITE 

CURRENT  CONCEPT  SEMINARS  • 3301  Johnson  Street  • Hollywood,  Florida  33021 

(305)966-1009  • (800)225-0227+991-1911 

2 Day  Program:  $125.00  / 5 Day  Program:  $225.00  (Spouse  Free) 
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Employment 

Opportunities 


CLEVELAND,  OHIO.  Partnership  op- 
portunity available  with  young,  busy 
family  practitioner  in  suburban  communi- 
ty hospital  setting.  Full  range  of  primary 
care  without  obstetrics.  Board-certified/ 
eligible  — MD  or  DO  required.  Attractive 
salary  and  fringe  benefits.  Strong  practice 
management  support.  For  more  informa- 
tion call  or  write:  Christina  W.  Black, 
Deaconess  Hospital  of  Cleveland,  4229 
Pearl  Rd.,  Cleveland,  OH  44109,  (216) 
459-6860. 


CLEVELAND,  OHIO.  Private  practice 
opportunities  available  (solo,  partnership 
or  group)  at  full  service  community  hos- 
pital on  Cleveland’s  west  side.  Competi- 
tive salary,  fringes  and  malpractice  insur- 
ance. Strong  practice  management  sup- 
port. Board-certified/eligible  — FP/IM/ 
OB-GYN.  For  more  information  contact: 
Christina  W.  Black,  Deaconess  Hospital 
of  Cleveland,  4229  Pearl  Rd.,  Cleveland, 
OH  44109,  (216)  459-6860  or  send  CV. 


COLUMBUS,  OHIO:  Primary  care  physi- 
cians needed  to  staff  urgent  care  facilities. 
Competitive  salary,  full  benefits.  Respond 
with  CV  to  Paul  Zeeb,  MD,  Medical 
Director,  Primary  Medical  Associates, 
Inc.,  340  E.  Town  St.  #7-250,  Columbus, 
OH  43215. 


EMERGENCY  MEDICINE:  Established 
local  group  seeking  full-time,  career- 
oriented,  emergency  physician  for  position 
in  small  community  hospital  within 
commuting  distance  of  Cincinnati  and 
Dayton.  Flexible  scheduling,  very  com- 
petitive compensation  package  including 
four  weeks  paid  time  off.  Opening  imme- 
diately. Send  CV  to  William  R.  Grannen, 
Medical  Health  Services,  Inc.,  7179  Lamp- 
lite  Ct.,  Cincinnati,  OH  45244  or  call  (513) 
231-0922. 


EVANSVILLE,  INDIANA  — Immediate 
position  available  for  Board-certified 
family  practitioner  in  busy,  growing  net- 
work of  ambulatory  care  centers.  Excel- 


lent income.  Flexible  scheduling.  Contact 
MEC  Medical  Center,  3844  First  Avenue, 
Evansville,  IN  47710,  Attn:  Rebecca 
Parker.  Or  call  (812)  428-6161. 


FAMILY  PRACTICE  — A physician- 
owned  group  of  urgent  care/family  prac- 
tice centers  is  seeking  additional  Board- 
certified  family  practice  physicians. 
Family  practice,  walk-in  and  occupational 
health  patients  comprise  this  practice. 
Flexible  hours  and  a controlled  schedule. 
Base  compensation  $75,000  plus  incentive 
eligibility.  Charles  Moore,  First  Care,  Inc., 
3085  West  Market  St.,  Akron,  OH  44313, 
(216)  867-2192. 


FAMILY  PRACTICE/INTERNAL 
MEDICINE  — Attractive  opportunities 
for  BC/BE  family  practice  and  internal 
medicine  physicians  in  the  Midwest.  Con- 
tact Bob  Strzelczyk  to  discuss  your  prac- 
tice requirements  and  these  positions. 
Strelcheck  & Associates,  Inc.,  12724  N. 
Maplecrest  Lane,  Mequon,  WI  53092, 
(800)  243-4353. 


FAMILY  PRACTICE  — Suburban 
Toledo  family  practice  MD  seeks  BE/BC 
family  practitioner,  MD  or  DO  to  join 
established  practice.  Partnership  oppor- 
tunity available  May  1,  1989.  Send  CV  to 
Human  Resources,  St.  Luke’s  Hospital, 
5901  Monclova  Road,  Maumee,  OH 
43537. 


FIVE  FAMILY  PRACTICE  OPPOR- 
TUNITIES: Medical  director  needed  for 
large,  fully-equipped  primary  care  center. 
Four  different,  well-established,  private 
practices  looking  for  additional  colleague. 
All  northeast  Ohio.  Contact  Barbara  Dris- 
col,  3645  Warrensville  Center,  Cleveland, 
OH  44122,  (216)  991-9770. 


INTERNAL  MEDICINE  — Practice  for 
sale.  Physician  retiring  after  38  years 
wishes  to  sell  successful  practice.  Excellent 
opportunity  for  Board-eligible  or  Board- 
certified  physician  in  internal  medicine/ 
cardiology.  Located  in  S.W.  Ohio.  Practice 
is  associated  with  four  area  hospitals  and 
has  an  excellent  referral  system.  Interested 
parties  may  contact  Mr.  Gary  Geiss,  3052 
Queen  City  Ave.,  Cincinnati,  OH  45238. 


JOIN  A LEADER  — We’re  the  Ohio 
Permanente  Medical  Group,  Inc.,  and  we 
need  your  help  to  keep  up  with  rapid 
growth  of  the  Kaiser  Permanente  Program 
in  Northeastern  Ohio.  OPMG  is  the 
multispecialty  group  practice  that  pro- 
vides health-care  services  to  the  more  than 
185,000  Kaiser  members  in  the  Cleveland- 
Akron  area.  We  are  looking  for  Board- 
certified/Board-eligible  physicians  in  the 
following  specialties:  allergy,  otolaryngol- 
ogy, family  practice,  internal  medicine, 
OB/GYN,  orthopedics,  psychiatry,  radiol- 
ogy, general  surgery  and  urology.  Our 
wealth  of  experience  of  over  40  plus  years 
(25  in  Ohio)  makes  Kaiser  Permanente  a 
mature,  solid  leader  in  the  managed  care 
sector  of  the  health-care  industry.  The 
rewards  of  practice  with  us  are  substantial 
— excellent  salary  and  benefit  packages, 
company-paid  retirement  plan,  full  mal- 
practice coverage,  a stimulating,  collegial 
environment  in  which  to  practice  quality 
medicine,  and  more  . . . Kaiser  Perma- 
nente’s  Ohio  Region  is  located  in  the  heart 
of  the  dynamic,  resurgent,  industrial  Mid- 
west. The  area  offers  the  best  of  big  city 
sophistication  and  culture  in  an  afford- 
able, accessible  living  area.  Please  send 
your  resume  to:  Ronald  G.  Potts,  MD, 
Medical  Director,  Ohio  Permanente  Med- 
ical Group,  Inc.,  1300  E.  9th  Street,  Suite 
1100,  Cleveland,  OH  44114.  Or  you  may 
call  us  collect  at  (216)  623-8780. 


OB-GYN.  Tired  of  city  traffic  and  prob- 
lems? Try  life  in  a small,  midwestern,  col- 
lege community.  Practice,  office  and 
equipment  for  sale  due  to  death  of  physi- 
cian. Lucrative  practice,  good  patients  and 
a slower  pace  await  you.  Phone:  (419)  352- 
7295  or  write:  Darlene  Householder, 
16620  Mitchell  Rd.,  Bowling  Green,  OH 
43402. 


OCCUPATIONAL/FAMILY  PRAC- 
TICE — Ambulatory  care  center  is  seek- 
ing a BC/BE  family  physician  with  inter- 
est in  both  family  practice  and  occupa- 
tional medicine.  Candidate  should  have 
desire  to  build  a private  practice  and  must 
possess  a broad  range  of  physician  skills. 
Physician  should  be  familiar  with  occupa- 
tional health  services,  including  pre- 
employment physicals,  workers’  comp 
injuries  and  disability  exams.  Our  physi- 
cian-owned center  is  well  established  in 
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northeastern  Ohio  and  serves  over  100 
industries  with  a large  walk-in  patient 
base.  Competitive  wage  and  excellent 
benefits  are  offered.  Please  submit  cur- 
riculum vitae  and  letter  of  personal/pro- 
fessional goals  to:  Timothy  L.  Newman, 
MD,  PO  Box  5294,  Fairlawn,  OH  44313. 


OCCUPATIONAL  MEDICINE  — 

Physicians  needed  to  perform  permanent 
partial  and  extended  disability  examina- 
tions. Must  be  experienced  and  familiar 
with  AMA  guides.  Positions  in  Cleveland, 
Akron-Canton  and  Youngstown  areas. 
Highly  competitive  compensation.  Con- 
tact: Charles  Moore,  Occucare,  3085  West 
Market  Street,  Suite  152,  Akron,  OH 
44313  (800)  533-1345. 


OCCUPATIONAL  MEDICINE  PHYSI- 
CIAN — Searching  for  occupational 
physician  to  operate  a hospital-based 
clinic  in  Cincinnati.  Solo  practice  serving 
about  300  companies  with  approximately 
45-50  pre-employment  physicals  and 
injured  workers  seen  per  day,  Monday 
through  Friday.  Strong  clinical  skills  and 
occupational  experience  required.  Practice 
involves  full  spectrum  of  occupational 
health  issues.  Competitive  salary  and 
benefits.  Please  forward  resume  to  Bethes- 
da  Healthcare,  Corporate  Services  Build- 
ing, 619  Oak  Street,  Cincinnati,  OH  45206 
or  call  (513)  569-5150. 


OHIO,  CLEVELAND.  Superior  compen- 
sation and  fringe  benefits  available  for 
physicians  wishing  to  enter  into  private 
practice  within  an  urgent  care  setting. 
Financial  package  includes:  salary  of 
$75,000-$!  10,000  (for  40-hour  week)  plus 
FFS  compensation  and  on-call  coverage; 
profit  sharing;  buy-in/partnership  oppor- 
tunities; 3 weeks  vacation;  malpractice, 
health  and  dental  insurance.  For  more 
information  contact  Mitchell  Leventhal, 
MD  at  (216)  642-1440,  or  send  CV  in  con- 
fidence to  6133  Rockside  Road,  Suite  10, 
Independence,  OH  44131. 


OHIO;  Emergency  physician,  $45-58  per 
hour.  ACTS  certification  required.  ATLS 
preferred.  Primary  care  experience  a plus. 
Excellent  medical  staff  backup  for  major 
medical/surgical  emergencies.  Moderate 
volume  ER.  Benefits  include  four  weeks 
vacation,  incentive  bonus  during  the  first 
year,  paid  malpractice  and  an  incentive 


plan.  Contact:  Emergency  Consultants, 
Inc.,  2240  S.  Airport  Road,  Room  26, 
Traverse  City,  Ml  49684,  (800)  253-1795 
or  in  Michigan  (800)  632-3496. 


OHIO:  Part-time  ER  work,  $30-45  per 
hour.  Recent  ACES  certification  required, 
ATLS,  primary  care  experience  a plus. 
Excellent  medical  staff  backup  for  major 
medical/surgical  cases.  ERS  vary  from 
quiet  to  moderate.  Contact:  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road, 
Room  26,  Traverse  City,  MI  49684,  (800) 
253-1795  or  in  Michigan  (800)  632-3496. 


OHIO,  NORTHEAST/CLEVELAND: 

Emergency  department  director  is  being 
sought  for  40,000 patient  volume  emer- 
gency department  in  Greater  Cleveland 
area.  Must  be  Board-certified  in  emergen- 
cy medicine  with  previous  appropriate  ad- 
ministrative experience.  Benefits  package 
worth  150K,  which  includes  retirement 
program,  comprehensive  health  package, 
disability  insurance,  life  insurance,  profes- 
sional liability,  continuing  education  and 
vacation.  Physician  is  eligible  for  partner- 
ship in  two  years.  Interested  individuals, 
please  submit  CV  to:  P.O.  Box  2600,  Lake- 
wood,  OH  44107. 


OHIO,  NORTHEAST/CLEVELAND; 

Emergency  department  physicians  needed 
for  40,000-1-  patient  volume  hospital 
emergency  department  in  Greater  Cleve- 
land area.  Physician  must  be  Board-certi- 
fied in  emergency  medicine,  residency- 
trained  in  emergency  medicine,  or  be 
Board-prepared  in  emergency  medicine. 
Salary  and  benefits  package  worth  $130K. 
Included  is  liability,  disability  and  life  in- 
surance, retirement  program,  vacation, 
continuing  education  and  comprehensive 
health  coverage.  Full  partnership  eligibili- 
ty in  two  years.  Interested  individuals, 
please  submit  CV  to:  P.O.  Box  2600,  Lake- 
wood,  OH  44107. 


PHYSICIAN  NEEDED,  part  time,  to 
develop  and  operate  cancer  screening 
program  for  central  Ohio  residents. 
Family  practice  specialty  preferred.  Con- 
tact Alice  Paugh  (614)  263-5006. 


PHYSICIANS  — Provider  Placement 
Services  specializes  in  the  relocation  of 
physicians  throughout  the  U.S.,  with  spe- 


cial emphasis  in  the  Southeast.  Currently, 
we  have  several  hospitals/clinics/groups 
with  openings.  All  fees  paid  by  employer. 
All  inquiries  kept  in  strict  confidence.  No 
obligation.  Send  CV/resume  to:  PPS, 
Attn:  Mr.  Scott,  2221  University  Blvd. 
West,  Jacksonville,  FL  32217,  or  call  toll 
free  (800)  848-8772. 


PHYSICIANS  — THE  OHIO  AIR 
NATIONAL  GUARD,  178TFG,  Spring- 
field,  Ohio,  has  immediate  openings  for 
part-time  family  practitioners,  general 
practitioners,  pediatrics,  general  surgery, 
orthopedics,  general  surgery,  internal 
medicine  and  OB/GYN.  In  the  Ohio  Air 
National  Guard  you  can  earn  a regular 
paycheck  without  taking  much  time  away 
from  your  medical  practice.  In  fact,  most 
of  our  physicians  serve  just  two  days  per 
month  and  15  days  each  year.  The  Nation- 
al Guard  offers  you  a generous  retirement 
plan  at  age  60,  base  exchange,  commissary 
privileges,  space  available  travel  and  term 
life  insurance.  Some  of  the'training  of- 
fered by  the  Air  National  Guard  can  pro- 
vide you  with  your  required  Continuing 
Medical  Education  training.  As  an  Air 
National  Guard  member,  you  may  attend 
the  Air  Force  School  of  Aerospace  Medi- 
cine, a seven-week  course  of  invaluable 
training  that  will  entitle  you  to  wear  the 
wings  of  an  Air  Force  Flight  Surgeon. 
Once  you’ve  earned  the  wings,  you’ll  pro- 
vide medical  services  to  the  pilots  and 
flight  crew  personnel  in  the  air  and  on  the 
ground.  Enrich  your  life  and  career.  Call 
us  today  to  find  out  more  about  the 
opportunities  waiting  for  you  as  an  Ohio 
Air  National  Guard  physician.  Call  us 
COLLECT  at  (513)  323-6704. 


PRIMARY  CARE  OPENINGS  — Out- 
standing opportunity  for  qualified  physi- 
cians with  established  multispecialty 
group.  Well-equipped  lab  and  X-ray  in 
office.  Excellent  compensation  and  paid 
malpractice.  JCA  hospital  with  ER  cover- 
age, attractive  social  and  educational  sur- 
roundings. Send  CV  to  Lodi  Medical 
Group,  Inc.,  402  Highland  Dr.,  Lodi,  OH 
44254. 


PRIMARY  CARE  PHYSICIAN  and 

general  staff  psychiatric  positions  avail- 
able. Some  directorships  also  available. 
Excellent  opportunities.  Annashae  Cor- 
poration, 6593  Wilson  Mills  Road,  May- 
field  Village,  OH  44143  (216)  449-2662. 
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PSYCHIATRIST  — Dayton,  staff  psy- 
chiatrist. Immediate  vacancy  for  full-time 
psychiatrist,  BD,  Cert/Ed.  elig.,  or  recent 
graduate  of  approved  residency  program, 
licensed  in  any  state,  for  the  VA  Medical 
Center,  a primary  teaching  hospital  for  the 
Wright  State  University  School  of  Medi- 
cine. Responsibilities  include  consult/ 
inpatient/outpatient  services.  Opportuni- 
ties available  for  academic  involvement/ 
growth.  Contact  Sudhakar  Madakasira, 
MD,  Chief,  Psychiatry  Service  (116A),  VA 
Medical  Center,  4100  West  Third  St.,  Day- 
ton,  OH  45428  or  call  (513)  262-2167.  An 
equal  opportunity  employer. 


PSYCHIATRIST  — Immediate  opening 
for  staff  psychiatrists,  full  time  and  part 
time,  Board-eligible/Board-certified,  in  a 
state-operated,  JCAH-accredited,  380-bed 
inpatient  psychiatric  hospital.  Multidisci- 
pline approach  with  psychiatrist  as  a treat- 
ment team  leader,  expected  to  exercise 
strong  leadership  in  quality  care  of  pa- 
tients. Programs  for  admissions,  extended 
care,  geriatrics  and  psychiatric  rehabilita- 
tion. License  to  practice  in  the  state  of 
Ohio  is  required.  Excellent  salary  and 
fringe  benefits,  including  paid  vacation 
and  personal  leave,  sick  and  educational 
leave,  health,  vision,  dental  and  life  insur- 
ance, and  Public  Employees’  Retirement 
System.  Contracts  are  available.  Travel 


Display  Advertising 

Those  who  wish  to  place  an 
advertisement,  Ye-page  in  size  or 
larger  should  contact  the 
appropriate  advertising 
representative: 

Pharmaceutical 

Terry  Gladman 
Lifetime  Learning 
505  Chicago  Avenue 
Evanston,  Illinois  60202 
312-866-7770 

Non-pharmaceutical 

George  Quigley 
Camargo  Publications 
4015  Executive  Park  Drive, 

Suite  304 

Cincinnati,  Ohio  45241 
513-563-9666 


costs  may  be  negotiated.  EEO  Employer, 
M/F/H.  Send  resume  to  W.J.  Roberts, 
Director  of  Personnel,  or  Nathanael 
Sidharta,  MD,  Medical  Director,  Massil- 
lon State  Hospital,  Box  540,  Massillon, 
OH  44648,  or  call  (216)  833-3135,  ext.  223 
or  229. 


PSYCHIATRIST  — To  join  430-bed 
facility  in  north-central  Wisconsin.  Ex- 
tensive mental  health  facility  offers  op- 
portunity to  work  with  various  health- 
care professionals  and  use  comprehen- 
sive range  of  treatments  by  services  to 
inpatients  and  outpatients.  With  sup- 
port of  two  full-time  and  four  sub-con- 
tractor  psychiatrists,  call  and  support 
are  ideal.  Great  all-American  com- 
munity and  competitive  benefit  pack- 
age add  to  exceptional  practice  envir- 
onment. Call  Patrick  Coplan  at  1-800- 
332-0488. 


Classified  Advertising  Rates 

$1.50  per  word  for  regular  ads 
with  bold  title,  $1.75  per  word  for 
ads  appearing  in  a box.  Payment 
for  the  ad  must  accompany 
advertising  request.  Ads  must  be 
typed.  Closing  date  for  classified 
ads  is  first  day  of  month  preceding 
publication. 

The  OSMA  Journal  reserves  the 
right  to  refuse  or  delete  classified 
ads  without  explanation  and  to 
refer  advertisements  of  a 
commercial  nature  to  the  display 
advertising  department,  at  the 
publisher’s  discretion. 

Send  classified  ads  to: 

OHIO  Medicine 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 
Attention:  Classified  Ad  Manager 
Telephone  orders  for  classified 
ads  are  not  accepted. 


1-75  & Bluelick  Rd.  Exit  130,  Lima,  Ohio 
Sales:  (419)  221-1010  Service:  (419)  641-3051 


• Financing  Available 

• Complete  line  of  Accessories 

• Factory  Certified  Mechanics 


Store  Hours 

• Mon-Wed-Fri  9-7 

• Tues-Thurs-Sat  9-5 

• Sun  1-5 
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Classified  Advertising  . . . continued 


PSYCHIATRISTS  — FULL/PART 
TIME.  Immediate  openings  for  Board- 
certified/Board-eligible  psychiatrists,  to 
join  our  multidisciplinary  treatment  staff. 
We  are  a progressive,  JCAH-accredited, 
400-bed  psychiatric  hospital.  Full  time 
starting  at  $67,995  with  an  excellent  bene- 
fit and  retirement  package.  Please  send 
CV  in  confidence:  Personnel  Manager, 
Toledo  Mental  Health  Center,  Caller 
#10002,  Toledo,  OH  43699-0002.  EOE 

SEVERAL  VAMC  SALARIED  POSI- 
TIONS immediately  available  to  BC  or 
recently  BE  radiologists  competent  in  all 
areas  of  radiology.  Additional  subspeciali- 
zation in  angiography,  neuroradiology 
and/or  interventional  procedures  sought, 
but  not  required  for  all  vacancies.  South- 
west Ohio.  Submit  CV  to:  VAMC  — 
Radiology,  4100  W.  Third,  Dayton,  OH 
45428. 

WANTED:  Assistant  surgeon/house 
physician  for  cardiovascular  and  thoracic 


surgical  service.  Heart  center  at  St.  Vin- 
cent Charity  Hospital  and  Health  Center. 
Reply  to:  Cardio-Vascular  Surgeons,  Inc., 
2322  East  22nd  Street,  Suite  #208,  Cleve- 
land, OH  44115-3176.  Excellent  salary  and 
benefits. 

WANTED:  House  Surgeon,  Board-certi- 
fied or  eligible.  Needed  immediately  for 
position  in  northeast  Ohio.  Excellent 
financial  package  which  includes  salary, 
malpractice  insurance,  life  insurance,  dis- 
ability and  paid  vacation.  For  immediate 
consideration,  please  send  CV  to  Deborah 
F.  Latimer,  Assistant  Vice  President,  Med- 
ical Services,  Saint  Thomas  Medical  Cen- 
ter, 444  North  Main  Street,  Akron,  Ohio 
44310. 

WANTED:  Emergency  Medicine  — Full- 
time emergency  physicians  needed  for 
Clinton  Memorial  Hospital,  Wilmington, 
Ohio.  Top  compensation  and  paid  mal- 
practice insurance.  Contact:  The  Sterling 
Group,  119'/2  West  Indiana,  Perrysburg, 
Ohio  43551;  (419)  874-4053. 


Where  do  you 
draw  the  line? 

As  a mental  health  professional,  you  are 
usually  able  to  meet  each  patient's 
individual  needs  with  effective  treatment 
and  positive  results. 

But  there  are  some  individuals  whose 
problems  seem  resistant  to  every  avenue 
of  outpatient  treatment.  As  a concerned 
professional,  where  do  you  draw  the  line 
between  giving  patients  your  best  and 
drawing  on  the  inpatient  resources  of 
others? 


For  more  than  80  years, 
Taylor  Manor  Hospital  has 
provided  such  inpatient 
support,  with  specialized 
treatment  programs  for 
adolescents,  adults,  young 
adults,  addictive  behaviors, 
and  religion  professionals. 

We're  here  to  help  . . . you  and 
your  patient.  Call  us  at  1-800-527-8238, 
(301)  465-3322  or  (202)  621-4965  for  more 
information. 


Taylor  Manor  Hospital 

ELLICOTT  CITY,  MD  2104.3 
1-800-527-8238/  (301)465-3322  / (202)  62M965 
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Equipment 


IPG  — Impedance  phlebograph,  like  new, 
will  furnish  instructions.  (216)  365-6242. 


Practice  for  Sale 


PRACTICE  FOR  SALE.  Very  active  gen- 
eral surgeon  retiring.  Southwest  Ohio, 
centrally  located  between  Columbus,  Day- 
ton,  Cincinnati.  Five  minutes  from 
JCAHO-accredited  hospital  with  35,(X)0 
service  area  population.  Modern  office 
and  equipment  package.  Write  to  Box  207, 
c/o  OHIO  Medicine,  1500  Lake  Shore 
Drive,  Columbus,  OH  43204-3824. 


Services 


FOR  PHYSICIANS:  Unsecured  signature 
loans,  $5,000-$60,0(X).  For  taxes,  debt  refi- 
nance, investments,  etc.  No  points  or  fees, 
competitive  rates,  up  to  six  years  to  repay. 
Call  toll  free  1-800-331-4952,  MediVersal 
Dept.  114. 


OHIO  Medicine 


While  you  practice  the  art  of  medicine, 
let  technology  improve  the  state  of 
your  practice. 


AutoClaim's  one-step  "Universal  Claims  Processing  System"  means  that  data  is  entered  only  once -regardless  of  the  carrier.  AutoCiaim  does  the  rest. 


AutoClaim  handles  third-party 
billing  faster,  more  completely 
and  more  profitably  than  any  other 
system  available. 

AutoClaim,  the  state-of-the-art  in 
third-party  hilling,  slices  through  the 
tangle  of  insurance  carrier  requirements 
for  the  fastest,  most  complete  hilling 
available.  It  speeds  claims  reimhurse- 
ment,  gives  you  greater  flexibility,  and 
generates  more  profit  than  any  other 
system  on  the  market. 

Unlike  other  billing  services 
and  computer  systems,  AutoClaim 
performs  your  third-party  billing 
automatically.  AutoClaim: 

► plugs  you  into  a universe  of  insurance 
carriers . . . not  just  a handful. 

► provides  a direct  link  for  on-line 
prospective  eligibility  verification. 

► gives  the  fastest  turnaround  and 
claims  payback  of  any  system  available. 

► is  so  flexible  that  you  don't  change 
your  computer  protocol  to  bill  different 
carriers. 

► costs  far  less  — and  is  infinitely 
faster  — than  any  service  bureau. 

► installs  instantly  over  existing  phone 
lines  in  any  office. 

► has  full  screen  and  full  keyboard 
capability. 


► utilizes  universal,  single-step  entry 
good  for  most  major  carriers. 

► and  you’re  assured  of  quality  because 
it  comes  from  the  industry  leader. 
Medical  Data  Systems.  . . with  superior 
equipment  from  Hewlett-Packard,  a 
world  leader  in  computer  technology, 
and  from  VeriFone,  the  nation's  largest 
manufacturer  of  P.O.S.  terminals  for 
the  banking  industry. 

How  AutoClaim  works 

AutoClaim  is  a one  step,  data  entry 
process,  not  dependent  on  a single, 
dedicated  claims  card.  Using  the  on- 
screen standard  format  or  data  from 
your  existing  computer  system,  patient 
information  is  entered  directly  into 
AutoClaim  at  your  office . . . converted 
to  the  carrier's  prescribed  format ...  and 
electronically  transmitted.  Claims 
recovery  is  initiated  immediately. 

The  difference  in  turnaround  time  can 
be  measured  in  days  vs.  months.  We 
call  this  state-of-the-art  program  the 
"Universal  Claims  Processing  System" 
bcx:au.se  it  ties  in  directly  with  a universe 
of  insurance  carriers. 

Flexibility 

AutoClaim  is  available  on  a stand- 
alone ba.sis.  Or  it  can  be  added  as  an 
enhancement  to  your  existing  office 


computer.  If  your  office  requires  a 
complete  management  system.  Medical 
Data  Systems  offers  AutoMed,  for 
nearly  20  years  the  industry'  standard 
in  reliability.  AutoMed  — which 
incoqtorates  AutoClaim  — is  the 
cost-effextive,  full  service  system  widely 
used  by  physicians,  group  practices, 
clinics,  hospitals,  PPO's  and  flMO’s. 
AutoMed  provides  patient  and  third- 
party  billing,  productivity  analyses, 
accounting,  medical  records,  research, 
word -processing,  AMA  access  and  other 


data  base  information  services. 

To  learn  more  about  how 
AutoClaim  can  improve  the  state  of 
your  practice. . while  you  practice  the 
art  of  medicine . . . call  us  today  at 
1-800-521-4548;  or  in  Ohio  at 
1-800-362-7895. 

AutoClaim  and  AutoMed. 
Demonstrating  the  power  and  perform- 
ance of  Medical  Data  Systems , , where 
the  future  becomes  reality  in 
healthcare  management  today. 


2045  Midway  Drive 

B-'-J  Twinsburg,  Ohio  44087 

. P MEDICAL  DATA  SYSTEMS  (800)  521  45a8 

B -'l:'  division  of  GENERAL  COMPUTER  CORP  In  OhiO  ( 800  ) 362  7895 


□ Yes,  I want  to  learn  more  about  AutoClaim. 


OSMA  Notebook: 

Up-to-date  news  from  the  Ohio  State  Medical  Association 


• Patient  newsletter  available  . . . The  Spring  edition  of  Health  Hints,  the  OSMA’s  quarterly 
patient  newsletter,  is  hot  off  the  press.  Health  Hints  serves  as  an  excellent  health  education  and 
marketing  tool  for  your  patients.  For  $25  per  100  copies,  the  OSMA  will  print  your  name  and 
address  on  each  newsletter.  You  can  mail  the  newsletters  to  current  or  potential  patients,  display 
them  in  your  waiting  room  or  use  them  as  handouts  at  speaking  engagements.  To  order  your 
three-month  supply,  contact  the  OSMA  Department  of  Communications  at  (614)  486-2401. 


• Breast  cancer  brochure  available  . . . The  updated  version  of  the  brochure.  Breast  Cancer: 
Diagnosis  and  Treatment  Information,  is  now  available.  The  brochure  was  prepared  by  the  Ohio 
Chapter  of  the  American  College  of  Surgeons  in  cooperation  with  the  Ohio  State  Radiological 
Society  and  the  OSMA.  To  order  a supply  or  for  more  information,  please  contact  the  OSMA 
Department  of  Medical  Specialty  Society  Relations  at  (614)  486-2401. 


• Medicare  — claims  coding  . . . Effective  April  1,  1989,  Medicare  will  require  all  claims  to 
be  coded  by  diagnosis,  utilizing  the  International  Classification  of  Disease  (ICD-9CM)  Coding 
Manual.  OSMA  has  been  unable  to  determine  if  Medicare  carriers  will  return  claims  with  missing 
diagnosis  codes.  If  you  wish  to  obtain  a current  copy  of  the  ICD-9CM,  Contact:  Superintendent 
of  Documents,  U.S.  Government  Printing  Office,  Washington,  DC  20402.  The  cost  (including 
tax,  handling  and  postage)  is  $27  for  a three-volume  paperback  set  and  $40  for  a two-volume 
hardback  copy. 


• Medicare  — elective  surgery  rule  . . . OSMA  has  been  in  contact  with  HCFA’s  regional  director 
concerning  Medicare’s  administration  of  the  elective  surgery  over-$500  rule.  As  administered 
by  the  carrier,  this  rule  required  physicians  to  refund  amounts  in  excess  of  the  Medicare  payment  in 
the  absence  of  a signed  patient  agreement.  OSMA’s  petition  to  HCFA’s  regional  director  resulted  in 
a clarification  of  the  rule.  Physicians  now  must  make  refunds  in  excess  of  the  Medicare  allowable. 
HCFA  is  in  the  process  of  informing  carriers  of  this  change.  If  you  have  any  questions  about 
the  rule,  contact  the  OSMA  Ombudsman  at  (614)  486-2401. 


• 1989  OSMA  membership  dues  . . . This  year’s  membership  dues  were  due  the  first  of  the 
year.  To  avoid  any  lapse  in  OSMA  benefits,  please  pay  your  dues.  If  you  have  any  questions 
regarding  your  membership  status,  contact  the  OSMA  Department  of  Membership  at  (614)  486- 
2401. 


Unless  otherwise  indicated,  contact  the  OSMA  by  writing:  1500  Lake  Shore  Drive,  Columbus,  OH  43204 

or  by  calling  (614)  486-2401 
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WHICHEVER  WAY  YOU  WRITE  IT . , 
WRITE  IT  FOR 


2-mg 

5-mg 

10-mg 

scored  tablets 


Roche  Products 


IT  MAKES  THE  PRESCRIBING  DECISION  YOURS. 


The  practice  is  yours. 

The  patients  are  yours. 

The  prescriptions  are  yours. 

Make  the  prescribing  decision  yours,  too. 


Write  “D.A.W.”  or  “Dispense  as  written 
on  your  prescriptions. 


n 


Specify 


yALIUM 

■X  /,  brand  of  /j — y / 


(3;  2 rng 


IV 


— ► 5-mg 


lO-mq 


The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc  scored  laoiets 

The  one  you  know  best. 


Copyright  © 1988  by  Roche  Products  Inc 
All  rights  reserved 


Roche  Products 


Rortv  Products  tnc 
Mdfidti  Puerto  Rhxi  00?0t 
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And  Justice  - 


An  indepth  look 
at  the  Ohio  State 
Medical  Board 


In  the  depressed  and  anxious  patient 

See  Improvement 


In  The  First  Week!. 

And  The  Weeks  That  Follow 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose' 

^ First  week  reduction  in  somatic  symptoms' 


Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 

Roche  Products 

Please  see  summary  of  product  information  on  following  page. 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 

^3,  3^01^ 

I ) 60- 

icucX  72“'^ 

90^^  86- 

vomiting  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 

♦Patients  often  presented  with  more  than  one  somatic  symptom. 


Umbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 

UmbitrolDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  VJt- 


In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.5'.  dose^ 

^ First  week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in  the 
first  week  than  with  amitriptyline  alone^ 

Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  UL 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


References:  1.  Data  on  file,  HofFmann-La  Roche  Inc.,  Nutley.  N|.  2.  FeighnerlP, 
et  al:  Psychopharmacology  61 :2\7-225.  Mar  22,  1979. 


Limbitrol^  @ 

Ifanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [eg.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Pei  iodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady- state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent;  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others;  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  atrhvlhmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination.  aia.xia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic.-  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pmritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thromboevriopenia.  Gastrointesci 
nal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tbsticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstmal  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  se\ere 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitripniine  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habimation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitnpniine 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tdblets.  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydra'hloride  saltL  and  Tdblets.  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  ttl-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 
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FROM  THE  EDITOR 


A Closer  Look  at  the 
State  Medical  Board 


Mention  the  Ohio  State 

Medical  Board  to  a room 
full  of  licensed 

physicians,  and  chances  are  you 
will  get  one  of  three  responses. 

For  those  who  never  hear  from 
the  Medical  Board,  except  to 
receive  their  licenses,  there  is  apt 
to  be  some  confusion  as  to  just 
what  it  is  the  Medical  Board  does 
the  rest  of  the  year. 

Those  physicians  who  know  and 
understand  the  Board’s 
enforcement  responsibilities, 
however,  are  more  apt  to  display 
some  trepidation  of  the  Columbus- 
based  agency.  Let  them  learn,  for 
example,  that  the  malpractice 
settlement  recently  made  against 
them  has  been  reported  to  the 
Board,  and  they  fly  into  a panic, 
worried  that  the  Board  will  start 
complaint  files  against  them  . . . 
maybe  some  sort  of  action. 

Then,  there  are  those  who  are 
simply  angered  by  the  mere 
mention  of  the  Board’s  name. 

They  believe  the  Board  is  too 
tough  on  physicians  ...  or  too 
soft  on  their  irresponsible 
colleagues.  They  are  irritated  by 
what  they  consider  ill-founded 
investigations,  or  by  the  Board’s 
pettiness  in  auditing  those  CME 
records. 

This  month,  OHIO  Medicine 


focuses  its  attention  on  the  Ohio 
State  Medical  Board  and  its 
functions.  Our  first  article 
examines  the  Board  itself  — 
attempting  to  define,  through 
those  who  comprise  the  Ohio  State 
Medical  Board,  what  its  job  is, 
and  how  well  that  job  is  being 
done.  Associate  Editor  Deborah 
Athy  then  examines  what  might  be 
one  of  the  most  confusing  aspects 
of  the  Board  — its  investigative 
function.  What  rights  do  their 
investigators  have  to  examine  a 
practice  — and  what  rights  do  you 
have  if  it’s  your  practice  they  are 
examining?  Her  article  will  answer 
those  questions,  and  show  you 
what  you  might  expect  should  a 
Board  investigator  come  knocking 
on  your  door. 

Also  along  these  lines  — 
perhaps  one  of  the  least- 
understood  responsibilities  of 
physicians,  is  your  duty  to  report 
incompetent  colleagues  to  the  State 
Medical  Board  for  appropriate 
investigation.  We  are,  therefore, 
including  in  this  issue  a copy  of 
the  law  that  outlines  your  legal 
obligations  with  regard  to 
reporting.  And  recognizing  that 
this  is  an  area  that  is  highly- 
charged  with  emotional  as  well  as 
ethical  concerns,  we  are  following 
up  with  an  article  that  examines 


these  concerns.  We  don’t  think  we 
could  have  selected  a better  author 
for  this  piece,  by  the  way,  than 
Oscar  Clarke,  MD,  of  Gallipolis. 
Dr.  Clarke  has  not  only  served  as 
president  of  the  Ohio  State 
Medical  Board,  but  now  sits  on 
the  prestigious  AMA  Council  on 
Ethical  and  Judicial  Affairs. 

We  hope  that  this  issue  will 
clear  up  the  confusion,  dispel  the 
unfounded  fears  and  temper  some 
of  the  anger  that  haunts  the  Ohio 
State  Medical  Board.  The 
confusion,  anger  and  fear  may  be 
merely  the  result  of  a lack  of 
communication  between  the  State 
Medical  Board  and  the  physician 
community  that  it  licenses  and 
must  occasionally  discipline. 

In  the  future,  Thomas  Gretter, 
MD,  of  the  Ohio  State  Medical 
Board,  will  begin  what  will 
become  a regular  “Medical 
Board”  column  in  OHIO  Medicine 
— a further  attempt  to  open  up 
the  channels  of  communications  to 
Ohio’s  medical  community.  Could 
a new  day  of  cooperation  and 
understanding  be  on  its  way? 
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Carafiate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers!  For  those  NSAID 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  IliWlliilljv  defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


O 


ARAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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ARAFATE' 


^^(sucralfate)  Tablets 

BRIEF  SUMMARY 
CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic  recurrent  disease  While  short-term 
treatment  with  sucralfate  can  result  in  complete  healing  of  the 
ulcer,  a successful  course  of  treatment  with  sucralfate  should  not 
be  expected  to  alter  the  post-healing  frequency  or  severity  of 
duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simul- 
taneous administration  of  CARAFATE  (sucralfate)  with  tetracy- 
cline, phenytoin,  digoxin,  or  cimetidine  will  result  in  a statistically 
significant  reduction  in  the  bioavailability  of  these  agents  The 
bioavailability  of  these  agents  may  be  restored  simply  by  sepa- 
rating the  administration  of  these  agents  from  that  of  CARAFATE 
by  two  hours  This  interaction  appears  to  be  nonsystemic  in 
ongtn,  presumably  resulting  from  these  agents  being  bound  by 
CARAFATE  in  the  gastrointestinal  tract.  The  clinical  significance  of 
these  animal  studies  is  yet  to  be  defined  However,  because  of 
the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of 
CARAFATE  from  that  of  other  agents  should  be  considered  when 
alterations  in  bioavailability  are  felt  to  be  critical  for  concomi- 
tantly administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 

Chronic  oral  toxicity  studies  of  24  months'  duration  were  con- 
ducted in  mice  and  rats  at  doses  up  to  1 gm/kg  (12  times  the 
human  dose).  There  was  no  evidence  of  drug-related  tumorige- 
nicity  A reproduction  study  in  rats  at  doses  up  to  38  times  the 
human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment Mutagenicity  studies  were  not  conducted 

Pregrwncy:  Teratogenic  effects  Pregnancy  Category  B Ter- 
atogenicity studies  have  been  performed  in  mice.  rats,  and  rab- 
bits at  doses  up  to  50  times  the  human  dose  and  have  revealed 
no  evidence  of  harm  to  the  fetus  due  to  sucralfate  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursir>g  Mothers:  It  is  not  known  whether  this  drug  is 
excreted  in  human  milk.  Because  many  drugs  are  excreted  in 
human  milk,  caution  should  be  exercised  when  sucralfate  is 
administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have 
not  been  established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and 
only  rarely  led  to  discontinuation  of  the  drug  In  studies  involving 
over  2,5(X)  patients  treated  with  sucralfate,  adverse  effects  were 
reported  in  121  (4  7%), 

Constipation  was  the  most  frequent  complaint  (2  2%).  Other 
adverse  effects,  reported  in  no  more  than  one  of  every  350 
patients,  were  diarrhea,  nausea,  gastnc  discomfort  indigestion,  dry 
mouth,  rash,  pruntus,  back  pain,  dizziness,  sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute 
oral  toxicity  studies  in  animals,  however,  using  doses  up  to 
12  gm/kg  body  weight  could  not  find  a lethal  dose  Risks  as- 
sociated with  overdosage  should,  therefore,  be  minimal 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm 
four  times  a day  on  an  empty  stomach 
Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but 
should  not  be  taken  within  one-half  hour  before  or  after  suaalfate 
While  healing  with  sucralfate  may  occur  dunng  the  first 
week  or  two,  treatment  should  be  continued  for  4 to  8 weeks 
unless  healing  has  been  demonstrated  by  x-ray  or  endoscopic 
examination 

HOWSUPPUED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of 
1(X)  (NDC  0088-1712-47)  and  in  Unit  Dose  Identification  Paks 
of  100  (NDC  0088-1 71 2-49).  Light  pink  scored  oblong  tablets  are 
embossed  with  CARAFATE  on  one  side  and  1712  bracketed  by 
Cs  on  the  other  Issued  1 /87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D J Clin  Gastroenterol  }987, 
9(4):395-399 
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PRESIDENTIAL  PERSPECTIVES 


Congressman,  since  your 
announcement  last  week 
that  you  were  going  to  take 
an  even  stronger  stance  against  all 
these  terrible  health-care  costs,  we 
started  issuing  statements  to  that 
effect,  but  there  have  been  a 
number  of  surprising  trends.  We 
obviously  expected  the 
overwhelming  support  and 
adulation  of  your  constituents  as  a 
champion  of  the  poor 
downtrodden  average  citizen,  but 
there  have  been  rather  disturbing 
questions  and  comments.  We 
indicated  that  you  were  totally 
against  the  obscene  costs  of  health 
care  but  have  been  having 
difficulty  explaining  your  support 
of  the  big  increase  in  the  federal 
budget.  Yes,  we  did  say  that  those 
expenditures  are  for  the  benefit  of 
the  citizens  as  you  instructed,  but 
we  have  been  asked  why  health 
care  is  not  beneficial  and  have 
been  having  difficulty  finding  an 
answer.  In  addition,  your  new 
restrictions  would  mean  that  the 
large  new  hospital  for  the  district 
will  be  cancelled,  and  the  labor 
unions  representing  the  building 
trades  have  been  on  the  phone  all 
week.  Your  brother  had  the 
contract  to  supply  laundry  and 


Overheard 
in  Washington 


By  Donavin  A.  Baumgartner,  Jr.,  MD 
President  of  the  OSMA 


food  services  to  not  only  that 
hospital  but  many  others,  and  says 
he  may  lose  it  all.  Your  mother 
called  when  she  heard  that  she 
would  not  have  a hospital  near  her 
and  also  complained  that  her  rates 
were  increasing,  but  her  doctor 
couldn’t  see  her  again  this  month 
in  the  nursing  home  because  it  was 
“medically  unnecessary,’’  even 
though  her  blood  sugar  was  out  of 
whack. 

All  those  nice  letters  we  used  to 
get  from  retirees  praising  our 
efforts  in  thwarting  those  greedy 
doctors  have  been  changing  in 
tone.  It  seems  that  they  are  seeing 
a decrease  in  access  to  care  and 
they  don’t  like  that  one  bit. 

We  realize  that  since  no  one  is 
FOR  increased  health-care  costs, 
coming  out  strongly  against  them 
is  politically  safe,  but  we  have 
come  across  a few  downside 
aspects  that  we  felt  you  should 
hear  since  you  have  to  run  for  re- 
election  next  year. 

We  keep  thinking  of  the  medical 
industry  as  those  greedy  hospitals, 
doctors  and  nurses  who  are  driving 
up  the  costs  of  care  without  regard 
to  the  poor  and  needy.  Actually, 
we  found  that  the  total  industry  is 
a significant  part  of  our  economy 


and  generates  considerable  tax 
revenue.  The  majority  of  the 
expenditures  clearly  stay  in  this 
country,  pollution  is  not  a real 
issue,  and  all  of  the  various 
employees  in  the  system  return 
their  earnings  into  the  overall 
economic  system.  We  must  admit 
that  we  forgot  that  there  are  a 
number  of  associated  industries  of 
significant  size  and  clout.  There  is, 
for  example,  the  entire 
pharmaceutical  industry  as  well  as 
its  advertising,  distribution,  sales, 
pharmacies,  and  the  like.  Surgical 
supply  houses  employ  a vast 
number  of  your  constituents,  and 
the  company  that  manufactures 
ambulances  contributed  to  your 
last  campaign.  Last  year  you 
highly  praised  that  new  company 
that  makes  CT  scanners  for 
creating  all  those  new  jobs  in  the 
district. 

We  also  found  out  that  one  of 
your  strongest  supporters  supplies 
most  of  the  hospitals  in  your  area 
with  stationery  and  that  your 
cousin  relies  on  his  job  creating 
regulations  for  the  health-care 
industry. 

In  checking  things  out  we  also 
found  that  an  extraordinary 
number  of  your  fellow  attorneys 
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continued 


. Your  official  position  will  be  you  are  in  favor  of  good 
health  for  all  citizens  and  expansion  of  all  benefits,  no  limitation 
on  availability  , , . but  strict  cost-containment  measures  still  need 
to  be  enforced  ...” 


depend  heavily  on  the  health-care 
industries  for  their  livelihoods.  Not 
only  are  there  armies  of  lawyers  on 
both  sides  of  the  professional 
liability  problem,  but  many  are 
fully  occupied  in  making 
regulations,  while  a whole  separate 
group  is  then  required  to  provide 
interpretation  of  those  same 
regulations.  Your  good  friends  in 
the  personal  injury  system  have 
expressed  concern  over  the  possible 
reduction  in  availability  of  services 
for  their  clients,  and  we  have 
heard  loud  comments  from  those 
involved  in  workers’  comp 
activities. 

Then  there  are  the 
administrators.  Do  you  realize  how 
many  employees  in  the  insurance 
industry  are  totally  involved  in 
health  care?  Recall  the  size  of 
those  buildings  and  it  gives  you  an 
idea.  By  the  way,  the  Association 
of  Alternative  Health  Care  System 
Administrators,  which  runs  the 
various  IPAs,  PPOs,  PROs,  etc.,  is 
becoming  a strong  force,  and  you 
have  been  invited  to  speak  at  their 
next  semi-annual  two-week  meeting 
at  that  resort  in  the  islands  you 
have  wanted  to  visit. 

Of  course  it  has  always  been 
safe  to  attack  the  hospitals  since 
they  are  so  impersonal,  but 
remember  that  your  son  runs  the 
security  company  that  employs  all 
those  guards,  and  we  have  been 
noticing  that  even  the  general 
public  is  waking  up  to  the  fact 
that  nurses  are  underpaid.  Even 
those  greedy  rich  doctors  have 
been  seeing  a steady  decrease  in 


real  income,  and  there  are 
increasing  signs  that  many  of  the 
most  experienced  are  leaving  the 
field.  One  is  even  talking  about 
running  for  your  seat  next  year. 

You  say  that  you  just  decided  on 
a new  strategy?  From  now  on  you 
are  supporting  INCREASED 
spending  for  health  care  for  the 
good  of  the  citizens?  Yes,  we  agree 
that  is  a great  position.  We  can 
then  immediately  answer  that 
angry  letter  from  those  workers 
over  at  the  plant  that  makes  X-ray 
film  that  you  do  not  want  to  see  it 
shut  down. 

Now  let’s  see,  your  official 
position  will  then  be  that  you  are 
in  favor  of  good  health  for  all 
citizens  and  expansion  of  all 
benefits,  no  limitation  on 
availability,  no  restrictions  on  any 
form  of  legal  activity  or 
administration,  but  strict  cost- 
containment  measures  still  need  to 
be  enforced  on  the  irresponsible 
providers  who  are  clearly  driving 
health-care  costs  through  the  roof. 
In  addition  you  will  propose  a 
whole  new  agency  of  the  federal 
government  to  establish  standards 
of  care  for  all  medical  conditions. 
The  agency  will  then  release  strict 
rules  which  will  dictate  to  each 
provider  exactly  what  he  or  she 
may  or  may  not  do  for  each 
specific  diagnosis.  Any  doctor  or 
nurse  who  then  deviates  from  the 
mandated  system  will  have  their 
licenses  immediately  and 
permanently  revoked.  Will  there  be 
any  physicians  or  nurses  involved 
in  these  standards?  We  understand 


that  you  certainly  would  not  want 
them  involved,  but  perhaps  it 
might  be  wise  to  have  one  retired 
health  commissioner  or  other  such 
individual  present  for  appearance’s 
sake.  What  a master  stroke!  This 
will  create  new  jobs,  a whole  new 
government  building  ...  a great 
political  stance  as  long  as  we  can 
be  sure  that  it  doesn’t  really  cut 
into  the  activities  of  all  those 
associated  industrial  groups  that 
rely  on  the  health-care  system  for 
their  existence. 

The  increase  in  the  budget? 

Well,  the  voters  will  simply  have  to 
understand  that  Congress  has  a 
very  complex  formula  that 
determines  any  increase  in  the 
federal  budget.  If  times  are 
booming,  the  budget  increases.  If 
times  are  very  hard,  the  budget 
increases.  If  the  Republicans  are  in 
power,  the  budget  increases.  If  the 
Democrats  control,  the  budget 
increases.  If  foreign  trade  is  up, 
the  budget  increases.  If  it  is  down 
. . . OSMA 
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SECOND  OPINION 


Wounded  Healers  — 
Malpractice  on  Trial 

By  Monica  K.  MacDougall,  MD,  FACOG 


As  we  approach  the  end  of 
this  decade,  we  as 
physicians  are  still  in  the 
vortex  of  a malpractice  storm  with 
no  promise  of  relief  in  sight.  The 
issue  is  not  merely  a legalistic  one, 
although  reform  in  the  adversarial 
tort  system  is  necessary.  It  is  not 
only  an  issue  of  entitlement, 
although  the  stakes  are  being 
raised  daily  in  the  “litigation 
lottery,”  with  patients  seeking 
legalized  retaliation  for  injury, 
perceived  or  real.  It  is  not  even 
solely  an  issue  of  economics, 
although  the  often  gargantuan 
awards  fuel  the  cost  of  health  care. 

The  issue  above  all  these  is  one 
of  social  justice.  Not  only  justice 
for  the  injured  party,  but  also 
justice  for  the  vast  majority  of 
physicians  who  are  truly 
conscientious  and  competent  and 
are  doing  the  best  job  they  can 
humanly  do. 

“The  biggest  cost  of  suits 
brought  under  the  malpractice 
system,”  according  to  the  Board  of 
Trustees  of  the  American  Medical 


Association,  “is  the  emotional 
injury  that  a physician  experiences 
when  he  or  she  believes  that  he  or 
she  had  done  the  best  possible 
under  difficult  circumstances. 
Decrease  in  physician  productivity 
as  a result  of  such  dysfunction 
cannot  be  estimated.” 

The  deep  wounds  that  are  felt 
by  the  physician  and  his  or  her 
family  are  the  real  tragedy  in  the 
drama  of  malpractice,  for  it  is  this 
issue  that  will  have  the  largest 


""The  deep  wounds  felt 
by  the  physician  . . . 
are  the  real  tragedy  in 
the  drama  of 
malpractice,^^ 

impact  on  health-care  delivery,  and 
subsequently  the  public’s  access  to 
that  care.  The  backlash  is  on  the 
patient,  the  consumer  of  health 
service. 


And  for  evidence,  you  needn’t 
look  any  further  than  the  field  of 
obstetrics.  In  the  last  35  years,  the 
maternal  mortality  rate  has 
plummeted  from  83/100,000  to  less 
than  10/100,000.  Infant  mortality 
has  decreased  from  29/100,000  to 
10/100,000.  The  bad  news  for 
patients  is  that  in  all  probability,  it 
won’t  get  much  better. 

With  the  advent  of  product 
liability  suits,  the  impetus  to 
research  for  medical  advancements 
is  lost.  In  addition,  with  the 
growing  number  of  physicians 
opting  to  leave  obstetrics  and 
young  physicians  wary  of  the  risks 
involved,  obstetric  services  will 
decline.  Also  evident  is  the 
growing  number  of  physicians  who 
are  reducing  their  number  of  high- 
risk  procedures  and  patients.  A 
1987  survey  of  the  American 
College  of  Obstetricians  and 
Gynecologists  indicates  seven  out 
of  10  physicians  have  been  sued  at 
least  once,  with  12%  of  physicians 
leaving  obstetrics  — 67%  before 
age  55  and  29%  by  age  45  — at 
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‘'Most  of  my  colleagues  agree  that  we  are  all  hard  hit  and 
running  scared  but  ‘there's  nothing  we  can  do  about  it'  , , 


the  height  of  their  professional 
ability.  In  many  non-urban  areas 
of  our  country  access  to  obstetric 
care  is  limited.  Many  physicians 
are  reluctant  to  take  female  lawyers 
as  well  as  the  indigent  as  patients. 
“Just  because  I’m  paranoid, 
doesn’t  mean  they’re  not  out  to 
get  me,’’  holds  true  especially  in 
OB. 

The  problem  we  as  physicians 
face  as  a result  of  the  malpractice 
crisis  is  compounded  by  our  very 
nature.  Doctors  by  and  large  are 
very  good  at  hiding  their 
vulnerability.  The  era  in  which 
doctors  were  deified  and  their 
authority  infallible  has  ended.  In 
reclaiming  our  humanity  we  have 
to  acknowledge  the  pain  and 
suffering  we  experience.  We  have 
been  taught  in  medical  school  to 
be  detached,  not  to  show  our 
emotions.  The  success  of  Bernie 
Seigel’s  “Love,  Medicine  and 
Miracles’’  pays  tribute  to  a 
physician  who  is  not  afraid  to  risk 
loving  his  patients.  However, 
because  of  the  adversarial  nature 
of  the  present  litigious  society,  we 
are  not  only  afraid  to  love  and  be 
hospitable  to  our  patients,  we 
approach  them  cautiously. 

Most  of  us  are  by  nature  proud 
individuals,  accustomed  to  success 
in  our  ventures.  When  confronted 
with  a document  which,  in 
• accusatory  terminology,  derides 
our  competence,  not  only 
professionally  but  often,  as  we 
perceive  it,  personally,  this 
becomes  devastating.  It  erodes  our 
very  sense  of  self  confidence. 

Often,  we  don’t  even  broach  the 
subject  of  our  being  sued  with  our 
family,  friends  or  colleagues  out  of 


a sense  of  shame  and  guilt. 

Some  physicians  deny  the 
feelings  that  surface  as  the  result 
of  a malpractice  suit.  Some  bury 
them  in  alcohol  or  drugs,  most 
experience  depression,  some  even 
despondency,  a few  suicide.  Most 
of  my  colleagues  agree  that  we  are 
all  hard  hit  and  running  scared, 
but  “there’s  nothing  we  can  do 
about  it.’’  “It’s  part  of  the  price 
we  pay  for  being  in  this  business.’’ 
“It’s  here  to  stay  and  it’s  never 
going  to  go  away.’’ 

However,  these  distractions 
affect  the  very  lifeblood  of  our 
ability  to  be  present  and  available 
to  our  patients,  and  in  the  end  we 
and  the  patients  suffer. 

We  must  be  impassioned  to 
change  things.  We  need  to  heal 
our  wounds.  We  have  to  do  it  for 
our  own  survival  and  that  of  our 
patients. 

What  can  be  done?  First  of  all, 
we  need  to  acknowledge  and 
validate  our  feelings.  Although 
most  of  us  feel  intense  anger,  that 
hostility  can  be  redirected  and 
channeled  into  productive  avenues 
for  change. 

We  need  to  educate,  educate, 
educate!  1)  We  need  to  set  up 
forums  and  support  groups  for 
physicians  and  their  families  to  air 
their  feelings.  2)  We  need  to 
educate  our  patients,  the  media 
and  the  public  about  how 
litigation  is  altering  access  to 
health  care  and  changing  the  way 
doctors  practice.  3)  We  need  to  be 
involved  on  the  state  and  national 
level  to  change  the  legal  system 
from  a fault-based  system  in  which 
monetary  compensation  is  awarded 
for  nonmonetary  losses. 


Jeffrey  O’Connell  has  proposed 
HR3084,  sponsored  by  Reps. 
Henson  Moore  (R-La.)  and 
Richard  Gephardt  (D-Mo.),  which 
proposes  a non-fault  system  similar 
to  the  workmen’s  compensation 
system,  in  which  a defendant  can 
offer  to  compensate  for  economic 
losses  and,  upon  acceptance  of  his 
tender,  the  victim  would  be 
required  to  waive  his  tort  claim 
against  the  tendering  party.  On  a 
state  level,  in  1986  Minnesota 
formed  a Professional  Liability 
Commission  to  organize  and 
establish  a task  force  of  multi- 
specialties which,  through  their 
speakers  bureau,  key  contacts  with 
legislators,  cooperation  with  trial 
attorneys  and  the  bar  association, 
undertook  aggressive  public 
education  programs  and  media 
coverage  and  were  able  to 
successfully  pass  the  Professional 
Liability  Tort  Reform  Bill.  They 
carried  their  message  to  the  public 
that  the  liability  crisis  would 
directly  impact  on  the  public’s 
access  to  quality  care,  and  they 
won  the  public  support. 

We  need  to  study  the  system  in 
New  Zealand,  which  has  no 
malpractice  crisis.  Instead,  the 
government  compensates  out  of  a 
general  fund,  supported  from  public 
monies,  for  bona  fide  injury 
from  “medical  misadventure.’’ 

4)  We  must  educate  the  public 
and  the  media  on  realistic 
expectations  of  health-care  delivery 
and  what  future  consequences  the 
present  dilemma  holds  for  them. 

We  must  be  vocal  in  convincing 
them  that  whenever  human  beings 
exercise  clinical  judgment,  there  is 
never  a guarantee  of  perfect 
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outcomes  nor  of  error-free 
medicine.  We  are  not  “robodocs.” 

5)  We  must  continue  aggressive 
peer  review  and  quality  control  to 
identify  the  truly  negligent  and 
impaired  physician  and  be  free 
from  antitrust  legislation  that 
would  hamper  those  efforts. 

We  need  to  embrace  this  issue 
and  passionately  work  to  improve 
the  situation.  We  need  to  form 
coalitions  and  task  forces,  even 
peacefully  demonstrate,  as  10,000 
physicians  did  in  Michigan  in 
1985,  and  get  more  physicians 
involved.  We  must  support  each 
other,  we  must  work  unceasingly 
at  trying  to  solve  this  problem. 
“Physician  heal  thyself”  must  be 
taken  literally  or  who  will  be  there 
to  deliver  the  babies? 


Editor’s  note:  This  article  also 
appeared  in  the  January  issue  of 

Cleveland  Physician. 


Monica  K.  MacDougall,  MD, 
practices  in  Lake  County. 


The  opinions  expressed  in  this 
column  are  those  of  the  author  and 
do  not  necessarily  reflect  the 
opinion  or  views  of  OHIO 
MEDICINE  or  the  Ohio  State  Medical 
Association. 
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(d) .  Each  journal  reference  should  include  in  this 
order;  Author's  surname  and  initials,  title  of  article, 
name  of  journal  (abbreviated  in  accordance  with 
standard  usage),  volume  number,  inclusive  page  num- 
ber, and  year. 

'2.  Doe  J,  Roe  RX:  How  to  go  about  it.  Ohio  State 
Ml  13:24-30,  1920" 

Each  textbook  reference  should  include,  in  this  order: 
Author's  surname  and  initials,  title  of  the  book  (capital- 
ize all  main  words),  edition,  place  of  publication,  name 
of  the  publisher,  year  of  publication,  volume,  if  more 
than  one  has  been  published,  and  page. 

"5.  Osier  W:  Modern  Medicine,  ed  3,  Philadelphia, 
Lea  & Febiger,  1927,  vol  5,  p 66." 

8 IDENTIFICATION  OF  PATIENTS.  Names,  initials, 
hospital  numbers,  or  any  other  identifiable  labels,  should 
not  be  used.  It  is  preferable  to  identify  patients  for  the  pur- 
pose of  publication  by  the  use  of  numbers  in  series  for  the 
study  being  reported. 

9.  METRICATION.  All  measurements  must  be  in  metric 
units.  English  units  should  be  given  in  parentheses  following 
the  metric  in  all  cases  where  the  measurement  was  originally 
done  in  English  units. 

10.  EDITING  OF  MANUSCRIPT.  Following  acceptance 
of  a manuscript  for  publication,  it  will  be  copy  edited  in 
conformance  with  the  editorial  standards  of  the  American 
Medical  Association,  which  The  Journal  follows.  The  copy- 
edited  manuscript  will  be  returned  to  the  Senior  Author  for 
approval.  At  that  time,  he  is  asked  to  make  all  corrections, 
sign  the  galley  and  return. 

11.  CASE  HISTORIES.  The  Journal  does  not  accept  case 
histories. 

12.  EDITORIAL  ASSISTANCE.  Michelle  Carlson,  Edi- 
torial Assistant,  stands  ready  to  assist  the  Author  in  prepar- 
ing his  manuscript.  For  his  own  assistance,  however,  the 
Author  is  encouraged  to  consult  standard  texts  on  medical 
writing,  such  as  the  Style  Book  and  Editorial  LAanual,  pre- 
pared by  the  Scientific  Publications  Division,  American 
Medical  Association,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 
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LETTERS  TO  THE  EDITOR 


Malpractice  . . . out  of  control? 

To  the  Editor: 

This  is  in  response  to  the  article 
in  OHIO  Medicine,  February  1989 
issue,  entitled  “Malpractice  Crisis: 

A Personal  Perspective.”  1 am  a 
young  physician  in  family  practice 
just  out  of  residency  as  of  July, 

1988,  and  am  very  conscious  of 
the  malpractice  issue.  Fortunately, 

I have  not  had  to  endure  the 
torturous  experience  of  a 
malpractice  case  yet.  1 find  it  very 
frustrating  and  sad  that  regardless 
of  how  hard  one  tries  to  give 
professional  and  caring  health  care 
there  is  a fellow  human  being  out 
there  just  waiting  to  rob  you  not 
only  of  your  hard-earned  finances, 
but  also  of  your  pride  and  dignity. 
This  is  not  to  say  that  there  are 
not  physicians  who  are  negligent 
and  committing  malpractice;  there 
are  negligent  people  in  all  types  of 
trades.  I do  feel  that  these  people 
should  be  dealt  with  in  the  proper 
manner;  however,  1 also  feel  that 
the  medical  malpractice  crisis  is 
out  of  control.  I would  like  to 
commend  Dr.  Reiling  for  standing 
up  for  his  rights  regardless  of  the 
loss  in  time  and  money.  I agree 
with  him  in  that  if  we  continue  to 
condone  out-of-court  settlements, 
we  may  be  continuing  to  stimulate 
more  suits  and  also,  in  my 
opinion,  relay  an  impression  of 
guilt.  I can  only  hope  that  as  1 
continue  in  my  career  of  medicine 
that  I will  always  maintain  the 
ideal:  “If  you’re  right,  fight  to  the 
limit;  if  you’re  wrong,  pay  up  and 
shut  up.”  Hopefully,  I won’t  find 
myself  in  too  many  situations  that 
are  wrong  or  dangerous  to  the 
patient,  and  my  motto  has  always 
been  the  following:  “A  good 
doctor  is  one  who  knows  his 
limitations  and  abilities  and  knows 
when  to  ask  for  outside 
consultation.”  Again,  hopefully,  if 
I (we)  can  abide  by  this  rule,  then 


when  or  if  1 am  confronted  with  a 
malpractice  case,  1 will  have  “a  leg 
to  stand  on”  and  will  be  ready  to 
defend  myself  in  court. 

Hats  off  to  Dr.  Reiling! 
Congratulations! 

Sincerely, 

Stephanie  D.  Wilwayco,  MD 

Loveland 


OHIO  Medicine  welcomes  letters 
from  its  readers.  Please  address 
all  letters  to:  Executive  Editor, 
1500  Lake  Shore  Drive, 
Columbus,  Ohio  43204-3824. 
Letters  may  be  edited  to  meet 
space  requirements. 
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a compilation  of  the  latest  developments,  reports  and 
products  of  interest  to  physicians 


Nutrasweet  gets 
“thumbs  up” 

Using  the  artificial  sweetener 
aspartame  does  not  appear  to 
cause  side  effects  in  the  nervous 
system,  say  researchers  at  the 
Nathan  S.  Kline  Institute  for 
Psychiatric  Research. 

A study  by  neurochemists  there 
recently  showed  no  connection 
between  headaches  and  other 
changes  associated  with  changes  in 
the  nervous  system  and  the  low- 
calorie  sweetener,  which  goes  by 
the  brand  name  Nutrasweet. 

The  study,  which  measured  the 
effects  on  rats  of  ingesting  large 
amounts  of  aspartame,  showed 
that  the  brain  neurotransmitters 
dopamine,  serotonin  and 
norepinephrine  remained 
unchanged,  and  that  the  levels  of 
the  amino  acid  phenylalanine  and 
its  metabolite  tyrosine  were  not 
elevated.  Margaret  Reilly,  PhD, 
and  co-principal  investigator  of  the 
study,  notes  that  the  research  is  of 
particular  interest  because 
“Previous  studies  of  aspartame 
have  involved  single,  high  dosages 
which  do  not  correspond  to  the 
way  people  use  the  sweetener. 

“Our  study,  by  adding  it  to  the 
rats’  drinking  water  for  a month, 
closely  parallels  the  daily,  gradual 
consumption  which  is  typical  in 
the  population. 

“We  gave  the  rats  extremely 
large  amounts  of  aspartame,’’  she 
continues,  whereas  “an  average- 
sized man  would  have  to  drink  170 
12-ounce  cans  of  diet  soda  every 
day  for  a month  to  consume  the 
same  amount  of  aspartame  used  in 
our  study.” 


Walking  into  fame 

A “Walking  Doctors  Directory” 
is  in  the  works  for  1990.  If  you 
walk  and  recommend  walking  to 
your  patients  as  a preventative, 
rehabilitative  and  therapeutic 
exercise,  then  you  are  eligible  to  be 
included. 

The  directory,  currently  being 
compiled  by  Gary  Yanker, 
“America’s  foremost  authority  on 
walking,”  and  Walking  World 
magazine,  will  list  doctors  both 
geographically  and  by  specialty  so 
that  consumers  can  easily  find 
those  professionals  who  prescribe 
walking  as  part  of  their  treatment. 

“Our  goal  is  to  provide  walkers 
from  across  the  United  States  with 
a network  of  doctors  and  health 
professionals  who  are  sympathetic 
to  walkers’  needs  because  they  are 
themselves  walkers,”  says  Yanker. 

There  is  no  obligation  for  being 
listed.  To  apply,  send  your  resume 
or  curriculum  vitae  to:  Walking 


Doctors  Directory,  c/o  Walking 
World,  P.O.  Box  K,  Gracie  Station, 
New  York,  NY  10028,  or  call  (212) 
879-5794,  and  leave  your  name, 
address  and  telephone  number. 
Please  indicate  at  the  top  of  your 
resume  how  many  miles  you  walk 
per  week,  as  well  as  your 
telephone  number  and  address. 

Health  professionals  interested  in 
learning  about  exercise  walking 
techniques  and  walking  programs 
can  get  a free  nationwide  list  of 
walking  clinics  as  well  as 
additional  information  on  starting 
a group  or  corporate  walking 
program  by  sending  a self- 
addressed,  stamped  envelope  to 
Walking  World  Corporate  Clinics, 
at  the  address  printed  above. 

Please  include  a cover  letter  on 
your  organization’s  letterhead, 
including  address  and  telephone 
number. 
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Medical  videotape 
catalogue  available 

If  you’re  in  the  market  for  a 
medical  videotape  on  just  about 
any  subject,  you  might  want  to 
send  for  a copy  of  the  John  Muir 
Medical  Film  Festival  catalogue, 
available  for  $12  from:  John  Muir 
Medical  Film  Festival,  185  La  Casa 
Via,  Walnut  Creek,  CA  94598. 

The  catalogue  is  an  80-page 
book  with  reviews  of  nearly  500 
films,  videotapes  and  videodiscs, 
organized  into  29  categories  (there 
are  50  titles  on  AIDS  alone).  A 
summary  of  each  listing  is 
included,  along  with  the  work’s 
producer,  distributor,  intended 
audience  and  whether  or  not  the 
program  has  been  reviewed,  or  has 
won  awards  in  the  annual  John 
Muir  Medical  Film  Festival,  held 
since  1976,  or  in  any  other 
competition. 

Only  2,000  copies  of  the  current 
catalogue  are  available,  so  if  you 
wish  to  order,  do  so  quickly. 


Treating  malingerers 

Casual  absenteeism  for  minor 
illness  and  injury  is  on  the  rise  in 
schools  and  businesses  — 
amounting  to  some  difficult  ethical 
decisions  for  those  physicians  who 
are  asked  to  perform  “work 
release  evaluations’’  or  to  provide 
excuses  for  those  calling  in  sick. 

According  to  a recent  article  in 
JAMA,  without  guidelines  for 
handling  such  work  release 
requests,  “Primary  care  physicians 
will  continue  to  be  placed  in  a 
compromising  position  — 
medically,  ethically,  legally  and 
financially  — while  doing  little  to 
ameliorate  the  problems  of  casual 
absenteeism.’’  To  resolve  these 
problems,  the  article  suggests  that 
physicians  can  refuse  to  do  such 
evaluations;  inform  the  patient  of 
the  purpose  and  rules  of  the 
evaluation;  or  perform  such 
evaluations  only  in  the  context  of 
treatment. 


Natural  childbirth  waning? 


The  dogma  of  natural  childbirth 
appears  to  be  diminishing,  as  more 
and  more  women  in  labor  opt  to 
use  drugs  in  some  form  to  ease 
their  suffering,  claims  Charles 
Gibbs,  MD,  head  of  anesthesiology 
at  the  University  of  Colorado 
Hospital  in  Denver,  in  recent  news 
reports. 

The  reason  for  the  change  may 
be  due  in  part  to  improvements  in 
ways  to  relieve  pain  and  in  new 
understanding  of  anesthesia. 
However,  equally  as  important,  say 
experts,  may  be  the  growing 
refusal  of  women  to  feel  guilty  for 
having  their  pain  alleviated. 

“That  was  the  biggest  shame  of 
the  whole  movement  — the  guilt 
some  women  felt,’’  Dr.  Gibbs  says. 
“It’s  just  plain  foolish  to  think  all 
women  can  tolerate  all  labor.’’ 


While  there  is  little  hard 
evidence  to  show  a decline  in  drug- 
free  deliveries  (most  information, 
to  date,  is  anecdotal),  one  nurse- 
educator  at  Stanford  University 
estimates  that  only  25%  of 
mothers  at  Stanford’s  center  gives 
birth  drug-free  — 50%  to  60% 
opt  for  some  kind  of  regional 
anesthesia.  That’s  up  from  35%  to 
40%  five  to  eight  years  ago,  she 
claims. 

In  the  meantime,  studies  have 
yet  to  show  any  harm  to  the  child 
from  the  drugs  now  used  in  very 
low  doses  to  help  mothers  get 
through  childbirth.  Techniques  like 
the  epidural  block,  which  causes 
numbness  just  below  the  waist, 
provide  almost  total  pain  relief, 
and  have  no  effect  on  labor  or  the 
baby,  the  studies  show. 


SUMMER  SEMINARS 
IN  OCEAN  CITY,  MARYLAND 


Tax  deductible  and  accredited  practice  management 
seminars  for  physicians  at  the  beautiful  oceanfront 
SHERATON  OCEAN  CITY  RESORT  HOTEL. 


DATES: 


July  1 - 5 
July  8 - 12 
July  15  - 19 
July  22  - 26 
July  29  - August  2 
August  5-9 
August  12  - 16 
August  19  - 23 
August  26  - 30 

CALL  FOR  A FREE  DESCRIPTIVE  BROCHURE! 

1-800-537-9539 
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COLLEAGUES 


ALEXANDER  J.  KAVIC,  MD,  Al- 

quippa,  PA,  has  been  appointed  acting 
director  of  the  St.  John  Medical  Center 
in  Steubenville  . . . ROBERT  R.  COLL, 
MD,  Bellevue,  has  been  appointed  medical 
director  of  respiratory  therapy  at  St.  Fran- 
cis Rehabilitation  Hospital  and  Nursing 
Home  . . . ROBERT  YOUNG,  MD,  Co 
lumbus,  has  been  elected  president  of 
Philadelphia’s  Fox  Chase  Cancer  Center 
. . . PAUL  GABRIEL,  MD,  Columbus, 
has  been  appointed  medical  director  of 
the  Liberty  Township-Raymond  Fire  De- 
partment . . . EVA  LEFTON,  MD,  Cleve- 
land, has  been  named  medical  director  of 
Sunny  Acres  Nursing  Facility  . . . VAI^ 
ERIE  RAITSIS,  MD,  Cleveland,  has  been 
named  “Outstanding  Physician”  by 
Manor  Healthcare  Corp.  . . . VIRGIL  A. 
PLESSINGER,  MD,  Cincinnati,  has  been 
honored  with  the  fourth  annual  Daniel 
Drake  Humanitarian  Award,  which 
honors  living  physicians  who  have 
brought  distinction  to  the  medical  profes- 
sion . . . HENRY  J.  LEUCHTER,  MD, 
Columbus,  has  received  the  Norman 
Guitry  Award  from  the  Mental  Health 
Association  for  outstanding  leadership  in 
the  field  of  mental  health  . . . ELEFTHE- 
RIOS  TRAIFOROS,  MD,  Cincinnati,  has 
been  named  medical  director  of  the  radi- 
ology department  at  The  Jewish  Hospital 
. . TIBOR  J.  GREENWALT,  MD,  Cin- 
cinnati, has  been  awarded  the  1988  Mor- 
ten Grove-Rasmussen  Memorial  Award  by 
the  American  Association  of  Blood  Banks 
for  his  accomplishments  in  the  discipline 
of  blood  banking  . . . ROBERT  B. 
ELLIOTT,  MD,  Ada,  has  been  named 
that  city’s  Distinguished  Citizen  of  the 
Year  for  1988  . . . DONALD  K.  EBER- 
SOLD,  MD,  Milford,  has  been  re-elected 
to  the  board  of  trustees  of  Peer  Review 
Systems,  Inc.  . . . PETER  BRETAN,  MD, 
Cleveland,  has  been  named  director  of  the 
Northeast  Ohio  Transplant  Program  at  St. 
Elizabeth  Hospital  Medical  Center  . . . 
VIJAY  SANGHVI,  MD,  Cincinnati,  has 
been  voted  “Teacher  of  the  Year”  by  stu- 
dent residents  at  The  Jewish  Hospital  . . . 
JANET  K.  BIXEL,  MD,  Columbus,  has 
been  elected  president  of  the  Ohio  Society 
of  Internal  Medicine  . . . ROBERT  J. 
MCDEVITT,  MD,  Cincinnati,  has  been 
selected  to  chair  the  American  Psychiatric 
Association’s  Ethics  Committee  . . . 
JOHN  E.  ALBERS,  MD,  Cincinnati,  has 
been  appointed  co-chairman  of  the 
Liaison  Committee  on  Medical  Educa- 
tion, which  accredits  medical  schools  . . . 


A scholarship  fund  and  a medical  labora- 
tory at  St.  Charles  Hospital  have  been 
named  for  Toledo  pathologist  WALTER 
H.  HARTUNG,  MD  . . . RICHARD 
CAMMERER,  MD,  Dayton,  has  been 
named  medical  director  of  endoscopy  at 
Miami  Valley  Hospital . . . MAHENDRA 
MAHAJAN,  MD,  Dayton,  has  been 
appointed  medical  director  of  the  inpa- 
tient mental  health  unit  at  Good  Samar- 
itan Hospital  and  Health  Center. 


John  Albers,  MD  . . . co-chair  of 
the  Liaison  Committee  on  Medical 
Education. 


WILLIAM  C STERNFELD,  MD, 

Toledo,  has  received  a three-year  appoint- 
ment as  cancer  liaison  physician  for  the 
cancer  program  at  Flower  Memorial  Hos- 
pital, Sylvania  . . . NORMAN  C JOHN- 
SON, MD,  Toledo,  has  been  named  chair- 
man of  the  department  of  ophthalmology 
at  the  Medical  College  of  Ohio  . . . HER- 
BERT BELL,  MD,  Cleveland,  has  been 
elected  chief  of  staff  at  Meridia  Euclid 
Hospital.  Dr.  Bell  is  also  chief  of  neuro- 
surgery at  Meridia  Huron  Hospital  . . . 
STEVEN  COX,  MD,  Lancaster,  has  been 
appointed  chief  of  the  department  of  sur- 
gery at  Lancaster-Fairfield  Community 
Hospital  . . . THOMAS  P.  MATRKA, 
MD,  Wilmington,  has  been  elected  chief 
of  staff  at  Clinton  Memorial  Hospital  . . . 
JAMES  B.  PEOPLES,  MD,  Dayton,  has 
been  appointed  acting  chair  of  the  depart- 
ment of  surgery  at  the  Wright  State  Uni- 


versity School  of  Medicine  . . . CREIGH- 
TON B.  WRIGHT,  MD,  Cincinnati,  has 
been  appointed  director  of  the  departm.ent 
of  surgery  at  The  Jewish  Hospital  . . . 
JAMES  T.  BOWLUS,  MD,  Elida,  has 
been  elected  medical  chief  of  staff  at  St. 
Rita’s  Medical  Center  . . . GEORGE  F. 
WHITE,  MD,  Portsmouth,  has  been 
elected  medical  chief  of  staff  at  U.S. 
Health  of  Southern  Ohio  . . . RONALD 
DRASNIN,  MD,  Cincinnati,  has  been 
named  president  of  the  medical/dental 
staff  at  Children’s  Hospital  Medical  Cen- 
ter ..  . VALERIY  MOYSAENKO,  MD, 
Troy,  has  been  elected  chief  of  staff  at 
Stouder  Memorial  Hospital  . . . PETER 
E.  NIMS,  MD,  Troy,  has  been  elected 
chief  of  staff  at  Dettmer  Hospital  . . . 
JACK  P.  STEINHILBER,  MD,  Piqua, 
has  been  elected  chief  of  staff  at  Piqua 
Memorial  Medical  Center  . . . JESUS 
RAMOS,  MD,  Berea,  has  been  re-elected 
president  of  the  medical  staff  at  Southwest 
General  Hospital  . . . ROBERT  E. 
BOTTI,  MD,  Cleveland,  has  been  named 
director  of  the  division  of  medicine  at 
Meridia  Hillcrest  Hospital  . . . LANCE 
A.  TALMAGE,  MD,  Toledo,  has  been 
elected  president  of  The  Toledo  Hospital 
medical  staff  . . . WILLIAM  G.  GARD- 
NER, MD,  Akron,  has  been  named  senior 
vice  president  of  medical  staff  services  at 
Akron  General  Medical  Center  . . . F. 
MICHAEL  WALSH,  MD,  Sylvania,  has 
been  appointed  medical  director  of  the 
clinical  laboratory  and  pathology  depart- 
ment at  The  Toledo  Hospital  . . . 


Lance  A.  Talmage,  MD  . . . 
president  of  medical  staff 
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IMAQNE 
A MACHINE 
THAT  CAN 
DO  THIS  TO 


We’re  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Litliotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  witli- 
out  invasive  surgery  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC’s 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  witli  tlie  patient’s 
heartbeat  by  electrocardiogram.  Usually,  the  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine,  Lidiotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It’s  even  less  expensive 
than  surgery. 

We’re  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Lithotripsy. 
We  invite  you  to  visit  CAMC  and  see  the  lithotripter 
in  action.  Come  and  learn  about  this  revolutionary 
therapy.  We  will  happily  provide  you  with  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

Eor  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC:  in  West  Virginia  at  1-800-654-0159;  from 
out  of  state,  call  304-340-7315. 


CAMC 

Charleston  Area  Medical  Center 
We  Care  For  West  Virginia 
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AMERICAN 
PHYSICIANS  LIFE... 
WE  CARE  ABOUT 
YOUR  FINANCIAL 
SECURITY 


American  Physicians  Life  (APL),  OSMA’s  endorsed 
life  and  health  insurance  carrier,  provides  the  fol- 
lowing quality  products  and  services  to  Ohio 
physicians. 

OSMA  group  term  insurance  packaged  with 
Group  Life  competitive  major  medical  coverage 

& He^th 
Plan 


OSMA  low  cost  ten  year  term  insurance  with 

TENURE  built-in  guarantees 


Interest  permanent  protection  offering  high 

Sensitive  interest  earnings  and  great  plan 

Life  Plans  flexibility 


Tax  no-load  long  term  savings  plan  with 

: Deferred  tax  deferred  earnings 

Annuities 


Income  non-cancellable,  guaranteed  renewa- 
Protection  ble  to  age  65  disability  income  protec- 
tion with  own-occupation  coverage 


Retirement  impressive  array  of  investment  vehi- 
Plan  cles  available 

Funding 

At  APL,  we  are  committed  to  providing  member 
physicians,  their  families  and  employees  with  the 
best  protection  at  the  lowest  possible  cost. 


AMERICAN  PHYSICIANS  LIFE 


Bates  Drive 
PO  Box  281 

Pickerington,  Ohio  43147 

1-800*742*1275 


Endorsed  by 
OSMA, 
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OHIO  MEDI-SCENE 


Clown  therapy  , . . elder  abuse  increasing  . . . health-care  costs  rising  . . . 


Send  in  the  clowns  . . . 

As  the  curtain  opens  on  the 
skit  titled  “The 
Commercial,”  a huge 
cardboard  box  sits  center  stage. 
Enter  a clown  — the  pitchman  for 
what  turns  out  to  be  a 
“dishwasher.”  The  clown  pats  the 
top  of  the  monstrous  carton.  Not 
just  any  dishwasher  either,  the 
audience  is  told.  “This  one  is 
economical,”  the  clown  attests. 
“No  water,  no  soap,  no  electricity 
— and  it  doesn’t  take  up  much 
space  in  your  kitchen.”  A 
demonstration  — please.  The 
clown  picks  up  a paper  plate  and 
pokes  it  into  the  cardboard  box. 
The  box  begins  to  shimmy  and 
shake  — the  very  image  of  a hard- 
working machine.  “Let’s  see  how 
it  works,”  offers  the  clown. 
Carefully,  the  top  of  the  box  is 
peeled  away,  revealing  yet  another 
clown  who  sits,  cross-legged  inside 
the  cardboard  walls,  moving  the 
paper  plate  up  and  down  in  front 
of  her  outstretched  tongue. 

There  is  a groan,  then  a giggle, 
then  loud  guffaws.  It’s  vaudeville 
— pure  schtick  — and  the 
audience  loves  it.  The  house 
explodes  with  applause. 

Yet  despite  the  seasoned 
professionalism  of  the  performers 
on  stage,  this  is  no  Barnum  and 
Bailey  bunch  of  buffoons. 

These  clowns  are  students,  and 
their  clowning  antics  are  only  a 
small  part  of  their  therapy  as 


recovering  substance  abusers  in  the 
adolescent  unit  of  Summit 
County’s  Interval  Brotherhood 
Home  (IBH). 

Clowning  i therapy  is, 
admittedly,  a I new  tool  in  the 
treatment  of  W substance  abuse, 
says  Donna 


Shambre,  an  Adolescent  Life 
Supervisor  at  IBH. 

“I’ve  only  heard  of  a few 
similar  programs  around  the 
country,”  she  says. 

But  clowning  has  a lot  to  teach, 
Shambre  insists,  and  two  years 
ago,  she  managed  to 
convince  IBH  to  initiate 
a series  of  clowning 
classes  for  what  she 
affectionately  calls 
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Send  in  the  clowns  . . . continued 


“her  girls.”  (IBH  does  not,  as  yet, 
have  a program  for  male 
adolescents,  although  one  is 
anticipated  by  the  end  of  this 
year.) 

Shambre  teaches  the  class  herself 
— once  a week,  on  her  4:30  p.m. 
to  12:30  a.m.  shift.  Her 
qualifications  as  teacher  are 
impeccable. 

After  all,  she  is  — or  at  least 
was  for  17  years  — a professional 
clown,  a white-faced,  floppy- 
footed fool  named  “Twinkletoes.” 
While  she  never  ran  away  to  join  a 
circus,  she  is  still  a card-carrying 
member  of  Clowns  of  America 
^5664,  and  she  has  lightened  more 
than  her  share  of  hearts  in  the 
Summit  County  area. 

Second,  she  is  herself  a 


"Ambassador  of 
merriment f "jovial 
foor  — the  names 
that  describe  clowns 
also  describe  the 
drunkard  , . . 


recovering  alcoholic  (sober  now  for 
22  straight  years),  so  she  knows 
and  understands  the  pain  of  her 
girls. 

“If  you  think  about  it,”  she 
says,  “there  is  an  analogy  between 
clowning  and  drinking.  What  other 
names  do  clowns  go  by? 
‘Ambassador  of  merriment,’  ‘jovial 
fool,’  ‘purveyor  of  mischief.’  These 
same  names  could  describe 


someone  who  has  had  too  much  to 
drink.” 

Clowns,  however,  do  not  drink. 

“It’s  part  of  their  ethical  code,” 
says  Shambre  — and  just  one  of 
the  many  aspects  of  clowning  that 
Shambre  teaches  in  her  weekly 
classes. 

First,  however,  her  students  learn 
the  history  of  clowning  — how  the 
art  began. 

“This  helps  their  reading  and 
thinking  skills,”  she  notes.  Then 
comes  the  ethical  code. 

“The  code  states  that  clowns  do 
not  drink,  smoke,  use  drugs,  swear 
or  insult  others,”  she  says.  It’s  a 
code  Shambre  hopes  her  students 
will  carry  with  them  beyond  the 
classes  — into  the  world  outside. 

There  are  clown  rules,  too  — 
lists  of  what  clowns  can  and 
cannot  do  as  part  of  their  act. 

“For  example,  clowns  can’t  make 
fun  of  others,  only  themselves,” 
Shambre  says. 

Finally  — once  the  history, 
ethics  and  rules  are  learned  — the 
fun  begins. 

“We  begin  with  a study  of 
movement  skills  — the  extended 
gesture,  pantomine,  facial 
expressions.  Then  we  study  voice 
projections,  matching  different 
levels  of  the  voice  to  actions  and 
emotions,”  she  says. 

Next  comes  character  typing. 

The  students  are  taught  to  delve 
into  their  personalities  to  find  the 
character  they  want  to  be. 

“If  one  of  the  girls  is  shy,  we 
use  that,  we  develop  a clown  with 
a timid  personality,”  says  Shambre. 

Names  are  then  thought  of  to 


match  the  personalities  selected  — 
names  like  Whoopi, 
Whatchamacallit,  Buttons. 

This  characterization  — the 
delving  into  the  personality  — 
helps  the  girls  understand  a little 
more  about  who  they  are. 

With  the  application  of  the 
mask,  however,  they  begin  to 
understand  what  they  can  become. 

“In  clowning,  the  mask,  or  the 
makeup  that’s  applied  to  the  face 
is  like  a death  mask.  It  marks  the 
‘death’  of  the  person  underneath 
the  mask  and  the  transformation 
of  that  person  into  a clown,”  says 
Shambre.  “It’s  the  birth  of  the 
clown.” 

Therapeutically,  the 
confidentiality  and  anonymity  of 
the  mask  also  allows  the  would-be 
clowns  to  say  and  do  things  they 
might  ordinarily  find  difficult  to 
say  or  do  as  themselves. 

Yet  this  is  also  the  time  to 
experiment  and  create,  and  the 
girls  do  so  with  carefree  abandon, 
slapping  on  greasepaint  and 
designing  their  own  unique  faces. 

“We  teach  them,  always,  to 
make  pretty  clowns  — to  highlight 
their  best  features,  not  exaggerate 
their  bad  ones.” 

A mask  can  take  an  hour  to  an 
hour  and  a half  to  apply,  says 
Shambre. 

“Yes,  it’s  a long  time,  but  they 
are  having  fun,  and  they  are 
learning  patience,  a quality  that 
most  addictive  personalities  lack. 
The  girls  learn  that  they  can 
receive  gratification,  and  it  need 
not  be  the  instant  kind  that  comes 
in  a bottle.” 
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Finally,  the  lessons  have  been 
learned,  the  skills  mastered,  the 
masks  created  and  applied.  What 
next? 

The  performance,  of  course. 

“The  Twerpe  Troupe,”  as  the 
girls  are  now  known,  perform 
before  a variety  of  audiences, 
ranging  from  parents  to  disabled 
children  to  professional  drug  and 
alcohol  rehabilitation  counselors. 

The  performance  itself  begins 
with  what  Shambre  describes  as  a 
brainstorming  session. 

“In  this  meeting,  we’ll  talk 
about  everyday  happenings  and 
how  we  can  turn  these  things  into 
a funny  skit,”  says  Shambre. 

Again,  there  is  therapy  in  such 
action. 

“They  learn  to  find  the  humor 
in  situations,”  she  continues,  “and 
by  doing  so,  they  release  the  child 
within.”  She  sighs.  “So  many  of 
these  girls  have  never  had  a chance 
to  be  a child  — they’re  12  going 
on  40  as  far  as  their  life 
experiences  are  concerned.” 

The  skits  that  are  developed  in 
this  session  are  then  added  to  and 
refined  until  there  is  a final, 
finished,  polished  script  — written 
by  the  girls  themselves.  Then  there 
are  try-outs  for  parts  . . . and 
rehearsals. 

“Rehearsals  are  often  grueling. 

It  can  be  weeks,  maybe  months 
before  we’re  ready  to  perform,” 
Shambre  says.  Again,  there  are 
lessons  taught  — about  teamwork, 
perseverance,  self-discipline, 
responsibility,  delayed  gratification. 

“Ever  since  I started  teaching 
my  classes.  I’ve  tried  to  figure  out 
what  kind  of  measure  I can  use  to 
determine  whether  or  not  my 
classes  have  been  successful,” 
Shambre  says  contemplatively. 

“Each  one  of  them  has  gained 
something  from  the  experience,  but 
it’s  always  something  different.” 

For  one  girl  on  the  unit, 

Shambre  recalls,  it  was  a release 
from  her  crippling  inhibition. 

“The  mask  brought  her  out, 
little  by  little.  Then  she  learned 
that  whatever  she  could  do  under 
the  mask,  she  could  do  without  it 


Donna  Shambre  as  her  alter  ego,  Twinkletoes.  (Photo  courtesy  of  the 
Canton  Repository.) 


as  well.  It  created  a real  sense  of 
self-confidence  in  her,  and  brought 
her  out  of  a self-imposed  isolation 
to  a willingness  to  interact  and 
work  with  others.” 

Other  girls  learn  to  overcome 
their  fears  or  self-consciousness 
with  clowning. 

“A  lot  of  them  return  to  school 
and  go  into  their  schools’  dramatic 
arts  programs,”  Shambre  notes. 

But  most  important,  she  says,  is 
the  lift  that  clowning  is  able  to 
give  to  the  girls’  self-esteem. 

“Addictive  personalities  typically 


hate  themselves.  They  have  terrible 
self-images,”  says  Shambre. 

Clowning,  however,  allows  these 
personalities  to  discover  likable 
aspects  of  themselves  — and  to 
use  those  aspects  to  make  others 
happy. 

As  Shambre  sums  up: 

“The  lift  you  get  when  you  hear 
the  applause  and  know  that  you’ve 
lightened  the  heart  of  someone 
else  is  the  best  feeling  in  the 
world.  It’s  giving  — and  receiving 

— an  unconditional  love.” 

— Karen  S.  Edwards 
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Evidence  of  elderly  abuse 


In  much  the  same  way  that  it 
took  society  years  — maybe 
even  decades  — to  recognize 
child  abuse  as  a serious  problem, 
so  too  has  been  the  case  with 
elderly  abuse. 

Until  very  recently,  that  is.  Now, 
more  and  more  health-care 
professionals  are  aware  that  elderly 
abuse  can  and  does  happen,  and 
they’re  creating  groups  similar  to 
child  abuse  units  to  intervene  on 
the  elderly  patient’s  behalf. 

A case  in  point:  the  recent 
creation  of  a six-member  advisory 
committee  of  the  National  Aging 
Resource  Center  on  Elder  Abuse 
by  the  Administration  on  Aging. 
The  committee,  says  recent 
appointee  Sue  Parkins,  MD,  “is  to 
function  to  provide  information 
and  suggestions  regarding  the 
recognition  and  treatment  of  elder 
abuse.” 

Dr.  Parkins,  an  emergency 
medicine  physician  and  medical 
director  of  occupational  health 
services  at  St.  Vincent  Medical 
Center  in  Toledo,  is  no  stranger  to 
elderly  abuse.  Since  1984  she  has 
been  a member  of  St.  Vincent’s 
Adult  Protective  Team,  one  of  the 
first  such  programs  in  the  country, 
and  one  that  Dr.  Parkins  describes 
as  “a  team  that  functions  much 
like  a child  abuse  team  would.” 
The  similarities  between  child 
and  elderly  abuse  don’t  stop  with 
the  types  of  professionals  who 
treat  it,  however:  Both  present 
themselves  clinically  in  much  the 
same  way. 
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“The  concept  of  elderly  abuse 
has  three  components,”  Dr. 

Parkins  says.  “There’s  abuse, 
neglect  and  there’s  exploitation. 

“Abuse  typically  falls  into  the 
category  of  physical  harm,”  she 
continues,  and  can  include 
anything  from  pushing  and 
shoving  to  beating  and  knifing. 

Physical  neglect  can  appear  as 
exposure  — either  from  being 
locked  outside  in  extreme  heat  or 
cold  or  being  locked  inside  a home 
with  inadequate  heating  — 
malnourishment  and  dehydration. 
“We  also  see  people  who  are  very 
debilitated  with  bedsores  and 
infections,”  Dr.  Parkins  says. 

The  third  and  final  form  of 
elderly  abuse  is  exploitation,  where 
an  individual  steals  or  withholds 
social  security  checks  or  other 
forms  of  income  from  an  elderly 
person.  Elderly  exploitation  was 
recently  brought  to  national 
attention  when  a woman  in  Los 
Angeles  was  accused  of  killing 
several  elderly  boarders  with 
poison  in  order  to  collect  their 
social  security  checks. 

The  most  common  scenario, 
however,  usually  involves  an  elderly 
woman  whose  spouse  has  died  who 
has  grown  children.  Dr.  Parkins  says. 
The  children  typically  fall  on  hard 
times  and  are  forced  to  move  back 
into  their  mother’s  home  — at 
about  the  same  time  the  mother  is 
slowly  deteriorating.  In  many 
cases.  Dr.  Parkins  says,  the  home 
should  be  sold  and  the  mother 
placed  in  a nursing  home,  but  the 
house  represents  the  children’s  only 
financial  security. 

“Then  (the  mother)  becomes 
more  of  a stress  to  them,”  Dr. 
Parkins  says,  “and  you  can  see 
some  more  overt  physical  abuse.” 

Some  elderly  are  found  tied  to 
beds  or  chairs.  Dr.  Parkins  says, 
adding  that  “We’ve  had  some 
people  just  placed  in  bed  with 
newspapers  placed  under  them  to 
catch  urine  and  stool. 

“There’s  certainly  a component 
of  humiliation  and  degredation,” 


she  continues.  “They’re  treated 
like  children,  told  to  sit  down,  to 
be  quiet  and  those  kinds  of 
things.” 

Not  surprisingly,  children  are 
not  the  only  ones  implicated  in 
elderly  abuse  cases.  Dr.  Parkins 
notes  that  relatives  such  as  nieces, 
nephews  and  spouses,  and  even 
paid  caretakers  may  be  identified 
as  offenders. 

However,  she  says,  “The 
majority  of  the  cases  do  involve 
family  members,”  adding  that 
“One  of  the  keys  is  that 
dependency  factor  because  (the 
elderly  relative)  presents  the 
greatest  stress  to  the  potential 
abuser,  who  is  typically  suffering 
from  problems  in  their  marriage  or 
at  work  — someone  who’s  already 
being  taxed.” 

As  to  whether  or  not  children 
who  were  abused  by  their  parents 
will  become  more  likely  to  abuse 
their  parents  in  old  age.  Dr. 

Parkins  is  unsure.  “There’s  been  a 
lot  of  talk  about  the  circle  of 
violence,”  she  says,  “but  who 
knows  if  it’s  a learned  behavior  or 
if  there’s  some  genetic  link?” 

Whatever  the  reason  behind 
elderly  abuse,  chances  are  good 
that  as  a private  physician,  you 
will  encounter  a case  of  elderly 
abuse  at  some  time  in  your 
practice.  According  to  Dr.  Parkins, 
in  1987  8,202  cases  were  reported 
in  Ohio  alone.  Of  those,  4,900 
elderly  required  protective  services, 
while  700  refused  help.  Nationally, 
it  is  estimated  that  4%  of  the 
elderly  population  is  abused, 
although  Dr.  Parkins  suggests  that 
that  figure  is  much  higher  since  it 
is  estimated  that  only  one  in  five 
cases  is  actually  identified. 

As  for  the  700  Ohioans  who 
refused  help.  Dr.  Parkins  says, 
“You  do  what  you  can  to  help  out 
and  keep  the  door  open,  but  you 
have  to  let  them  go  home  if  that’s 
what  they  want.  That’s  their 
prerogative  because  they  are 
adults.”  The  only  exception,  she 
says,  would  be  if  medical 


Sue  Parkins,  MD,  Toledo,  fighting 
abuse  of  the  elderly  on  local,  and 
now,  national  levels.  (Photo 
courtesy  of  St.  Vincent  Medical 
Center,  Toledo) 


personnel  judged  the  elderly 
person  to  be  incompetent  and 
unable  to  make  decisions,  in  which 
case  a hearing  would  be  held. 

So  what  should  the  private 
physician  do  if  he  or  she  suspects 
that  an  elderly  patient  is  being 
abused  at  home? 

First,  Dr.  Parkins  says,  be  aware 
that  many  elderly  may  deny  being 
abused  because  they  are  ashamed 
or  don’t  want  their  situation  made 
public.  Also,  because  of  their  age 
and  associated  illnesses  such  as 
Alzheimer’s  disease,  some  may  be 
unable  to  remember  whether  a 
bruise  or  bump  occurred  from 
abuse  or  because  of  a fall. 

“Some  aren’t  sure  what 
happened  or  if  they  imagined  it,” 
Dr.  Parkins  warns. 

Whether  or  not  you  confront  the 
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nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 


' Bnel  Summary  • ConsuM  the  package  Irterature  lor  complete  irrlormation 


)st  pat  . . _ . . _ . . _ _ _ . _ 

Axid  IS  indicated  lor  maintenance  therapy  tor  duodenal  ulcer  patients  at  a 
I reduced  dosage  ot  150  mg  h s alter  healing  ot  an  active  duodenal  ulcer  The 
I consequences  ot  continuous  therapy  with  Axid  for  longer  than  one  year  are  not 
known 

I Contraindication  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
, to  the  drug  and  should  be  used  with  caubon  in  patients  with  hypersensitivity  to 
other  H?-receptor  antagonists 

Precautions:  General  - 1 Syn 
preclude  the  presence  ot  gasmc  malignancy 

2 Because  mzabdme  is  excreted  pnmanly  by  the  kidney,  dosage  should  be 
reduced  in  pabents  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  die  liver  In  pabents  with 
normal  renal  luncbon  and  uncomplicated  hepabc  dysfuncbon.  the  disposibon  of 
mzabdme  is  similarto  that  in  normal  subjects 

Laboratory  Tests  - False-positive  tests  tor  urobilinogen  with  Mutbstix^  may 
occur  dunng  therapy  with  nizatidine 

Drug  Interactions  - No  interacbons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam.  Iidocaine.  phenytoin.  and  warfann 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizmg  enzyme 
system,  therefore,  drug  interacbons  mediated  by  inhibition  ot  hepatic  metabolism 
are  not  expected  to  occur  In  pabents  given  very  high  doses  (3.900  mg)  of  aspinn 
daily,  increases  in  serum  salicylate  levels  were  seen  when  mzabdme,  1 50  mg 
b I d . was  administered  concumently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility- A two-year  oral  car- 
cinogenic ify  study  in  rats  with  doses  as  high  as  500  mg^o/day  (about  80  bmes  the 
recommended  daily  therapeubc  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enterochromaftin-like 


(ECL)  cells  in  the  gastnc  oxynbc  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  ot  a carcinogenic  effect  in  male  mice,  although  hyperplasbc  nodules  of 
the  liver  were  increased  in  the  high-dose  males  as  compared  win  placebo  Female 


mice  given  the  high  dose  of  Axid  (2,000  mo/kg/day.  about  330  bmes  the  human 
dose)  showed  marginally  stabsbcally  sigmficam  increases  in  hepabc  carcinoma 
and  nepabc  nodular  hyperplasia  win  no  numencai  increase  seen  in  any  of  the 


in  a Convenience  Pak  survey  (N  = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 

at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 

promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  available  at 
no  extra  cost 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 

1 . Data  on  fife,  Liffy  Research  Laboratories. 


excessive  (30%)  weight  decrement  as  compared  with  concurrent  controls  and 
evidence  of  mild  liver  injury  (bansaminase  elevations)  The  occurrence  of  a 
marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  ot  a carcinogenic  effect  in  rats,  male  mice,  and 
female  mice  (given  up  to  360  mg/kg/day.  about  60  bmes  the  human  dose),  and  a 
negative  mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  Is  potenbal 
genetic  toxicity,  including  bactenal  mutabon  tests,  unscheduled  ONA  synthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon 
tests,  and  a micronucleus  test 

In  a two-generabon.  pennatal  and  postnatal  fertilly  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  ttie  reproducbve 
performance  of  parental  animals  or  their  progeny 

Pregnancy  leratogenic  Effects  Pregr 
studies  in  rats  at  doses  up  to  300  bmes  the  n 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblly 
or  teratogenic  effect,  but  at  a dose  equivalent  to  300  bmes  the  human  dose, 
treated  rabbis  had  abortons,  decreased  number  of  live  fetuses,  and  depressed 
fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand  Whie 
rabbis,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the 
aorbc  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  1 produced 
ventncular  anomaly,  distended  abdomen,  spina  brtida.  hydrocephaly,  and  enlarged 
heart  in  one  fetus  There  are.  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women  It  is  also  not  known  whether  mzabdme  can  cause  fetal  harm 
when  administered  to  a pregnant  woman  or  can  affect  reproducbon  caoacly 
Nizabdine  should  be  used  dunng  pregnancy  only  1 the  potenbal  benefi  justifies  the 
potential  nsk  to  the  fetus 

g Mothers  -Stu. ..  ..  , 

It  the  administered  oral  dose  of  mzabdme  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrabons  Caubon  should  be  exercised  when  adminis- 
ienng  mzabdme  to  a nursing  mother 

Pebiatnc  Use  - Safety  and  effecbveness  m children  have  not  been  established 

Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 


those  m younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormailies  are  also  similar  to  those  seen  in  other  age  groups  Age  alone 
may  not  be  an  important  factor  m the  disposlion  of  mzabdme  Elderly  pabents  may 


have  reduced  renal  funcbon 

Adverse  Reactions:  Clinical  tnals  of  nuabdine  included  almost  5.000  pabents 
given  mzabdme  m studies  of  varying  durabons  Domesbc  placebo-controlled  tnals 
included  over  1,900  pabents  given  nizatidine  and  over  1.300  given  placebo 
/Vmong  reported  adverse  events  in  the  domesbc  placebo-controlled  tnals.  sweat- 
ing (1  % vs  0 2%),  urbcana  (0  5%  vs  < 0 01  %).  and  somnolence  (2  4%  vs  1 3%) 
were  signllcarlfy  more  common  in  the  mzabdme  group  A vanety  of  less  common 
events  was  also  reported.  1 was  not  possible  to  determine  whether  these  were 
caused  by  mzabdme 


marked  elevabon  of  SCOT,  SGPT  enzymes  (greater  than  500  lU/L)  and.  m a single 
instance.  SGPT  was  greater  than  2.OO0  lU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevabons  to  three  bmes  die  upper  limi  of  nomtal. 
however,  did  not  sigmficantty  differ  from  the  rate  of  liver  enwme  abnormalibes  in 
placebo-treated  pabents  All  abnormailies  were  reversible  after  disconbnuabon  of 
Axid 

Cardiovascular  - In  clinical  phannacoiogy  studies,  short  episodes  of  asymp- 
omabc  ventncular  tachycardia  occurred  m two  individuals  administered  And  and 


Additional  information  available  to  the 
profession  on  request. 


I f/Tdocnne  - Clinical  pharmacology  studies  and  controlled  clinical  tnals 
I showed  no  evidence  of  anbandrogenic  acbviy  due  to  Axid  impotence  and 
I decreased  libido  were  reported  win  equal  frequency  by  pabents  who  received 
I Axid  and  by  those  given  placebo  Rare  reports  of  gynecomasba  occuned 

Hematologic  -Fatal  thrombocytopenia  was  reported  m a pabent  who  was 
' treated  wlh  Axid  and  another  H?-receptor  antagonist  On  previous  occasions,  this 
' pabent  had  expenenced  thrombocytopenia  whiTe  taking  o^r  drugs  Rare  cases  of 
' thrombocytopenic  purpura  have  been  reported 

/nfegumenfa/  -Sweabng  and  urbcana  were  reported  signibcantfy  more  tre- 
: quently  m mzabdme-  than  m placebo-beated  pabents  Rash  and  exfoliative  der- 
I mabbs  were  also  reported 

Hypersensitivity  - As  wlh  other  M?-receptor  antagonists,  rare  cases  ot  ana- 
phylaxis following  admmistrabon  of  mzabdme  have  been  reported  Because 
cross-sensihviy  m this  class  of  compounds  has  been  observed.  H--receptor 
antagonists  should  not  be  administered  to  individuals  wlh  a history  of  previous 
hypersensliviy  to  diese  agents  Rare  episodes  of  hypersensliviy  reacbons  (eg. 
bronchospasm.  laryngeal  edema,  rash,  and  eosmopnilia)  have  been  reported 
Of/?er  - Hyperuncemia  unassociated  wlh  gout  or  nephrollhiasis  was 
reported  Eosinophilia.  fever,  and  nausea  related  to  mzabdme  admmistrabon  have 
been  reported 

Overdouge  Overdoses  of  Axid  have  been  reported  rarely  The  following  is 
provided  to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  - There  is  iitle  clinical  expenence  wlh  overdosage  of 
Axid  in  humans  Test  animals  that  received  large  doses  of  mzabdme  have  exhiMed 
cholinergic -type  effects,  including  lacnmabon.  salivation  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  mg/kg  m dogs  and  of  1 .200  mg/kg  m monkeys 
were  not  lethal  Intravenous  median  Tethal  doses  in  the  rat  and  mouse  were  30l 
m^g  and  232  mgrkg  respecbvety 

Treatment  -To  obtain  up-to-date  mformabon  about  the  treatment  of  overdose, 
a good  resource  is  your  cerbfied  regional  Poison  Conbol  Center  Telephone 
numbers  of  cerbfied  poison  control  centers  are  listed  in  the  Physicians  Desk 
Reference  (PDR)  In  managing  overdosage,  consider  the  posstbilly  of  mufbpie 
drug  overdoses.  iHeracbon  among  drugs,  and  unusual  drug  kmebcs  m your 
paberl 

If  overdosage  occurs,  use  of  acbvated  charcoal,  emesis,  or  lavage  should  be 
considered  along  wlh  clinical  monlonng  and  supportive  therapy  Renal  dialysis 
for  tour  to  SIX  hours  increased  plasma  clearance 
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Evidence  of  elderly  abuse  . . . continued 


patient  directly  with  your 
suspicions  “depends  on  your 
relationship  with  the  patient  at  the 
time,”  she  continues.  “We  are  very 
gentle  and  offer  our  support  and 
make  them  aware  that  we  want  to 
solve  the  problem.” 

Above  all,  you  must  be  honest 
with  your  patient  and  explain  why 
you’re  asking  questions.  Dr. 

Parkins  says,  “because  you  may  be 
all  wet.  Maybe  they  really  did  fall 
down  the  stairs.” 

If  you  suspect  abuse,  but  the 
patient  is  uncooperative  or  you  feel 
unable  to  handle  the  situation 
alone.  Dr.  Parkins  suggests  you 


consult  a social  worker  at  your 
local  hospital  or  the  Department 
of  Adult  Protective  Services. 

On  the  other  hand,  if  the  abuse 
is  quite  obvious  — such  as  a 
second-degree  burn  or  knife  or 
gunshot  wound,  you  are  obligated 
to  contact  the  police.  Dr.  Parkins 
says.  “You  have  to  report  anything 
that  looks  criminal.” 

Obviously,  most  of  us  would  like 
to  see  more  cases  of  abuse  — be  it 
elderly  or  other  — prevented,  not 
treated.  But  it’s  an  uphill  battle. 

Dr.  Parkins  claims,  citing  the  high 
cost  of  nursing  care  and  home  care 
supplies  as  just  two  milestones  to 


overcome. 

“The  thing  that’s  most 
frustrating,  and  one  of  the  reasons 
I’m  really  glad  to  be  appointed  to 
this  committee,  is  so  we  can  do 
something  in  prevention,”  Dr. 
Parkins  says. 

A good  example,  she  adds,  are 
painful  bedsores  which  commonly 
afflict  the  bedridden.  The  sores 
can  be  prevented  or  minimized  by 
using  special  sheets,  she  says. 
“Except  that  it’s  not  reimbursable. 
I’m  hoping  to  change  that  . . . 
because  those  are  the  kinds  of 
things  that  are  important.”  — 
Michelle  J.  Carlson 


Costs  rise;  doctors  still 

Health-care  costs  continue  to 
rise,  and  physicians  are  still 
getting  the  blame. 

At  least,  that  was  the  finding  of 
a recent  poll  of  Ohioans, 
conducted  by  the  Institute  for 
Policy  Research  at  the  University 
of  Cincinnati,  and  sponsored  by 
the  Cincinnati  Post,  WCPO-TV 
and  the  University  of  Cincinnati. 

The  largest  number  of  those 
responding  to  the  poll  (about 
32%)  blamed  doctors’  fees  as  a 
leading  cause  of  rising  health-care 
costs.  Approximately  20%  pointed 
to  hospital  charges. 

Other  factors  mentioned  in  the 
poll  were:  insurance  companies 
(15%);  malpractice  insurance  costs 
(14%);  and  high-tech  medical 
equipment  (11%).  Health-care 


blamed 

salaries,  federal  Medicare 
programs,  inflation,  the  cost  of 
prescription  drugs,  AIDS,  greatly 
extended  life  spans,  insurance 
fraud,  unnecessary  treatments. 


About  32%  of  those 
responding  to  the  poll 
blamed  doctors^  fees  as 
a leading  cause  of  rising 
health-care  costs  . . . 


greed,  research  costs  and  failure  of 
patients  to  pay  bills  were  also  cited 
as  reasons  for  the  country’s  high 
cost  of  health  care. 
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Stolly  Insurance  Agency 

Grubers'  Columbus  Agency 

Baldwin  & Whitney 

1730  Allentown  Road 

3040  Riverside  Drive 

Insurance  Agency 

P.O.  Box  1666 

P.O.  Box  1066 

15  E.  Fourth  Street,  Suite  424 

Lima,  OH  45802 

Columbus,  OH  43216 

Dayton,  OH  45401 

(419)227-2570 

(614)486-0611 

(513)223-3181 

United  Agencies 

Insurance  Office  of  Central  Ohio 

Barkdull  & Guckenberger 

1550  Hanna  Building 

38  Jefferson  Avenue 

125  E.  Court  Street 

Cleveland,  OH  441 15 

Columbus,  OH  43215 

Cincinnati,  OH  45202 

(216)696-9044 

(614) 221-5471 

(513)381-3100 

Utz  Insurance  Agency 

Johnson  Insurance  Agency 

Earl  F.  Mathews 

P.O.  Box  167 

685  North  Hague  Avenue 

8 North  Court  Street,  P.O.  Box  S 

Plymouth,  OH  44865 

Columbus,  OH  43204 

Athens,  OH  45701 

(419)687-6252 

(614) 276-1600 

(614) 593-5573 

► NORTHERN  OHIO 

Bartlett  Insurance  Agency 

121  East  Court  Street 
Bowling,  Green,  OH  43402 
(419)352-2574 

Benham  Insurance  Associates 

5133  S.  Main  Street 
Southbriar  Shopping  Center 
Sylvania,  OH  43560 
(419)  882-7117 

Brooks  Insurance  Agency 

1120  Madison  Avenue 
Toledo,  OH  43624 
(419)243-1191 

Frank  B.  Hall  of  Ohio 

2603  W.  Market  Street,  Suite  220 
Akron,  OH  44313 
(216) 836-8866 

The  Gluck  Agency 

2901  Market  Street 
Youngstown,  OH  44507 
(216)788-6577 
1-800-362-6577 

Haas  Insurance  Agency 

25000  Center  Ridge  Rd.,  Suite  4 
Westlake,  OH  44145 
(216) 871-8720 

Humphrey  & Cavagna  Insurance 

507  Broad  Street 
Elyria,  OH  44035 
(216)322-5477 
1-800-356-8415 

Palmer-Blair  Insurance  Agency 

905  Spitzer  Building 
Toledo,  OH  43604 
(419)248-4141 

R.  Macknin  Insurance  Agency 

3681  Green  Rd. 

Beachwood,  OH  44122 
(216)464-4080 

Ron  Perkins  Insurance  Agency 

13700  State  Road 

North  Royalton,  OH  44133 

(216)237-8200 

Sirak-Moore  Insurance  Agency 

P.O.Box  35097 
Canton,  OH  44735 
(216)493-3211 

Stockdale  Insurance  Agency 

24600  Center  Ridge,  Suite  133 
King  James  Office  Park 
Westlake,  OH  44145 
(216)  835-6950 


W.W.  Reed  & Son 

141  East  Main  Street 
Kent,  OH  44240 
(216)673-5838 

► CENTRAL  OHIO 

Alexander  & Alexander  of  Ohio 

1328  Dublin  Road 
P.O.Box  451 
Columbus,  OH  43216 
(614)  486-9571 

George  Gilmore  & Son 
Insurance  Agency 

109  North  Fifth  Street 
P.O.Box  237 
Steubenville,  OH  43952 
(614)  282-9791 


Marsh  & McLennan 

lowest  Broad  Street,  Suite  1200 
Columbus,  OH  43215 
(614)461-6400 

McCaffrey  Insurance  Agency 

2935  Kenny  Rd.,  Suite  100 
Columbus,  OH  43221 
(614)451-3808 

Wallace  & Turner  Agency 

616  North  Limestone  Street 
Springfield,  OH  45501 
(513)324-8492 

► SOUTHERN  OHIO 

Associated  Insurance  Consultants 

1250  West  Dorothy  Lane 
Suite  108 

Kettering,  OH  45409 
(513)293-6000 


FMS  Insurance  Agency 

125  East  Court  Street,  Suite  303 
Cincinnati,  OH  45202 
(513)381-0811 

Hoffman,  Ries  & Associates 

7770  Cooper  Road,  P.O.  Box  42275 
Cincinnati,  OH  45242 
(513)791-5401 

Insurance  Associates  of 
Middletown 

One  North  Main  Street 
Middletown,  OH  45042 
(513)424-2481 

Joe  Hurley  Insurance  Agency 

822  South  7th,  P.O.  Box  636 
I ronton,  OH  45638 
(614)  532-8712 

Miami  Valley  Insurance  Associates 

3617  Dayton-Xenia  Road 
Beavercreek,  OH  45432 
(513)429-5600 

Riffe  & Bennett  Insurance  Agency 

422  Center  Street 
New  Boston,  OH  45662 
(614)456-4191 

Rudd  Insurance  Agency 

239  West  Court  Street 
Cincinnati,  OH  45202 
(513)  721-7766 

SP  Agency 

1811  Losantiville 
Cincinnati,  OH  45237 
(513)531-8700 

Thomas  E.  Wood 

1500  Carew  Tower 
Cincinnati,  OH  45202 
(513)852-6325 


H Y S I C I A N S 

ome  Offices:  Bates  Drive' 


INSURANCE  COMPANY  O 

Pickerington,  Ohio  43147  • (61  4)  864-71  00  Toll  Free 


F OHIO 

(800)  282-7515 


OHIO  MEDICAL 

POLITICAL  ACTION  COMMITTEE 

CdeBrating  25  years  of  representing  the  poCiticaC  voice 
of  organized  medicine  in  Ohio. 

The  Ohio  Medical  Political  Action  Committee  (OMPAC)  allows  you  to  be  an  active 
political  force  assuring  your  views  and  those  of  your  patients  are  heard  when  our 
elected  representatives  make  decisions  that  affect  the  delivery  of  quality  health  care. 

Through  participation  in  OMPAC,  you  can  support  legislative  candidates  whose 
personal  philosophies  reflect  a willingness  to  listen  and  support  the  views  of  organized 
medicine.  Make  an  investment  for  yourself,  your  patients  and  your  profession. 

Join  with  us  in  celebrating  25  years  of  representation. 

Clip  & Mail 


Check  one: 


O 

M 

p 

A 

C 


Name 


Yes,  I want  to  be  a Sustaining  Member  of  the  Ohio  Medical  Political  Action  Committee. 
Enclosed  is  my  personal  payment  for  $125. 

Better  yet,  both  my  spouse  and  I would  like  to  be  Sustaining  Members  of  the  Ohio  Medical 
Politick  Action  Committee.  Enclosed  is  our  payment  of  $200. 

Resident  or  Student  - $10. 


Address. 


City  / State  / Zip. 


Card  #_ 


No  corporate  checks  please.  Make  checks  payable  to:  OMPAC 
Or,  charge  your  OMPAC  membership  on  your  MasterCard  or  Visa.  (arciecMdnwnc.) 

Expiration  Date 


Signature. 


Mail  to:  OMPAC,  1500  Lake  Shore  Drive,  Columbus,  OH  43204-3824 

OMPAC  is  a separate  segregated  fund  established  by  the  OSMA.  It  is  connected  with  AMPAC,  a separate  segregated  fund  of  the  AMA.  Vohmtary  political  coctributioaa  lo  OMPAC  should  bo  a^ritten  on  peiaonal  checks. 
ConthbutiGns  are  not  limited  to  the  suggested  amount  Neither  AMA,  OSMA  nor  county  medical  societies  will  favor  or  disadvantage  anyone  baaed  upon  the  amounts  of  or  failure  to  make  PAC  oontrilntkaia.  Voluntary 
political  contributions  arc  subject  to  the  limitadcns  of  FEC  legulaticna.  This  solicitation  by  OMPAC  is  not  authorized  by  any  candidate  or  candidate's  connnittoe.  Contributians  to  OMPAC  and  AMPAC  are  not  de- 
ductible as  charitable  contributions  for  federal  income  tax  purposes. 
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OMPAC  in  action  . . . 1979 


OMPAC:  25  l^ars  Action 

By  Deborah  Athy 


This  year  marks  the  25th 

anniversary  of  OMPAC,  the 
Ohio  Medical  Political 
Action  Committee.  It  seems  a 
fitting  time  to  review  OMPAC’s 
development  over  the  years. 

Turning  back  the  calendar  pages 
to  25  years  ago  ...  It  was  1964, 
the  year  that  OMPAC  was 
organized  at  the  suggestion  of  the 
OSMA  Council.  The  purpose:  “To 
raise  funds  to  be  used  in  support 
of  those  candidates  . . . who  favor 
medicine’s  point  of  view  on 
various  issues  and  who  believe  in 


the  maintenance  and  continuation 
of  our  private,  free-enterprise 
system  of  medical  care,’’  according 
to  an  early  OMPAC  brochure. 

Flipping  through  a 1964  Ohio 
State  Medical  Journal  (OSMA 
Journal),  a different  era  is 
glimpsed.  An  overnight  rate  for  an 
Annual  Meeting  stay  at  the  Hotel 
Southern  in  Columbus  was  $10.50 
to  $15  for  a double  room. 

Some  of  the  advertisements  in 
the  OSMA  Journal  at  that  time 
have  a definite  “retro’’  flavor: 
“There’s  nothing  like  a vacation 


for  relaxing  stress-induced  smooth 
muscle  spasm,”  and  “Shape  up 
your  overweight  patient,” 
illustrated  by  a picture  of  a bikini- 
clad  woman. 

But  some  things  haven’t  changed 
all  that  much.  For  instance,  an 
article  in  the  1964  OSMA  Journal 
suggested  that  physicians  should  be 
informed  about  professional 
liability  in  their  practices.  As  it 
turns  out,  it  was  a suggestion  with 
far-reaching  merit. 

A key  goal  for  OMPAC  that 
year  rested  in  the  outcome  of  the 
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OMPAC:  25  Years  of  Action 


continued 


322  OMPAC  members 


Frank  H.  Mayfield,  MD, 
OMPAC ’s  first  chairman 


“The  next  two  months 
will  be  medicine’s  hour 
of  decision  . . . crucial 
months  in  the  fight  to 
preserve  the  world’s 
finest  system  of 
medical  care.” 

— Frank  H.  Mayfield,  MD 
OMPAC  president,  1964 


general  election  of  the  United 
States  Congress.  As  OMPAC’s  first 
president,  Frank  H.  Mayfield,  MD, 
of  Cincinnati,  emphasized;  “What 
happens  in  Washington,  DC  will 
determine  the  conditions  under 
which  you  and  I and  the  rest  of 
our  colleagues  will  practice  in  the 
years  ahead.  Specifically,  our  stake 
in  what  happens  in  the  United 
States  Congress  and  the  decisions 
of  the  executive  branch  is  a big 
one  — too  vital  to  lose  by  default 
. . . By  joining  OMPAC  you  will 
be  amplifying  your  voice  a 
thousand-fold.  You  will  be  putting 
your  dollars  to  work  in  an 
organized  effort  to  elect  the  right 
persons  to  public  office.  Money 
and  real  effort  are  necessary  to 
achieve  this  goal.” 

The  first  official  meeting  of 
OMPAC  was  held  on  February  29, 
1964.  That  year,  OSMA 
membership  totaled  8,753,  and 
Herbert  E.  Gillen  joined  the  likes 
of  Jerry  Campbell  and  Bob 
Clinger  on  the  OSMA  staff. 

At  the  first  meeting,  OMPAC 
board  members  detailed  a 
campaign  to  increase  membership. 
Letters  were  sent  to  OSMA 
members  and  6,000  Auxiliary 
members. 

Physicians  in  Ohio  counties  were 
selected  by  Dr.  Mayfield  to  head 
personal  solicitation  campaigns  for 
OMPAC  membership.  The 
responsibility  of  these  “county 
key-men,”  as  they  were  called,  was 
to  contact  every  physician  in  his 
county  with  news  of  OMPAC. 

In  larger  counties,  local 
committees  were  set  up.  OMPAC 
talks  were  given  at  hospital  staff 
and  medical  society  meetings. 
Literature  about  OMPAC  was 
made  available.  The  Women’s 
Auxiliary  pitched  in  to  increase 


OMPAC  membership  and  40 
county  “key  women”  were 
appointed  to  serve  as  OMPAC 
liaisons  on  the  local  level. 

With  OMPAC’s  1964 
membership  at  just  322,  Dr. 
Mayfield  said:  “Ohio  physicians 
have  not  responded  as  well  as  the 
OMPAC  board  had  anticipated 
they  would.  The  next  two  months 
will  be  medicine’s  hour  of 
decision.  They  will  be  crucial 
months  in  the  fight  to  preserve  the 
world’s  finest  system  of  medical 
care.  I am  confident  that  Ohio 
physicians  will  come  through  with 
flying  colors.” 

Twenty  years  ago  . . . According 
to  Council  minutes,  OSMA 
membership  increased  to  10,159  at 
the  beginning  of  1969.  OMPAC 
membership  had  increased  to 
2,481. 

OMPAC  board  members 
discussed  having  Robert  D.  Novak, 
a Washington,  DC  editor  of  a 
political  newsletter,  as  the  OMPAC 
Luncheon  speaker  at  the  OSMA 
Annual  Meeting. 

OSMA  committees  were  working 
on  projects  such  as  drug  abuse 
posters  for  schools  and 
establishing  minimum  standards 
for  mental  hospitals. 

Issues  in  the  1969  legislative 
roundup  compiled  by  Hart  Page, 
the  OSMA  Journal  Managing 
Editor  at  the  time,  included:  H.B. 
439,  which  defined  transactions 
involving  blood  products,  tissues 
and  organs  as  services,  not  sales 
. . . S.B.  137,  which  made 
fluoridation  mandatory  in  water 
services  serving  more  than  20,000 
people  . . . and  S.B.  60,  which 
required  immunizations  for  rubeola 
and  rubella  for  school  admission. 

The  1970  Ohio  General 
Assembly  elections  were  just 
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2,481  OMPAC  members 


OMPAC  board  members 
discussed  having  Robert 
D.  Novak,  a Washington 
D.C.  political  newsletter 
editor,  as  a speaker  . . . 


around  the  corner.  An  OSMA 
Journal  article  pointed  out  that 
the  elections  were  especially 
important  because  of  1970  state 
balloting.  “At  least  12  states  will 
be  redistricting  their  congressional 
districts  as  a result  of  the  1970 
decennium.  Thus  whoever  controls 
the  state  legislatures  will  control 
the  borders  of  each  district  and 
perhaps,  therefore,  the  majorities 
in  the  House  of  Representatives 
until  the  1980  census.” 

Fifteen  years  ago  . . . “Want  to 
make  a super  New  Year’s 
resolution?”  asked  Mrs.  S.L. 
Meltzer,  the  OSMA’s  Auxiliary 
Publicity  Chairman  in  a 1974  issue 
of  the  OSMA  Journal.  “Join 
AMPAC-OMPAC!” 

A membership  drive  — called 
the  “Key  Man  Conference”  — was 
held  in  November  of  that  year  to 
boost  the  ranks  of  OMPAC  and 
AMPAC. 

The  article  reported  that 
OMPAC’s  efforts  were  successful 
in  the  1972  election.  With  the  1974 
elections  coming  up,  Mrs.  Metzger 
reported,  “Now  is  the  time  to  gear 
up  . . . OMPAC  is  what  gives  a 
real  wallop  to  the  medical 


profession’s  interest  in  good 
government  and  makes  the 
profession  a potent  factor  in 
political  action.” 

Apparently  the  membership 
drives  were  having  some  success 
because  H.  William  Porterfield, 
MD,  the  OMPAC  chairman  at  the 
time,  reported  an  all-time  high 
OMPAC  membership  at  an 
OMPAC  meeting. 

OMPAC  was  having  a successful 
season  on  the  legislative  front  as 
well.  An  OMPAC  brochure  for  the 
1973-74  election  year  reported  that 
OMPAC  had  a 70%  “winning 
score”  in  the  ’72  elections  — 92% 
in  US  Congressional  races,  75%  in 
the  State  Senate  contests  and  66% 
in  Ohio  House  races. 

The  brochure  explained  that 
candidates  supported  by  OMPAC 
are  selected  after: 

• “Careful  analysis  of  the 
records  of  those  who  held  public 
office  in  the  past. 

• Evaluation  of  data  regarding  a 
candidate’s  character,  standing  in 
his  community,  educational 
qualifications  and  views  on  social, 
economic  and  public  health- 
medical  issues. 

• Review  of  information  and 
recommendations  received  from 
officials  of  state  and  local  medical 
societies  ...” 

James  S.  Imboden,  AMPAC 
Field  Staff  member  at  the  time, 
stressed  that  the  county  level 
participation  was  essential  to 
OMPAC’s  success.  He  offered  to 
give  talks  and  show  slides  about 
AMPAC-OMPAC  to  other  county 
societies. 

Ribbon-cutting  ceremonies  were 
held  that  year  to  celebrate  OSMA’s 
new  home  at  600  S.  High  Street  in 
Columbus,  and  Brent  Mulgrew 
joined  the  OSMA  as  the  Assistant 


OMPAC  was  having  a 
successful  season  on  the 
legislative  front 
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continued 


Director  of  the  Department  of 
State  Legislation. 

Other  news:  The  OSMA 
protested  proposed  regulations 
regarding  preadmission  review 
covering  Medicare  and  Medicaid. 
The  Ohio  State  University  received 
a grant  for  an  OSU  Cancer 
Research  Center.  And  an  Annual 
Meeting  room  at  the  Sheraton  in 
Cleveland  cost  $24  to  $37  for 
double  occupancy  or  $140  and  up 
for  a two-bedroom  suite. 

Ten  years  ago  ...  In  November 
1979,  Jerome  Kimmelman,  MD,  of 
Toledo,  was  elected  to  the  OMPAC 
board.  OMPAC  meeting  notes 
reported  that  continued  efforts 
were  being  made  to  bolster 
membership. 

OMPAC  received  a leadership 
award  at  the  1979  AMA  Annual 
Meeting.  The  award  was  made  to 
state  PACs  that  had  100% 
participation  in  the  AMPAC 
sustaining  membership  program  by 
their  AMA  delegations. 

The  featured  speaker  at  the  1979 
OMPAC  Luncheon  was  former 
Ohio  Governor  James  A.  Rhodes. 
The  cost  for  an  overnight  stay  at 
the  OSMA  Annual  Meeting  was 
$45  for  a double  room  and  $95  for 
a suite. 

Early  the  next  year,  the  OSMA 
Council  formed  the  Task  Force  of 
Professional  Liability  to  appraise 
the  liability  insurance  crisis  in 
Ohio. 

Five  years  ago  . . . 1984  brought 
topics  such  as  AIDS,  the  state  of 
Medicare,  older  Americans,  DRGs 
and  malpractice  reforms  to  the 
political  and  medical  forefront. 

Rose  Vesper  of  New  Richmond 
was  appointed  to  the  OMPAC 
board  as  a representative  of  the 
OSMA  Women’s  Auxiliary,  and 
Jerome  Kimmelman,  MD  was 


OSMA  past  president  John 
Gaughan,  MD;  featured  speaker 
Governor  James  A.  Rhodes;  past 
OMPAC  chairman  H.  William 
Porterfield,  MD 


The  featured  speaker  at 
the  1979  OMPAC 
Luncheon  was  former 
Ohio  Governor  James  A. 
Rhodes. 


2340  OMPAC  members 


appointed  OMPAC  chairman. 

In  a 1984  “Presidential 
Perspective”  article  in  the  OSMA 
Journal,  OSMA  President  S.  Baird 
Pfahl,  MD  lamented  the  fact  that 
only  14%  of  the  OSMA 
membership  contributed  to 
OMPAC.  He  pointed  out  that  the 
OSMA  legislative  staff  tracked  up 
to  150  pieces  of  legislation  each 
session  at  the  Statehouse.  “They 
. . . do  a super  job,  but  do  we 
really  need  them?  The  answer  to 
that  is  an  unqualified  YES. 
Medicine,  as  we  know  it,  is  at  . . . 
the  crossroads,  and  our  future 
method  of  practice  will  be 
determined  in  Columbus  and 
Washington  and  not  in  our 
offices.” 

As  the  OMPAC  featured  speaker 
at  the  1988  OSMA  Annual 
Meeting,  Senator  Paul  E.  Gillmor 
underscored  the  importance  of 
participating  in  OMPAC.  “Your 
help  is  vital  to  us  in  the  legislative 
process,”  he  told  the  OMPAC 
audience.  “Legislators  need  to  get 
accurate  information  from  those 
who  have  the  facts  in  order  to  deal 
appropriately  with  complex  health 
issues.” 

OMPAC  Chairman  Jerome 
Kimmelman,  MD  expressed  some 
optimism  about  OMPAC 
membership.  “In  almost  every 
county,  medical  society  and  urban 
hospital,  people  have  stepped 
forward  to  get  involved. 
Membership  has  surpassed 
membership  of  all  previous  years.” 

OMPAC  Distinguished  Service 
Awards  were  presented  at  the 
luncheon  to  recognize  outstanding 
efforts  in  enhancing  political 
involvement  in  the  Ohio  medical 
community.  The  first  recipients  of 
the  awards  were  A.  Burton  Payne, 
MD  of  Ironton  and  Auxiliary 
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member  Rose  Vesper  of  New 
Richmond. 

In  order  to  involve  more 
physicians,  physician-spouses, 
medical  students  and  residents  in 
OMPAC,  family  memberships  were 
made  available  in  1988  and 
student/resident  memberships  were 
established  in  1989. 

A 1988  legislative  article  in 
OHIO  Medicine  explained  the 
importance  of  OMPAC’s 
involvement  at  the  legislative  level. 
“Since  January  1987,  Ohio 
physicians  have  witnessed 
legislative  action  in  the  Ohio 
General  Assembly  on  some  100 
bills  which  impact  medicine, 
including  the  successful  OSMA 
campaigns  to  reform  medical 
professional  liability  statutes  and 
derail  the  legislative  push  for 
Medicare  services.” 

The  article  tallied  OMPAC’s 
success  rate  — of  the  candidates 
supported  by  OMPAC,  95%  of  the 
Senate  candidates  and  99%  of  the 
House  of  Representatives 
candidates  were  successful.  “It  is 
evident  that  active  involvement  in 
OMPAC  can  make  a difference.” 

But  the  article  also  reported  that 
only  about  2,000  physicians  and 
physician  spouses  make  up 
OMPAC’s  foundation.  “If 
OMPAC  is  to  meet  the  challenges 
facing  physicians  for  the  remainder 
of  the  decade  and  beyond,  that 
level  of  participation  must  be 
improved. 

“(OMPAC)  is  currently  looking 
to  the  future  and  charting  a course 
of  action  for  the  challenges  ahead 
. . . With  so  many  decisions 
affecting  medical  care  today  being 
made  by  government,  you  can’t 
afford  not  to  be  involved  in 
OMPAC,”  the  article  continued. 

NBC  national  correspondent 


2,350  OMPAC  members 


Douglas  Kiker  is  scheduled  to  be 
the  OMPAC  Luncheon  featured 
speaker  at  the  1989  Annual 
Meeting.  Many  recurrent  issues  — 
including  professional  liability, 
mandatory  Medicare  assignment 
and  AIDS  — will  again  be  on  the 
table  for  discussion. 

Although  medicine  has 
undergone  many  changes  in  the 
last  quarter-century,  the  original 


1,792  OMPAC  members 
(to  date)  . . . 
and  still  growing 


purpose  of  OMPAC  has  remained 
intact.  OMPAC  will  continue  its 
efforts  to  protect  medicine’s 
interests  in  the  legislative  arena  in 
1989  and  in  the  years  ahead. 


Deborah  Athy  is  Associate  Editor 

of  OHIO  Medicine. 


L.  to  r.:  Distinguished  Service  recipient  Rose  Vesper;  OMPAC  chairman 
Jerome  Kimmelman,  MD;  recipient  A.  Burton  Payne,  MD 


OMPAC  Distinguished  Service  Awards  were  presented 
to  recognize  outstanding  efforts  in  enhancing  political 
involvement  in  the  medical  community. 


2373  OMPAC  members 
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The  Ohio  State  Medical  Board: 
Is  It  Doing  Its  Job? 


It’s  the  first  Thursday  of  the 
month,  and  seven  of  the  12 
members  of  the  Ohio  State 
Medical  Board  have  assembled  on 
the  19th  floor  of  the  new  Vern 
Riffe  State  Office  Tower  in 
downtown  Columbus  in  a room 
large  enough  for  those  physicians, 
attorneys,  members  of  the  news 
media  and  that  portion  of  the 
general  public  who  might  want  to 
attend.  On  a “good”  day,  when  a 
particularly  newsworthy  case  is 
being  heard,  there  would  be 
standing  room  only  here.  Today, 
however,  most  of  the  chairs  are 
vacant.  Only  the  regulars  — those 
representatives  of  the  various 
professional  associations  who 


By  Karen  S.  Edwards 


regularly  monitor  the  Board’s 
activities  — are  here,  including 
OSMA  regular  Doug  Graff. 

This  is  the  second  day  of  the 
Board’s  regular,  monthly  two-day 
meeting.  Yesterday,  for  the  most 
part.  Board  members  sat  behind 
closed  doors  and  considered 
current  and  imminent  litigation 
and  personnel  matters.  Later,  when 
doors  were  opened,  they  publicly 
discussed  their  budget,  goals, 
disciplinary  actions,  citations, 
proposed  denials  and  whether  or 
not  to  license  this  month’s  crop  of 
physicians,  osteopaths  and  other 
practitioners  brought  up  for 
approval. 

The  docket  today,  however,  is 


briefer.  Following  roll  call.  Board 
President  Carla  S.  O’ Day,  MD 
asks  members  for  committee 
reports.  The  committees  on 
substance  abuse,  legislation, 
impaired  physicians  and  public 
relations  respond  briefly  . . . this 
month,  there  isn’t  much  to  report. 

On  to  the  next  item  of  business 
— a proposed  guideline  for 
physicians  regarding  physical 
exams.  The  guidelines  are 
necessary,  explains  President 
O’Day,  because  complaints  in  this 
area  have  increased  dramatically, 
signaling  the  need  for  some 
communication  on  the  subject. 
The  guidelines  are  written  to  alert 
both  physicians  and  the  public  to 
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The  State  Medical  Board:  Is  It  Doing  Its  Job?  . . . continued 


""We  try  to  be  as  invisible  as  possible  for  the  doctor  who  is 
out  there  practicing  good  medicine  ...” 


the  problem,  Dr.  O’Day  continues 
— and  to  notify  each  that  there 
are  rights  on  both  sides.  But,  while 
the  Board  agrees  enthusiastically 
with  the  intent  and  purpose  of  the 
two-page  guideline,  there  is  some 
dispute  over  wording.  With  some 
reluctance,  the  Board  finally  agrees 
to  table  it.  Maybe  next  month, 
after  certain  passages  have  been 
reworded,  there  will  be  a 
consensus. 

Probationary  reports  follow  — 
the  Board  listens  as  Secretary- 
Treasurer  Henry  Cramblett,  MD, 
gives  an  account  of  whether  or  not 
those  physicians  the  Board  has 
placed  on  probation  are  complying 
with  their  probationary  terms. 

They  are. 

Finally,  there  are  the  physicians 
who  are  under  terms  to  appear 
before  the  Board  as  part  of  a 
consent  agreement  to  continue 
their  practices.  Some  are  making 
their  first  appearance  here,  some 
their  last.  Some  bring  attorneys  — 
the  majority  do  not.  In  each  case, 
the  physician  is  brought  into  the 
room  individually.  Questions  are 
asked  on  both  sides.  The  morning 
proceeds  . . . case  by  case. 

Describing  a day  in  the  life  of 
the  Ohio  State  Medical  Board 
might  seem  like  a hopelessly 
tedious  thing  to  do  — yet  how 
many  physicians  really  know  what 
such  a day  is  like?  Precious  few, 
say  the  staff  and  members  of  the 
Ohio  State  Medical  Board. 

Although  that’s  not  all  bad. 

“We  try  to  be  as  invisible  as 
possible  for  the  doctor  who  is  out 


there  practicing  good  medicine,” 
says  Ray  Q.  Bumgarner,  Executive 
Director  of  the  Board.  Yet  he  is 
well  aware  that  such  invisibility  has 
exacted  a price. 

“There  is  a lot  of  confusion  out 
there  about  what  the  Medical 
Board  is  and  what  it  does,”  he 
admits.  “Maybe  part  of  the 
confusion  stems  from  the  fact  that 
the  Board’s  functions  are  so 
broad.” 


The  Medical  Board’s  mission 


The  Board’s  functions  are  actually 
dictated  by  the  Ohio  General 
Assembly,  which  not  only  provides 
the  Medical  Board  with  its  five- 
fold mission,  but  with  the  funds  to 
accomplish  that  mission  as  well. 

What  is  the  Board’s  mission? 

First,  to  set  standards  — to 
draw  the  line  between  good  and 
bad,  safe  and  dangerous  medical 
practice. 

“We  hope  physicians  are 
practicing  above  the  minimal 
standards  of  care  in  this  state,” 
says  Dr.  O’Day.  “But  if  they  are 
not,  we  want  to  know  why.” 

Bumgarner  takes  this  mission 
statement  a step  further. 

“The  Board’s  mission  is  to  set 
standards  of  practice,”  he  agrees, 
“but  not  just  in  terms  of 
professional  standards  of  practice. 
There  are  societal  standards  to 
consider  as  well.  You  can  have 
physicians  practicing  good 
medicine,  but  their  moral  character 
may  be  very  questionable.”  These 
physicians,  too,  then  fall  under  the 


Board’s  investigational  jurisdiction. 

Second,  the  Board  grants 
licenses  to  those  whose  training 
and  ability  enables  them  to  meet 
standards  set  by  the  Board.  It  is 
the  State  Medical  Board  that 
grants  you  your  license  — and,  for 
many  physicians,  this  is  the  only 
contact  they  ever  have  with  the 
Board.  Every  other  year,  these 
physicians  send  in  their 
applications  for  license  renewals  — 
and  that’s  it  until  the  next 
biennium. 

But  it’s  not  that  easy  for  the 
Board.  Its  duties  go  even  further 

Its  third  charge,  according  to  the 
agency  mission  statement  under 
which  it  operates,  is  to  “maintain 
surveillance  in  order  to  identify 
those  licensees  who  are  practicing 
below  standards  and/or  those 
practicing  without  the  necessary 
qualifications.”  In  other  words  — 
enforcement. 

As  invisible  as  the  Board  wants 
to  be  to  those  doctors  practicing 
good  medicine,  Bumgarner  states 
clearly  that  the  Board  wants  to  be 
there  if  you  aren’t. 

“There  are  primarily  two 
situations  which  lead  to 
disciplinary  actions,”  he  says.  One 
is  when  a physician  fails  to 
practice  minimal  standards  of  care, 
and  the  second  is  when  he  or  she 
fails  to  exercise  reasonable  care  in 
administering  Schedule  II  drugs.  In 
those  cases,  says  Bumgarner,  “We 
try  to  be  quickly  intrusive.” 

Which  brings  up  the  Board’s 
fourth  charge  — to  carry  out  those 
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enforcement  actions  necessary  to 
stop  substandard  practice. 

Those  actions  might  be 
probationary  in  nature,  or  they 
may  be  preceded  by  a suspension, 
or  a full  revocation  of  license.  The 
Board’s  powers  are  as  broad  as  its 
charges  — and  have  been 
broadened,  in  fact,  by  House  Bill 
769,  which  went  into  effect  two 
years  ago.  This  bill  not  only  gave 
the  Board  suspension  powers,  but 
also  mandated  institutions  and 
associations  to  report  errant 
colleagues  against  whom  they  take 
action. 

“We  can’t  monitor  everyone  all 
the  time,”  says  Bumgarner,  who 
adds  that  he’s  pleased  with  this 
new  “networking  approach.” 

“Numerous  associations  can 
now  help  us  identify  problems, 
especially  those  where  drug  and 
alcohol  use  are  suspected.” 

HB  769  did  one  more  thing.  It 
mandated  insurance  companies  to 
report  to  the  Board  any 
malpractice  payment  they  make  in 
excess  of  $25,000.  In  fairness  to 
the  physician,  the  Board  does 
allow  the  physician  an  opportunity 
to  respond  to  the  malpractice 
charge  and  any  subsequent 
settlement  that  was  made. 

“That’s  the  one  that  sends 
physicians  into  a panic  though,” 
says  Lauren  Lubow,  the  Board’s 
case  control  officer.  “They’ll  get 
the  letter  saying  that  the  settlement 
has  been  reported  to  the  Board, 
then  they  call  us  to  find  out  if 
we’ve  started  a complaint  file  on 
them.” 

She  assures  physicians  that 
complaint  files  aren’t  automatically 
opened  every  time  a settlement 
statement  is  received  — nor  are 
complaint  files  opened  because  the 
physician  chooses  not  to  respond 
to  the  Board’s  letter. 

It’s  simply  a marker  for  us,”  she 
explains.  If,  however,  the  amount 


Board  budget  may  be  boosted 


Two  requests  for  budget 

increases  for  the  Ohio  State 
Medical  Board  could 
dramatically  boost  Board  staff,  as 
well  as  increase  the  physician’s 
biennial  licensure  fees. 

Originally,  Governor  Richard 
Celeste  had  asked  to  raise  licensing 
fees  from  the  current  $100  to  $135 
to  pay  for  11  additional  members 
to  the  Board’s  staff,  including  two 
new  investigators.  However,  Ohio 
Representative  Jane  Campbell  has 
requested  an  amendment  to 
increase  the  fees  further  still  — 
from  the  proposed  $135  to  $160. 
The  additional  monies  would  be 
used  to  boost  Board  staff.  — 

Karen  S.  Edwards 


of  the  settlement  or  the  nature  of 
the  charge  warrants  it,  “We  may 
want  to  review  the  case,”  she  says. 

The  Board’s  fifth  and  final 
charge  may  be  the  toughest  one 
for  the  agency  to  carry  out,  if  for 
no  other  reason  than  that  the 
other  four  leave  little  staff  or 
Board  time  to  implement  it.  The 
charge  reads:  “Report  to  the 
public  on  how  it  is  being  protected 
from  bad  medical  care,  and  how  to 
report  substandard  care  to  the 
Board.” 


Mission  . . . impossible? 


Four  years  ago,  however,  the 
Cleveland  Plain  Dealer  took  the 
task  of  reporting  to  the  public 
upon  itself.  Following  a six-month 
investigation,  the  paper  ran  a 
series  of  articles  on  the  State 
Medical  Board,  all  highly  critical. 

The  paper  attacked,  for  example, 
the  Board’s  disciplinary  record, 
stating  that  in  1980  the  Board  was 


ranked  30th  in  the  nation  in  terms 
of  the  number  of  disciplinary 
actions  taken  against  physicians. 

“By  1982,”  the  Plain  Dealer 
disclosed,  “the  Board  had  fallen  to 
40th.” 

At  that  time.  Dr.  Cramblett 
acknowledged  that  the  Board  had 
some  problems  in  this  area. 

“I  know  we  do  not  have  enough 
disciplinary  actions  in  the  state  of 
Ohio.  I know  that,”  Dr.  Cramblett 
was  quoted  as  saying.  “But  we  do 
not  have  enough  staff.  We  simply 
can’t  reach  all  the  cases.  We  try  to 
do  the  best  we  can  do  with  the 
resources  we  have.”  (Board 
resources  may  be  increasing  soon, 
see  sidebar.) 

Actually,  Bumgarner  continues: 
“We  are  better  able  to  initiate 
investigations  than  disciplinary 
actions.” 

And  the  statistics  back  him  up. 
Out  of  approximately  600 
investigations  the  Board  may  make 
in  a year,  about  one-quarter,  or 
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150  of  them,  are  identified  as 
needing  formal  charges.  Yet  the 
Board  is  only  able  to  generate 
about  75  formal  disciplinary 
actions  a year.  Why? 

Consider  what  a disciplinary 
action  means.  The  Board’s 
enforcement  staff  must  draw  up 
allegations  based  on  its 
investigative  findings,  substantiate 
charges,  and  then  prepare  for  a 
hearing  before  the  Board  — “since 
nearly  all  charges  result  in  a 
request  for  a hearing,”  says 
Bumgarner.  Then,  as  he  puts  it, 
“It’s  like  going  to  court. 

“We  have  two  full-time  attorney 
examiners  who  have  made  inroads 
in  our  backlog,”  says  Bumgarner. 
“Four  or  five  years  ago,  it  might 
have  taken  two  years  from  the  time 
the  charges  were  filed  until  the 
physician  got  a hearing.  That  has 
been  reduced  to  about  90  days.” 

It’s  a measurable  improvement 
— one  that  Bumgarner  has  worked 
hard  to  achieve  — but  he  regrets 
that  his  staff  still  isn’t  able  to 
bring  more  disciplinary  cases 
before  the  Board. 

“It’s  the  one  improvement  I 
would  still  like  to  make,”  he 
admits. 

The  Plain  Dealer,  however,  was 
anxious  for  other  improvements  as 
well  . . . 

After  chastising  the  Board  for 
its  lack  of  disciplinary  actions,  the 
newspaper  also  took  it  to  task  for 
taking  a soft  approach  with 
physicians  when  discipline 
called  for. 

“Even  when  a physician  has 
repeatedly  violated  the  law,  the 
Board  seems  loathe  to  pull  a 
license  and  members  worry  that 
the  physician  will  be  unable  to 
earn  a living,”  the  Plain  Dealer 
wrote. 

Even  today,  that  charge  rankles 
Board  members. 

“We  are  not  soft  on  physicians. 


and  we  never  have  been,”  argues 
Dr.  Cramblett. 

“If  you  look  at  the  number  of 
orders  issued,  compared  to  the 
number  of  licensees,  and  the  types 
of  actions  that  have  been  taken, 
you’ll  find  that  we’re  tougher  than 
most  state  medical  boards,”  he 
says.  “We  aren’t  trying  to  achieve 
the  number-one  spot  on  toughness 

— but  we’re  probably  in  the  top 
percentile,”  he  says. 

Bumgarner,  too,  says  that  a 
quick  comparison  of  state  boards 
will  show  that  Ohio’s  actions  are 
stricter  than  those  taken  by  other 
states. 

“But  we  standardize  our 
procedures.  We  don’t  set  up 
situations  that  can  lead  to  abuses 
of  power,”  he  says. 

“We’re  not  the  Star  Court 
Chamber,”  Dr.  O’Day  adds. 

And  in  comparing  the  number 
of  rehabilitation  orders  written  by 
state  medical  boards,  Ohio  proves 
it  has  a compassionate  side  as  well 

— or,  at  the  very  least,  a fair  side 
that  does  what  it  can  to  allow 
substance-abusing  physicians  to  get 
better.  (Though  some  would 
disagree.) 

“Physicians  fall  into  a risk 
group,  as  far  as  impairment  is 
concerned,”  says  Dr.  O’ Day.  And 
while  she  understands  the  Board’s 
duties  to  protect  the  public,  she 
also  insists  that  the  Board  be  as 
fair  as  possible  to  its  licensees. 

In  most  cases,  physicians  who 
are  substance  abusers  are  referred 
to  the  OSMA’s  Impaired 
Physicians  Committee  for  help. 

“We  are  all  very  appreciative  of 
the  work  done  by  Mr.  Bob  Clinger 
and  the  OSMA’s  Impaired 
Physicians  Committee,”  Dr. 
Cramblett  notes.  “Their  work  has 
been  outstanding.”  Then  he  adds: 

“The  Board  does  treat 
physicians  with  compassion  and 
dignity  when  that’s  possible.” 


However,  when  it’s  not,  the 
Board  can  and  will  take  action  — 
including  summary  suspension  and 
even  full  revocation  of  a medical 
license. 

Still,  it’s  not  a decision  the 
Board  makes  — or  takes  — lightly. 

If,  as  the  Plain  Dealer  wrote 
four  years  ago.  Board  members  are 
“loathe  to  pull  a license”  — 
attitudes  really  haven’t  changed 
although  statistics  have. 

“The  Board  has  never  revoked  a 
license  without  a feeling  of 
responsibility  and  sadness,”  says 
Dr.  O’Day.  “There  are  all  kinds  of 
issues  involved  in  taking  away  a 
manner  of  livelihood.  Not  only 
does  it  involve  the  physician,  but 
the  family  as  well.”  On  the  other 
hand,  she’s  perfectly  aware  of  the 
flip  side  of  the  issue.  “There  is  no 
right  to  practice  medicine  in  the 
state  of  Ohio,”  she  says. 
“Practicing  medicine  is  a privilege, 
and  the  standards  of  the  privilege 
are  high.” 

If  a physician  is  a serious  and 
dangerous  threat  to  patients  or  the 
public  in  general,  the  Board  may 
try  to  pull  the  doctor’s  license,  or 
it  may  try  to  invoke  its  summary 
suspension  powers,  forcing  the 
physician  to  cease  practice 
immediately  until  a Board  hearing 
can  be  completed. 

The  Board  has  invoked  its 
summary  suspension  powers  once 
over  the  last  year,  only  to  watch  as 
the  court  overturned  its  action. 

“It’s  frustrating,”  admits  Dr. 

O’ Day. 

Thomas  Gretter,  MD,  one  of  the 
Board’s  newest  members,  also 
admits  to  being  frustrated  by  the 
court’s  decision,  but  he  adds:  “We 
need  a check  and  balance  system. 
What  we  do  here  should  survive 
the  courts,  and  from  what  I’ve 
been  able  to  tell  so  far,  it  does 
look  as  though  our  batting  average 
is  getting  better.” 
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"'The  Board  has  never  revoked  a license  without  a feeling  of 
responsibility  and  sadness.  There  are  all  kinds  of  issues  involved  in 
taking  away  a . livelihood,"^ 


Bumgarner,  too,  is 
philosophical. 

“We’re  trying  to  break  ground 
with  it  right  now.  It’s  a new  tool,’’ 
he  says.  But,  according  to  Dr. 
O’Day,  it’s  a tool  that  may  not  yet 
be  sharp  enough.  She  believes  that 
the  matter  of  summary  suspension 
might  be  helped  if  the  Board  were 
able  to  invoke  limited  summary 
suspension.  “That  way,  the 
physician  can  continue  to  see 
patients,  but  would  not  be 
permitted  to  perform  surgery  or 
deliver  babies,  for  example,’’  she 
says. 

“We  would  like  to  be  able  to 
limit  or  stop  practice  only  to  the 
extent  that  it’s  necessary,” 
Bumgarner  adds.  “And  it  might 
give  our  summary  suspensions  a 
longer  court  life,”  he  adds  with  a 
laugh.  “Originally,  the  limitations 
were  in  the  original  draft  of  HB 
769,  but  somehow  disappeared 
from  the  final  version.  Now,  it 
seems  to  be  an  all  or  nothing 
proposition.”  He’s  optimistic, 
however,  that  the  Board  will  have 
the  ability  to  make  limited 
summary  suspensions  in  the  future. 

Yet,  there  are  other 
improvements  that  may  not  come 
so  readily  . . . 


Current  criticisms 


There  are  two  criticisms  one 
hears  made  today  about  the  State 


Medical  Board  — one,  that  it  is 
infinitely  slow  in  issuing  licenses, 
and  two,  that  it  takes  an  extremely 
hard  line  on  offenders  who  do  not 
comply  with  the  Board’s  request 
for  CME  documentation. 

“I  wish  physicians  had  a better 
understanding  of  licensing  and  all 
that  granting  a license  entails,” 
says  Dr.  O’ Day  with  a sigh. 

It’s  a wish  that  the  Board’s  staff 
fervently  utters  as  well,  for 
licensing  is  a complex  and  time- 
consuming  function  — presently 
occupying  three  full-time 
employees,  and,  if  recent  requests 
for  additional  licensing  staff  are 
approved,  possibly  two  or  three 
others  as  well. 

“When  we  receive  a request  for 
an  application,  the 
acknowledgement  goes  out  in  two 
days,”  says  Bumgarner. 

But  that’s  about  as  fast  as  the 
process  ever  gets,  he  admits.  Once 
the  application  is  returned,  the 
Board  starts  checking  a number  of 
places. 

“Everything  must  be  cleared 
before  we  can  issue  a license 
number,”  Bumgarner  points  out. 
The  Board  sends  for  an  AMA 
profile  and  contacts  previous 
employers  or  supervisors.  Ohio  is 
one  of  only  four  states  to  have  a 
direct  modum  access  to  the  data 
bank  of  the  Federation  of  State 
Medical  Boards  (where  cross- 
reference  checks  are  made),”  says 


Bumgarner. 

That  speeds  the  process  up 
some,  but  not  nearly  enough  for 
all  those  doctors  who  are  applying 
during  the  peak  summer  months. 

“Things  can  get  backlogged  in 
June  and  July,”  Bumgarner  agrees. 

But  there  is  more  to  the  delay 
than  information-gathering.  All  of 
the  material  assembled  on  each 
proposed  licensee  must  be 
reviewed,  then  summarized  and, 
finally,  presented  to  the  full  Board 
for  a vote. 

“We  send  poll  votes  to  the 
Board  once  a month,”  says 
Bumgarner. 

Still,  licensing  is  a slow  process, 
and  everyone  wishes  it  could  be 
improved.  Applications  are  also 
approved  at  the  Board’s  monthly 
meetings. 

“We’re  short-staffed,”  Dr. 
Cramblett  says  in  the  Board’s 
defense.  “We  regret  that  we  can’t 
process  applications  as  quickly  as 
we’d  like  to.  It’s  frustrating  for  us 
and  it’s  frustrating  for  the 
physician.” 

During  the  summer,  the  Board 
will  prioritize  its  license  requests 
— to  the  extent  that  it  will  even 
stop  issuing  temporary  licenses  to 
resident  physicians  in  order  to 
catch  up.  Generally,  however, 
physicians  can  expect  to  wait  12  to 
16  weeks  for  a license,  longer  if 
something  has  to  be  checked 
further. 
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'"In  the  last  29  years,  we  have  never  licensed  someone  who 
should  not  be  licensed."' 


Of  course,  on  the  positive  side, 
the  Board  has  earned  an  enviable 
reputation  for  licensing. 

“In  the  last  29  years,  we  have 
never  licensed  someone  who 
should  not  be  licensed,”  Dr. 
Cramblett  says. 

Once  the  physician  finally 
receives  a license  there  is  the 
matter  of  maintaining  it. 

Ohio  is  one  of  13  states  that 
has  a CME  requirement  for 
licensure,  which  means  100  hours 
worth  of  continuing  medical 
education  (40  hours  Category  I;  60 
hours  Category  II)  must  be 
accumulated  by  licensees  every  two 
years. 

This  isn’t  some  arbitrary  Board 
rule.  As  the  Board’s  Case 
Control  Officer  Lauren  Lubow 
points  out,  continuing  medical 
education  has  been  mandated  by 
law,  and,  Dr.  Cramblett  notes, 
OSMA  sponsored  the  legislation 
establishing  the  documentation  of 
continuing  education  for 
physicians. 

The  Board’s  job  is  to  see  to  it 
that  physicians  are  complying  with 
the  law,  but  instead  of  making 
investigations  and  compliance 
checks,  “We  assume  that  there  will 
be  voluntary  completion  and 
submission  of  documentation  when 
we  ask  for  it,”  says  Bumgarner. 

Just  to  be  sure,  however,  the 
Board,  like  the  Internal  Revenue 
Service,  conducts  a periodic  audit. 


CME  audits 


According  to  Bumgarner,  only 
about  2%  of  Ohio’s  licensees  are 
audited  each  year,  or  slightly  in 
excess  of  500  physicians. 

“I  think  it’s  important  to  know 
that  the  audits  are  handled  by  our 
licensing  division  and  not  by  our 
investigators,”  says  Lubow.  “When 
we  do  an  audit,  we  are  not  taking 
any  time  away  from  cases  that 
need  investigating.” 

To  perform  an  audit,  the  Board 
simply  mails  registered  letters  to 
physicians  requesting  their  CME 
documentation  for  the  year. 

“If  we  receive  no  response,  we 
send  three  more  letters  making  the 
request,  all  registered,”  says  Dr. 
O’Day.  “Then  if  we  still  don’t 
hear  anything,  naturally  we 
become  suspicious.” 

And  suspicions  seem  to  be 
aroused  rather  frequently. 

“It’s  as  though  the  CME  audit 
is  not  taken  seriously,”  Lubow 
says.  “Letters  are  ignored  until  it 
gets  to  the  point  where  we’re  ready 
to  make  formal  charges.” 

Dr.  Cramblett  recalls  a case 
where  charges  were  made  (even 
though  it  was  later  learned  that 
CME  requirements  had  been  met) 
because  no  documentation  was 
ever  shown  to  the  Board,  despite 
repeated  requests. 

“If  I got  a letter  from  the  State 


Board,  you’d  bet  I’d  pay  attention 
to  it,”  he  adds. 

If,  however,  you  are  simply 
unable  to  collect  all  your  records 
in  time,  or  some  other  problem 
prevents  you  from  making  an 
immediate  response  to  the  Board, 
“Let  us  know,”  urges  Dr.  O’Day. 
“We’ll  give  you  more  time  if  you 
need  it.  We  want  to  be  fair.” 

“It’s  when  we  don’t  hear  from 
you  that  we  have  problems,”  adds 
Lubow. 

There  is  another  incentive  as 
well,  says  Dr.  Cramblett  — and 
that’s  the  alternative  to  voluntary 
compliance  of  the  CME 
requirement. 

“Other  states  are  considering  re- 
examination of  their  physicians  at 
periodic  intervals,”  he  points  out 
— and  while  none  have  elected  to 
do  so  to  date,  and  Ohio  has  not 
yet  entertained  this  suggestion,  the 
point  is  that  it  could. 

But  lack  of  cooperation  in  CME 
audits  isn’t  the  only  area  where 
physicians  are  disappointing  the 
Board.  There  is  also  the  matter  of 
physician  reporting,  or,  as  it’s 
more  commonly  called,  the  “snitch 
law.” 


Reporting  colleagues 

Out  of  the  nearly  1,100 
complaints  the  Medical  Board 
received  about  physicians  last  year, 
continued  on  page  366 


364 


OHIO  Medicine 


The  “snitch  law”  . . . according  to  the  Ohio  Revised  Code 


[§4731.22.4]  §4731.224  Health-care 
facilities,  licenses,  professional 
associations  and  insurers  to  report 
misconduct. 

(A)  Within  sixty  days  after  the 
completion  of  any  formal 
disciplinary  procedure  taken  by  any 
hospital  or  ambulatory  surgical 
center,  as  defined  in  section 
3702.51  of  the  Revised  Code, 
against  any  person  holding  a valid 
certificate  issued  pursuant  to  this 
chapter,  the  chief  administrator  or 
executive  officer  of  the  facility 
shall  report  to  the  board  the  name 
of  the  certificate  holder,  the  action 
taken  by  the  facility,  and  a 
summary  of  the  underlying  facts 
leading  to  the  action  taken.  Upon 
request,  the  board  shall  be 
provided  copies  of  the  patient 
records  minus  patient  identifiers 
which  were  the  basis  for  the 
facility’s  action.  Prior  to  release  to 
the  board,  the  summary  shall  be 
approved  by  the  peer  review 
committee  which  reviewed  the  case 
or  by  the  governing  board  of  the 
facility.  As  used  in  this  division, 
“formal  disciplinary  procedure” 
means  any  procedure  resulting  in 
the  revocation,  restriction, 
reduction,  or  termination  of 
clinical  privileges  for  violations  of 
professional  ethics,  or  for  reasons 
of  medical  incompetence,  medical 
malpractice,  or  drug  or  alcohol 
abuse.  “Formal  disciplinary 
procedure”  does  not  include  any 
action  taken  for  the  sole  reason  of 
failure  to  maintain  records  on  a 
timely  basis  or  failure  to  attend 
staff  or  section  meetings. 

The  filing  or  nonfiling  of  a 
report  with  the  board,  investigation 
by  the  board,  or  any  disciplinary 
action  taken  by  the  board,  shall 
not  preclude  any  action  by  a 
health-care  facility  or  professional 


Editor’s  Note: 

The  following  article  presents  your 
responsibilities,  as  defined  by  Ohio 
law,  to  report  the  misconduct  of  your 
colleagues.  The  section  of  the  law  is 
printed  here  in  its  entirety. 

society  to  suspend,  restrict,  or 
revoke  the  privileges  or 
membership  of  such  physician. 

(B)  If  any  individual  licensed 
under  this  chapter  or  any 
association  or  society  of 
individuals  licensed  under  this 
chapter  believes  that  a violation  of 
any  provision  of  this  chapter. 
Chapter  4730.  of  the  Revised 
Code,  or  any  rule  of  the  board  has 
occurred,  the  individual, 
association,  or  society  shall  report 
to  the  board  the  information  upon 
which  the  belief  is  based.  This 
division  does  not  require  any 
person  or  organization  that  is  a 
treatment  provider  approved  by  the 
board  under  section  4731.25  of  the 
Revised  Code  or  any  employee, 
agent,  or  representative  of  such  a 
provider  to  make  reports  with 
respect  to  a practitioner 
participating  in  treatment  or 
aftercare  so  long  as  the 
practitioner  maintains  participation 
in  accordance  with  the 
requirements  of  section  4731.25  of 
the  Revised  Code,  and  so  long  as 
the  association,  society,  or 
individual  has  no  reason  to  believe 
that  the  practitioner  has  violated 
any  provision  of  this  chapter. 
Chapter  4730.  of  the  Revised 
Code,  or  any  rule  of  the  board, 
other  than  the  provisions  of 
division  (B)(26)  of  section  4731.22 
of  the  Revised  Code.  This  division 
does  not  require  reporting  by  any 
member  of  an  impaired 
practitioner  committee  established 
by  a hospital  or  by  any 
representative  or  agent  of  a 
committee  or  program  sponsored 
by  a professional  association  of 
individuals  licensed  under  this 
chapter  to  provide  peer  assistance 
to  practitioners  with  substance 
abuse  problems  with  respect  to  a 


practitioner  who  has  been  referred 
for  examination  to  a treatment 
program  approved  by  the  board 
under  section  4731.25  of  the 
Revised  Code  if  the  practitioner 
cooperates  with  the  referral  for 
examination  and  with  any 
determination  that  he  should  enter 
treatment  and  so  long  as  the 
committee  member,  representative, 
or  agent  has  no  reason  to  believe 
that  the  practitioner  has  ceased  to 
participate  in  the  treatment 
program  in  accordance  with 
section  4731.25  of  the  Revised 
Code  or  has  violated  any  provision 
of  this  chapter.  Chapter  4730.  of 
the  Revised  Code,  or  any  rule  of 
the  board,  other  than  the 
provisions  of  division  (B)(26)  of 
section  4731.22  of  the  Revised 
Code. 

(C)  Any  professional  society 
composed  primarily  of  doctors  of 
medicine  and  surgery,  doctors  of 
osteopathic  medicine  and  surgery, 
or  doctors  of  podiatric  medicine 
that  suspends  or  revokes  an 
individual’s  membership  in  that 
society  for  violations  of 
professional  ethics,  or  for  reasons 
of  professional  incompetence  or 
professional  malpractice,  within 
sixty  days  after  a final  decision 
shall  report  to  the  board,  on  forms 
prescribed  and  provided  by  the 
board,  the  name  of  the  member, 
the  action  taken  by  the  society, 
and  a summary  of  the  underlying 
facts  leading  to  the  action  taken. 

(D)  Any  insurer  providing 
professional  liability  insurance  to 
any  person  holding  a valid 
certificate  issued  pursuant  to  this 
chapter,  or  any  other  entity  that 
seeks  to  indemnify  the  professional 
liability  of  any  person  holding  a 
valid  certificate  issued  pursuant  to 
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only  a very  small  number  of  these 
came  from  other  physicians. 

Why?  Is  the  widely  held  belief 
that  “physicians  don’t  report  other 
physicians”  true?  Maybe  . . . 
maybe  not. 

As  Bumgarner  points  out,  there 
may  be  a number  of  physicians 
out  there  who  are  reporting 
colleagues  to  other  structures  (i.e. 
peer  review  panels,  hospital 
medical  staffs,  medical 
associations)  but  are  drawing  the 
line  at  the  State  Medical  Board, 
fearing  to  jeopardize  their 
colleague’s  license.  Others,  says 
Bumgarner,  just  don’t  know  how 
the  system  works. 

“They  believe  that  once  they 
have  contacted  someone  in  the 
structure  about  a violator,  there  is 
no  need  to  contact  the  Board. 

They  think  someone  in  the 
structure  will  do  it.  But  we  urge 
that  physician  to  contact  us 
directly  as  well.” 

Other  physicians,  however,  are 
wary  about  contacting  the  Board, 
says  Dr.  Gretter. 

“In  the  past,  if  you  mentioned 
something  about  a colleague  that 
could  result  in  a limitation  or  even 
the  end  of  that  physician’s 
practice,  you  would  face  a legal 
action,”  he  says,  adding,  “People 
have  long  memories.” 

But,  as  Lubow  points  out, 
reporting  substandard  care  is  not 
an  option.  “Physicians  have  a 
legal  obligation  to  report,”  she 
says.  “It’s  the  law.”  (A  copy  of 
this  law,  as  well  as  an  article 
exploring  the  ethical  implications 
of  reporting  can  be  found 
elsewhere  in  this  issue.) 

“Frankly,  I think  it’s  only  a 
matter  of  time  before  someone 
gets  charged  with  this  violation,” 
says  Dr.  O’ Day. 

Dr.  Gretter  agrees.  “It’s 
inevitable,”  he  says. 

Of  course,  reports  can  be  made 


anonymously. 

“Physicians  don’t  have  to  get 
involved,”  says  Dr.  O’ Day.  “It’s 
like  child  abuse.  All  they  have  to 
do  is  make  the  initial  complaint.” 

“But  give  us  something  specific 
to  go  on,”  adds  Dr.  Cramblett. 

The  Board  is  not  going  to 
investigate  Dr.  Smith  or  Jones  just 
because  you  call  and  say  you  think 
this  physician  has  a drinking 
problem.  “Give  us  reasons  why 
you  think  there  is  a drinking 
problem,”  Dr.  Cramblett  suggests. 

Yet,  while  it’s  true  that  these 
reports  can  be  made  anonymously, 
both  Bumgarner  and  Lubow  urge 
you  to  think  twice  before  omitting 
your  name. 

“The  way  the  statute  is  written, 
we  can  protect  the  physician  better 
if  we  receive  a signed  letter  of 
complaint,”  says  Lubow  — and 
Bumgarner  adds:  “There  are  no 
certainties  with  an  anonymous 
phone  call.” 

Incidentally,  if  you  do  file  a 
signed  complaint  you  will  receive 
an  acknowledgement  from  the 
Board  that  the  complaint  has  been 
logged. 

Physicians,  of  course,  are  not 
the  Board’s  only  source  of 
complaints.  Other  reports  come  in 
from  agencies,  such  as  the  Ohio 
Board  of  Pharmacy;  the  Drug 
Enforcement  Agency;  the  new, 
mandated  “network,”  as 
Bumgarner  describes  those 
professional  groups  now  reporting 
to  the  Board;  and  patients. 

As  might  be  imagined,  patient 
complaints  comprise  the  largest 
contributing  source  received  by  the 
Board  each  year. 

“I  would  like  to  see  a consumer 
complaints  division  set  up  by  the 
Board,”  says  Dr.  O’Day.  “Many  of 
these  complaints  are  fee-  or 
personality-related  and  could  be 
very  easily  resolved  before  they 
became  nasty.” 


Lubow  confirms  this.  She 
handles  many  of  the  consumer 
complaints  received  by  the  Board, 
and  she  says  many  cases  — 
especially  those  involving  medical 
records  — can  usually  be  resolved 
by  a few  phone  calls.  Whether  or 
not  the  Board  will  structure  a 
formal  consumer  division  at  some 
point  in  the  future,  however,  is  still 
up  in  the  air.  “It’s  an  idea  I would 
have  to  flesh  out  a little  first,” 
says  Bumgarner. 

Before  that  happens,  however, 
it’s  quite  possible  that  the  Board 
itself  may  add  more  consumer 
members. 

Presently,  state  law  sets  the  ratio 
of  the  Board  at  9:3  — nine  health- 
care professionals  (seven 
physicians,  one  osteopath,  and  one 
podiatrist)  to  three  consumers. 

“There  have  been  rumors  about 
expanding  the  consumer  side  of 
the  Board,”  says  Bumgarner,  “but 
we’ve  heard  nothing  definite.” 

If  present  Board  members  were 
to  make  improvements  to  the 
Board,  however,  they  would  not 
necessarily  begin  by  changing  the 
Board’s  makeup. 

“I  don’t  think  it’s  necessary,” 
says  Dr.  Gretter.  “Physicians  are 
actually  more  sensitive  to  what 
patients  need  than  the  patients. 
That’s  just  tantamount  to  good 
medical  practice.” 

Nor  would  members  increase  the 
Board’s  authoritative  powers. 

“We  don’t  need  more  restrictive 
powers,”  says  Dr.  Cramblett.  “We 
have  the  authority  now  to  get  the 
job  done.” 

Dr.  Gretter  agrees,  to  a certain 
extent.  “A  medical  board  is  only 
as  good  as  the  statutes  under 
which  it  works,  and  Ohio  has  one 
of  the  best  statutes  in  the 
country.”  (In  fact,  it  is  being  used 
as  a model  by  other  states.) 
However,  he  would  like  to  see  the 
Board  add  the  ability  to  levy  fines 
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to  its  arsenal  of  enforcement  tools. 
“For  example,  we  could  use  it 
against  those  physicians  who 
ignore  Board  letters  requesting 
CME  documentations,”  he 
suggests. 


Improving  the  Board 

What  other  suggestions  would 
Board  members  make  to  improve 
the  Board? 

All  of  those  interviewed  for  this 
story  would  like  to  find  some 
means  to  speed  up  the  Board’s 
processes  — be  they  licensing  or 
investigative. 

“I  would  like  to  have  a special 
‘north-south’  investigative  team  we 
could  call  in  for  the  really  tough 
cases,”  says  Dr.  O’ Day.  “This 
team  could  act  quickly  on 
complaints  we  receive,  and 
investigate  before  the  case  gets 
dragged  through  the  papers.” 

There  is  a general  consensus, 
too,  that  more  lines  of 
communication  need  to  be  opened 
between  the  Board  and  the  public, 
and  the  Board  and  the  physician 
community. 

“I  think  the  Board  needs  to 
develop  more  standards  of 
practice,”  says  Dr.  Gretter,  “some 
way  to  communicate  to  the 
physicians  what  ‘standard  care’  is.” 

“There  are  also  some  issues  that 
come  before  us,  where  it  would  be 
nice  to  have  some  physician 


input,”  adds  Dr.  O’Day. 

For  example:  Should  physicians 
be  re-examined  after  they  have 
been  in  practice  10  years? 

“I’d  like  to  hear  from  physicians 
on  these  matters,”  she  says. 

Of  course,  in  order  to  provide 
the  input,  physicians  need  to  know 
these  issues  are  out  there.  And,  as 
Dr.  Gretter  has  pointed  out,  they 
also  need  to  know  about  the  laws 
and  rules  and  guidelines  under 
which  the  Medical  Board  operates. 

As  Lubow  observes,  “Education 
can  be  an  effective  enforcement 
tool.” 

The  Medical  Board  has  made 
strides  in  this  area.  Newsletters,  for 
example,  are  now  being  sent  to 
physicians  from  the  Board,  and 
Bumgarner  has  made  appearances 
in  the  last  year  or  two  at  local 
county  medical  societies,  to  report 
on  what  the  Board  does  and  to 
answer  questions. 

Dr.  Cramblett  mentions  that  he 
will  also  begin  talking  to  second- 
year  medical  students  at  OSU’s 
College  of  Medicine  about  the 
Board. 

“But  we’re  not  the  only  ones 
who  should  be  involved  in 
educating  physicians  about  their 
responsibilities,”  he  notes.  “The 
OSMA  and  other  professional 
groups  have  an  obligation  as  well.” 

Then,  of  course,  members  would 
also  like  to  attack  the  problem  of 
the  Board’s  image.  Most  Board 


members  agree  that  physicians  are 
either  confused  about  the  Board 
. . . or  intimidated  by  it. 

And  that,  according  to  Dr. 
O’Day,  is  a shame. 

“We  try  to  be  responsive  to 
physicians.  We’re  anxious  to  help 
them.  We  know  it’s  hard  to 
practice  in  these  times,  and  we  do 
listen  ...” 

But  it’s  a delicate  balancing  act, 
trying  to  serve  both  the  physician 
and  the  community. 

“The  Board  has  a dual 
responsibility,”  observes  Dr. 

Gretter.  “On  the  one  hand,  we 
have  to  assure  the  public  that  the 
medical  care  in  this  state  is  good, 
competent  care,  delivered  by 
competent  individuals.  But  we  also 
have  to  assure  that  physicians  have 
due  process.  Often,  we  get  caught 
in  the  middle  of  that.” 

“The  public  thinks  we’re  too 
lenient,  the  doctors  think  we’re  too 
harsh,”  agrees  Dr.  O’Day. 

But  what  the  physician  has  to 
realize.  Dr.  Gretter  continues,  is 
that  times  are  changing.  “The 
public  is  more  sophisticated  now, 
better  informed,  and  it’s  asking 
for  more  accountability.  We  need 
to  publish  more  about  what  we’re 
doing  to  protect  the  patient  than 
we  used  to.” 

That  leads  physicians  to 
misunderstand  the  Board,  he  says. 

Yet,  as  tough  as  this  balancing 

continued  on  page  369 


May  1989 


367 


Methyltestosterone  U.S.P Tablets 


lSCSi2Liii’.4K3BB 


JVndroid 


Fluoxymesterone  U.S.P  Tablets,  10  mg. 


REFER TD 


For  Full  Prescribing 
Information, 
Please  See  PDR. 


BROWN  PHARMACEUTICAL  COMPANY,  INC.  3300  Hyland  Avenue,  Costa  Mesa,  CA  92626 


L 


The  State  Medical  Board:  Is  It  Doing  Its  Job? 


continued 


‘7  think  Ohio  has  a good  reputation  as  far  as  its  physicians 
go,  and  Vm  proud  of  our  practice  here,^^ 


act  is  — this  continuing  battle  to 
keep  both  physician  and  patient 
satisfied  — there  is  at  least  one 
Board  member  who  believes  that 
the  Board  is  succeeding  admirably 
at  its  task. 

“Yes,  the  Board  is  doing  its 
job,”  says  Dr.  Cramblett.  “I  have 
been  on  the  Board  for  19  years, 
and  during  this  time  I have  found 
all  of  the  Board’s  members  to  be 
honest,  creditable,  compassionate 
individuals.  All  of  them  have 


always  acted  on  behalf  of  the 
patient’s  best  interest,  yet  at  the 
same  time,  they  have  always 
treated  the  doctor  fairly.” 

By  and  large,  he  continues, 
Ohio’s  medical  community  is  a 
good  one. 

“I  think  Ohio  has  a good 
reputation  as  far  as  its  physicians 
go,  and  I’m  proud  of  our  practice 
here. 

“In  fact,”  he  adds,  “I’d 
estimate  that  much  less  than  5<7o 


of  Ohio’s  physicians  ever  need  to 
be  brought  to  the  Board’s 
attention.” 

Of  course,  should  that  ever 
change,  the  Ohio  State  Medical 
Board  will  be  there  — ready  and 
waiting  — on  the  19th  floor  . . . 


Karen  S.  Edwards  is  Executive 
Editor  of  OHIO  Medicine. 
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The  Ohio  State  Medical  Board 


Compiled  by  the  OHIO  Medicine  staff 


Ronald  C.  Agresta,  MD 


Raymond  J.  Albert 

Columbus 

Position  on  Board:  Consumer 
member 

Profession:  President  of 
Kingswood  Lumber 
Service  on  Board:  Appointed  in 
1987  for  term  ending  in  1992 
Comments  on  Involvement: 

“As  a consumer  member  I really 
don’t  see  my  role  as  different  from 
that  of  the  physician  member.  The 


Ronald  C Agresta,  MD 

Steubenville 

Position  on  Board:  Member 
Profession:  Ophthalmology 
Service  on  Board:  Appointed  in 
1988  for  term  ending  in  1993 
Comments  on  Involvement: 

“I  believe  the  Board’s  job  is  to 
try  to  keep  the  profession  as 
professional  as  it  can  be,  but  there 
was  a general  feeling  that  the 


role  of  all  of  the  members  is  to  see 
that  there  is  quality  delivery  of 
medical  care  in  the  state  of  Ohio. 
All  my  life  I’ve  been  interested  in 
working  with  people  in  different 
capacities.  I’m  a people  person. 
And  the  most  important  thing  is 
that  we  (the  Medical  Board)  can 
never  do  anything  to  compromise 
the  safety  of  the  people  the  doctor 
serves.  We  have  to  tender  Justice 
with  compassion  in  a way.’’ 


Board  was  losing  touch  with  the 
times  and  that  it  was  not  as  open 
as  it  could  be  to  consumer 
complaints  about  the  profession.  I 
decided  to  become  involved  when 
the  Board  decided  to  update  its 
direction.  I wanted  to  help 
modernize  the  Board  and  make  it 
more  responsive  to  what  is 
happening  today.” 


Raymond  J.  Albert 
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James  E.  Barnes,  MD 


James  E.  Barnes,  MD 

Columbus 

Position  on  Board;  Member; 
Chairman  of  the  Education  and 
Public  Relations  Committee  and 
the  Risk  Assessment  Committee 
Profession:  Neurological  surgeon 
Service  on  Board:  Appointed  in 
1985  for  term  ending  in  1989 
Comments  on  Involvement: 

“Some  of  my  involvement  so  far 
has  been  in  the  development  and 
publication  of  the  Medical  Board 
newsletter,  which  has  never  been 
done  before.  It’s  (the  newsletter)  a 
major  step  forward  in  the 
dissemination  of  information  from 
the  Medical  Board  in  regard  to 
regulations  and  such.  It’s 
information  that  people  really  need 
to  have,  and  there  was  no  way  for 
people  to  get  the  information 
before  unless  by  the  occasional 
newspaper  article  or  by  reading  the 
law.  (In  the  newsletter),  we’ve 
included  abstracts  of  the  law  on 
steroids,  narcotics,  prescription 
drugs  — information  people  need 
to  know  to  bring  them  up  to 
speed.” 

Note:  Dr.  Barnes  has  completed 
his  term  on  the  Board  and  will  be 
succeeded  by  Judy  Daniels,  MD, 
Cincinnati. 


Henry  G.  Cramblett,  MD 


Henry  G.  Cramblett,  MD 

Columbus 
Position  on  Board: 

Secretary-Treasurer 
Profession:  Pediatrician 
Service  on  Board:  First  appointed 
in  1970;  was  reappointed  in 
1987  for  term  ending  in  1992 
Comments  on  Involvement: 

“When  I was  asked  to  serve  on 
the  Board,  I thought  it  was 
important  for  someone  who  served 
both  in  practice  and  in  the 
academic  community  to 
participate.  Since  then,  I have 
invested  a lot  of  time  in  both  the 
licensure  and  disciplinary  sides  of 
the  Board,  even  at  a national  level, 
and  I felt  I had  some  experience  to 
offer.” 


Thomas  E.  Gretter,  MD 


Thomas  E.  Gretter,  MD 

Cleveland 

Position  on  Board:  Member 
Profession:  Neurologist 
Service  on  Board:  Appointed  in 
1988  for  term  ending  in  1993 
Comments  on  Involvement: 

“From  my  perspective,  the  state 
medical  board  represents  peer 
review.  It  affords  the  opportunity 
to  influence  the  quality  of  medical 
practice  and  to  set  standards  for 
high  quality  care.  These  functions 
are  important  in  today’s  world 
with  the  increasing  pressures  on 
medical  practice  exerted  by  the 
cost-containment  effort.  In  order 
to  review  one’s  peers,  one  needs  a 
knowledge  of  medical  practice, 
some  knowledge  of  the  law  and  a 
feeling  for  quality  care  standards. 
Being  a physician  with  a 
background  in  medical  practice 
allows  one  to  review  peers  on  that 
basis.” 
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Timothy  S.  Jost,  JD 


Ronald  J.  Kaplansky,  DPM 


Carla  S.  O’ Day,  MD 


Timothy  S.  Jost,  JD 

Columbus 

Position  on  Board:  Consumer 
member 

Profession:  Attorney 
Service  on  Board:  Appointed  in 
1987  for  term  ending  in  1992 
Comments  on  Involvement: 

At  the  time  of  these  interviews, 
Mr.  Jost  was  in  England  studying 
the  health  system  and  was 
unavailable  for  comment. 


Ronald  Kaplansky,  DPM 

Columbus 

Position  on  Board:  Member 
Profession:  Podiatrist 
Service  on  Board:  Appointed  in 
1987  for  term  ending  in  1992 
Comments  on  Involvement: 

“I’ve  been  active  in  the  state 
podiatry  association  — I’m 
president  right  now.  I believe  the 
governor’s  office  asked  for  a list 
of  names  ...  of  good,  ethical 
practitioners  to  serve  on  the  board. 
My  name  was  on  the  list  ...  I’m 
enjoying  it  very  much.  I’m 
learning  a lot  and  I think  the 
other  members  appreciate  what  I 
do.’’ 


Carla  O’Day,  MD 

Cleveland 

Position  on  Board:  President 
Profession:  Emergency  medicine 
physician 

Service  on  Board:  Appointed  in 
1985  for  a term  ending  in  1990 
Comments  on  Involvement: 
Unavailable  for  comment  prior 
to  publication. 
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John  E.  Rauch,  DO 


John  E.  Rauch,  DO 

Logan 

Position  on  Board:  Vice  President 
and  Supervising  Member 
Profession:  General  practitioner 
Service  on  Board:  First  appointed 
in  1983;  was  reappointed  in  1988 
for  term  ending  in  1993 
Comments  on  Involvement: 

“My  association  (the  Ohio 
Osteopathic  Association)  asked  me 
to  be  on  the  list  of  potential 
nominees  it  was  submitting  to  the 
Governor,  and  I agreed  to  be  on  it 
for  several  reasons.  For  one  thing, 
it  allowed  me  to  give  something 
back  to  the  profession  that  has 
been  so  good  to  me  and  my 
family.  My  father  was  an 
osteopath,  and  together  we 
represent  over  65  years  of  service 
to  Hocking  County.  Because  of  my 
father’s  friendship  with  the 
previous  DO  member  of  the 
Board,  I felt  I also  had  some 
knowledge  of  what  the  Board  is 
about,  and  some  background  on 
the  kind  of  input  that  is  required. 

1 have  also  served  as  a county 
coroner  for  11  years,  so  1 have  had 
some  experience  in  the  political 
arena.  I considered  the 
opportunity,  then,  to  be  a 
challenge,  as  well  as  an 
opportunity  to  serve  my  profession 
and  the  state  of  Ohio.” 


Fredric  B.  Rothman,  MD 

Fredric  B.  Rothman,  MD 

Toledo 

Position  on  Board:  Member 
Profession:  Pediatrics  and 
adolescent  medicine  physician 
Service  on  Board:  Appointed  in 
1986  for  term  ending  in  1991 
Comments  on  Involvement: 

“1  knew  it  would  be 
intellectually  and  emotionally 
exhausting  work  . . . It’s  a very 
difficult  job.  It’s  so  complex 
because  the  obligation  to  protect 
the  public  is  so  important,  and  yet 
in  the  absence  of  absolutely 
convincing  evidence,  it’s  difficult 
to  pass  judgment  on  a peer.  I 
think  I’ve  brought  a measure  of 
accountability  to  the  Board  . . . 
but  I also  think  it’s  important  to 
note  that  as  anti-establishment  as  I 
am,  I still  will  never  satisfy  the 
consumer  members  on  the  Board. 
They  still  see  me  as  being 
supportive  of  the  physician.” 


Carol  Rolfes 


Carol  Rolfes 
Lakewood 

Position  on  Board:  Consumer 
member 

Profession:  Retired  nurse 
Service  on  Board:  First  appointed 
in  1983;  was  reappointed  in  1988 
for  term  ending  in  1993 
Comments  on  Involvement: 

“I’m  a registered  nurse,  but  I 
gave  up  my  registration  so  I could 
sit  on  the  Board  as  a consumer.  I 
was  recommended  to  the  Board  by 
Dr.  Dave  Jackson  (former  Director 
of  the  Ohio  Department  of 
Health).  I’d  been  involved  in 
community  projects  for  many, 
many  years,  and  the  slot  opened 
up.  When  the  Governor’s  office 
called  me,  I said,  ‘Well,  what  does 
the  Board  do?’  I didn’t  know,  nor 
did  I know  how  much  work  it 
takes. 

“One  of  the  reasons  I decided  I 
would  take  a second  term  is  that 
it’s  like  night  and  day  between 
(now)  and  when  I first  came  to  the 
Board.  (Now)  we’re  dealing 
realistically  with  impaired 
physicians  and  I want  to  be  part 
of  the  Board.” 
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Timothy  Stephens,  MD 

Cleveland 

Position  on  Board:  Member,  past 
President 

Profession:  Orthopedic  surgeon 

Service  on  Board:  First  appointed 
in  1984;  reappointed  in  1989  for 
term  ending  in  1994 

Comments  on  Involvement: 

“1  had  very  little  knowledge  of 


the  Board  before  I got  on  it.  1 had 
no  previous  experience  . . . The 
Board  has  really  done  a 
tremendous  job  in  correcting 
situations  that  were  prevalent 
(when  1 was  first  appointed).  It’s 
done  a complete  turnaround  . . . 
the  members  are  interested  in  and 
dedicated  to  the  task  at  hand.” 


Timothy  L.  Stephens,  Jr.,  MD 


Endorsed  leasing  company  of  the  Ohio  State  Medical  Association 

TOLL  FREE  1 (800)  282-0256 

We  lease  all  foreign  and  domestic  makes  and  models  including  Mercedes,  Jaguar, 

Porsche,  Rolls  Royce  and  Acura 


Call  us  and 
will  tell  you 
advantages  of 
leasing. 


IMMKE  CIRCLE  LEASHIG  INC. 


Downtown  Columbus  Office 
174  E.  Long  St. 

Columbus,  Ohio  43215 
(614)  228-4300 


East  Columbus  Office 
300  N.  Hamilton  Road 
Columbus,  Ohio  43213 
(614)  868-5111 


May  1989 


375 


A Physician’s  Ethical 
Obligation  To  Expose 
Incompetent  or  Unethical 
Colleagues 


By  Oscar  W.  Clarke,  MD 

A physician  has  a special 

trust  and  status  granted  by 
society.  In  turn,  physicians 
are  responsible  and  accountable  to 
society  for  their  professional 
actions.  This  trust  can  be 
withdrawn  by  society  because  it 
has  a binding  interest  in  the 
professional  activity  of  physicians 
and  others  in  the  allied  fields. 

Society  will  seek  to  regulate  such 
professional  activities  as  it 
perceives  them  to  be  in  its  own 
best  interest. 

We  are  now  faced  by  a call  for 
tougher  standards  against  doctors 
who  fail  to  report  unfit  colleagues. 
Physicians  are  accused  of  fostering 
a medical  conspiracy  of  silence. 

This  charge  results  from  a recent 
case  before  the  State  Medical 
Board  in  which  there  were 
questions  raised  concerning 
allegations  that  other  doctors  knew 
that  improper  surgery  was  being 
done  by  one  of  their  colleagues 
and  did  not  expose  it. 

This  raises  an  ethical  question. 
Ethics  is  defined  by  Webster’s  third 
unabridged  dictionary  as  “the 


discipline  dealing  with  what  is 
good  and  bad  or  right  and  wrong 
or  with  moral  duty  and 
obligation.” 

The  medical  professional  has 
been  deeply  involved  in  the 
question  of  ethics  since  the 
beginning  of  written  documents, 
the  first  existing  such  records  being 
the  Egyptian  Papyri  from  about 
the  16th  century  BC. 

Let  there  be  no  doubt  that  the 
medical  profession  has  taken  a 
firm  stand  on  the  ethical 
obligation  to  expose  incompetent 
or  corrupt,  dishonest  or  unethical 
conduct  on  the  part  of  its 
members. 

Ethics  and  behavior  of 
physicians  were  addressed  in  this 
country  as  early  as  1847  with  the 
formation  of  the  American 
Medical  Association  at  its  first 
official  meeting  in  Philadelphia. 
Later  it  was  plainly  stated  in  the 
1912  addition  of  the  American 
Medical  Association’s  Principles  of 
Medical  Ethics  as,  “Physicians 
should  expose  without  fear  or 
favor,  before  the  proper  medical  or 


legal  tribunals,  corrupt  or 
dishonest  conduct  of  members  of 
the  profession.” 

Over  the  years  there  have  been 
several  revisions  of  the  Principles 
of  Medical  Ethics,  making  them 
more  explicit  and  removing 
ambiguities.  At  the  present  time, 
the  Principles  of  Medical  Ethics, 
approved  in  July  1980  by  the 
House  of  Delegates  of  the 
American  Medical  Association,  are 
the  guiding  principles.  Embodied 
within  this  set  of  Principles  of 
Medical  Ethics  in  the  preamble 
consisting  of  seven  sections,  there 
is  Section  II  which  states:  “A 
physician  shall  deal  honestly  with 
patients  and  colleagues  and  strive 
to  expose  those  physicians  deficient 
in  character  or  competence  who 
engage  in  fraud  or  deception.” 

If  we  are  to  answer  those  who 
say  we  practice  a conspiracy  of 
silence,  then  we  must  prove  that  it 
is  not  true.  We  must  become  more 
vigilant  and  committed  to  take  an 
effective  action  against  those 
physicians  who  have  abandoned 
their  commitment  to  the  patient’s 
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good  and  have  become 
incompetent,  fraudulent  and 
greedy. 

We  must  also  look  to  our 
impaired  physicians,  whether  by 
age,  chemical  abuse  or  mental 
illness.  We  must  assist  in  their 
identification  and  remove  them 
from  our  profession  or  make 
serious  efforts  to  rehabilitate  them. 
We  must  see  that  the  established 
data  bank  of  the  Federation  of 
State  Medical  Boards  and  the 
AMA  is  supplied  with  current  and 
meaningful  data.  Along  with  this 
we  must  make  sure  the 
credentialing  and  peer  review 
committees  of  our  medical 
societies  and  hospital  staffs  are 
doing  their  charged  duty. 


''If  we  are  to  answer 
those  who  say  we 
practice  a conspiracy 
of  silence,  then  we 
must  prove  it's  not 
true,"' 


There  must  be  a real  sense  of 
responsibility  among  all  members 
of  a hospital’s  medical  executive 
staff.  They  should  be  able  to 
function  without  legal  fear.  Many 
such  groups  have  a real  fear  of 
being  attacked  legally  for  doing 
their  duty.  Few  doctors  understand 
the  manner  in  which  current 
antitrust  laws  are  applied,  and 
even  fewer  understand  the  laws  of 
slander  and  the  laws  prohibiting 
or,  at  least,  limiting  a person’s 
right  to  practice  their  profession. 

At  the  present  time,  the 


Oscar  W.  Clarke,  MD 

physicians  in  Ohio  have  a stated 
legal  duty  to  report  specific 
violations  of  the  Medical  Practice 
Act.  Yet  there  are  sections  of  this 
act  that  are  not  clear  and  these 
can  be  confusing  and  misleading. 
And  while  the  state  Legislature  has 
provided  legal  immunity  for  action 
done  in  good  faith  to  protect  the 
public,  perhaps  this  provision 
could  be  further  changed  or 
improved. 

Good  doctors  will  live  up  to  the 


Ethics  Principle  II  to  expose  the 
incompetent  and  unethical.  They 
will  continue  to  take  charge,  clean 
their  house  and  be  effective  if  the 
laws  of  the  state  will  permit  it. 


Oscar  W.  Clarke,  MD,  Gallipolis, 
is  an  OSMA  past  president,  past 
president  of  the  Ohio  State 
Medical  Board,  and  presently 
serves  on  the  AMA  Council  on 
Ethical  and  Judicial  Affairs. 
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“I  want  a 
malpractice  c< 
that  knows  he 
fight.  That’s  V 
I’m  with  Mec 
Protective.” 


At  Medical  Protective,  lighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

■\nd  when  we  go  to  battle,  our  winning 
record  is  unsurjiassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liabilitv  insurance  90  yecirs  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 


Offices  in  Cincinnati,  Louis  A.  Flaherty,  David  E.  Bendel,  (515)  751-0657  • Columbus,  John  E.  Hansel, 
Timothy  D.  Harrison,  (614)  267-9156  • Perrysburg,  Robert  E.  Stallter,  (419)  874-8080  ♦ Beachwood,  Edward  J.  kupcho, 

Daniel  P.  Woods,  (216)  4^9950 


IF 


Serving  Ohio  Physicians  Since  1917. 


Hiird.  commitment  of  this  kind  requires 
financial  strength  and  stability.  Witli  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 


If  you  would  like  this  kind  of  aggressive 
defense  i»i  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  ama  today. 


The  Medical  Board 
Investigation  Process 

By  Deborah  Athy 


I.  The  complaint 


A Medical  Board  investigation 
of  a physician  generally 
begins  with  a complaint. 
According  to  one  report,  about 
80%  of  the  complaints  come  from 
patients,  although  outside  agencies 
and  physicians  can  also  initiate 
investigations. 

When  a complaint  is  filed,  it 
goes  for  review  to  the  office  of 
John  Rohal,  the  Medical  Board’s 
Assistant  Director  and  Chief  of 
Investigations.  The  office  sends  a 
letter  of  acknowledgement  to  the 
complainant  and  assigns  a 
number  to  the  complaint. 


Complaints  are  classified  according 
to  their  investigative  priority. 
Complaints  that  are  considered 
priorities  are  those  that  involve  a 
life-threatening  situation,  a public 
health  hazard,  an  impact  on  the 
quality  of  service  to  individuals 
and  individual  rights,  or  a 
violation  of  rules  and  regulations. 

The  complaint  then  goes  for 
review  by  the  Medical  Board 
secretary  and  the  supervising 
member,  who  determine  if  the 
complaint  should  be  referred  to  a 
medical  society  or  another  agency 
or  if  it  should  be  investigated.  The 
complaint  then  makes  its  way  back 
to  Rohal  for  further  review.  If  the 
complaint  is  determined  to  be 
valid,  it  is  assigned  to  a Medical 
Board  investigator  who  lives  in  the 
same  area  where  the  physician  in 
question  lives. 

Complaints  that  routinely 
require  investigation  are  those 
related  to  convictions,  disciplinary 
action,  impairment,  violations  of 
minimum  standards  of  care  or 


unlicensed  practice. 

Board  investigators  sometimes 
initiate  investigations  on  their  own. 
For  example,  they  may  review 
pharmacy  records  to  determine  if  a 
particular  physician  has  suspicious 
prescribing  patterns  and  then 
launch  an  investigation. 

II.  The  investigation 


In  the  state  of  Ohio  there  are  12 
investigators  who  work  for  the 
Medical  Board,  two  of  whom  are 
supervisors.  Most  have  a 
background  in  law  enforcement 
and  criminal  justice,  although  one 
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The  Investigation  Process  . . . continued 


''They  (the  investigators)  prefer  personal  contact,  the  one-on- 
one  approach,^" 


— John  Rohal 

Chief  of  Investigations 
The  Ohio  State  Medical  Board 


investigator  has  a background  in 
communications,  Rohal  says. 

When  need  be,  the  Medical 
Board  also  hires  medical 
consultants  for  expert  testimony 
and  case  review. 

Once  there  is  a go-ahead  to 
investigate  a case,  the 
investigator(s)  sets  out  to 
determine  if  the  complaint  is  valid. 
The  investigator  reports  back  to 
Rohal  and  to  the  secretary  and 
supervising  member  to  determine 
if  the  investigation  should  be 
closed,  referred,  investigated 
further,  or  if  formal  action  should 
be  taken. 

Sometimes  the  physician  doesn’t 
even  know  he/she  is  being 
investigated.  “Sometimes  we  don’t 
contact  the  physician,’’  Rohal  says. 
For  example,  if  the  complaint  is 
determined  not  to  be  valid,  the 
investigation  would  be  closed 
without  notifying  the  physician.  In 
other  instances,  notifying  the 
physician  could  jeopardize  a 
sensitive  investigation. 

But  it’s  at  the  investigator’s 
discretion  to  contact  the  physician 
at  any  time  during  the 
investigation,  he  points  out. 

The  investigator  generally  goes 
to  the  physician’s  office  in  person. 
“They  (the  investigators)  prefer 
personal  contact,  the  one-on-one 
approach,’’  Rohal  explains.  When 
the  investigator  talks  directly  to  the 
doctor,  the  doctor  knows  exactly  to 
whom  he  or  she  is  speaking  — not 
to  an  anonymous  voice  on  the 


phone. 

The  investigator  frequently  will 
not  call  the  doctor’s  office  before 
stopping  by,  Rohal  continues.  For 
one  thing,  the  investigators  are 
often  on  the  road.  At  other  times, 
the  case  itself  dictates  an 
unexpected  visit.  For  example,  if  a 
physician  is  accused  of  allowing 
his  nurses  to  practice  medicine 
while  he  is  not  at  the  office,  it 
would  defeat  the  purpose  of  the 
visit  to  call  first,  he  explains. 

When  the  investigator  goes  to  a 
doctor’s  office,  he  or  she  should 
not  burst  through  the  door 
flashing  a badge,  Rohal  says. 
Instead,  the  investigator  should 
give  the  nurse  or  receptionist  a 
business  card  with  the  Medical 
Board  address.  However,  there  have 
been  reports  of  Medical  Board 
investigators  using  more  heavy- 
handed  or  aggressive  tactics. 

On  a first  visit,  the  investigator 
usually  will  not  ask  to  review  a 
physician’s  records.  Rather,  the 
investigator  will  request  that  the 
physician  review  the  records,  so 
that  patient  confidentiality  is  not 
jeopardized.  Sometimes  an 
investigator  already  may  have 
obtained  a release  form  from  the 
patient  to  examine  the  records, 
Rohal  points  out. 

If  need  be,  the  investigator  can 
subpoena  the  medical  records,  but 
this  step  usually  doesn’t  occur 
until  the  case  is  being  prepared  for 
formal  action. 

When  an  investigator  goes  to  a 


doctor’s  office,  the  physician  has 
the  right  to  request  an 
appointment  so  that  an  attorney 
can  be  present,  Rohal  says.  “But 
we’re  not  there  to  read  them 
Miranda,  we’re  not  there  to 
accuse,’’  he  points  out. 

Sometimes  the  complaint  can  be 
cleared  up  with  a few  quick 
questions.  For  example,  consider  a 
case  in  which  a physician  had  been 
prescribing  Dilaudid  to  a patient 
over  an  extended  period  of  time. 

At  first  glance,  this  may  appear 
suspicious,  says  Doug  Graff,  a 
staff  attorney  for  the  Ohio  State 
Medical  Association.  But  once  the 
facts  are  in  and  the  investigator 
finds  out  that  the  patient  is  an 
84-year-oId  terminal  cancer  patient 
in  a lot  of  pain,  the  situation  is 
more  understandable.  In  this  case, 
a few  answers  from  the  physician 
might  be  all  it  would  take  to  end 
the  investigation. 

But  a physician  could  get  into 
deep  water,  Graff  continues,  if, 
without  an  attorney  present,  he  or 
she  makes  incriminating  statements 
such  as:  “Well,  maybe  he  (the 
patient)  did  get  a little  addicted,” 
or  “I  gave  him  some 
amphetamines  for  weight  control.” 

All  in  all,  Graff  says,  “Having 
an  attorney  present  is  always  very 
helpful  . . . and  probably  the 
physician’s  best  choice  of  action.” 
For  consultation,  general  advice 
and  referral  to  physician-friendly 
attorneys,  physicians  may  want  to 
contact  the  OSMA,  he  adds. 
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Physicians  are  generally  very 
cooperative  with  investigators, 
Rohal  says.  “It’s  in  their  own  best 
interest,’’  he  points  out.  “If  they 
don’t  want  to  talk,  we  can  issue  a 
subpoena  and  have  them  come 
down  and  give  a deposition.  It’s 
much  easier  when  they  do 
cooperate,  and  then  most 
complaints  are  easily  taken  care 
of.’’ 


III.  The  decision 


The  investigator  reports  back  to 
Rohal,  the  secretary  and  the 
supervising  member  to  determine 
if  the  investigation  should  be 
closed,  referred,  investigated 
further,  or  if  formal  action  should 
be  taken. 

If  it  is  determined  that  formal 
action  should  be  taken  against  the 
physician,  the  decision  is  given  to 
a Medical  Board  enforcement 
coordinator  who  drafts  a formal 
complaint  known  as  a citation 
letter.  The  citation  is  presented  to 
the  Medical  Board  members  who 
vote  on  whether  to  send  the 
citation  letter  to  the  physician. 

“It’s  the  formal  process  that 
could  lead  to  a loss  of  license,’’ 
Rohal  says.  The  Medical  Board 
will  make  a determination  of 
whether  to  limit,  revoke,  suspend, 
or  refuse  to  register  or  reinstate  a 


physician’s  certificate  to  practice. 
Formal  action  could  also  be  a 
reprimand  to  the  doctor  or  a 
consent  agreement  that  says  the 
physician  must  abide  by  certain 
conditions  in  order  to  keep 
practicing. 

At  some  point,  the  secretary  and 
supervising  member  may  agree  to 
accept  an  offer  by  the  physician  to 
surrender  his/her  license  to  avoid 
formal  action.  For  example,  this 
sometimes  happens  in  the  case  of 
an  elderly  physician  who  has  not 
managed  to  keep  pace  with 
medical  progress,  Rohal  adds. 


IV.  The  hearing 


At  this  stage,  a citation  letter  is 
sent  to  the  physician  who  then  has 
30  days  to  request  a hearing.  The 
hearing  is  held  before  one  of  two 
hearing  officers  on  the  Medical 
Board.  At  the  hearing,  the 
physician  will  be  able  to  present 
his/her  position,  present  arguments 
and  contentions  in  writing  and 
bring  in  and  cross-examine 
witnesses.  The  attorney  general  of 
Ohio  presents  evidence  on  behalf 
of  the  Medical  Board  at  the 
hearing  to  substantiate  the 
citation. 

Physicians  should  definitely  be 
represented  by  legal  counsel  at  this 


hearing,  Graff  points  out.  “It’s 
their  license  that  is  at  stake,’’ 

Rohal  concurs. 

If  there  is  no  request  for  a 
hearing,  the  Medical  Board  will 
make  its  determination  without  the 
physician’s  response. 

Within  30  days  of  the  hearing, 
the  hearing  examiner  compiles  a 
report  and  recommendation  of  the 
case.  This  report  goes  to  the 
Medical  Board  members,  who 
review  the  report  and  make  a final 
decision. 

A physician  and/or  attorney  can 
request  to  appear  before  the  Board 
during  these  deliberations,  but  it  is 
left  to  the  Board’s  discretion 
whether  they  can  address  the 
Board. 

If  the  physician  is  not  satisfied 
with  the  outcome,  he  or  she  can 
appeal  to  the  Franklin  County 
Common  Pleas  Court. 


V.  The  Accused 


A total  of  1,100  complaints 
against  Ohio  physicians  were  filed 
with  the  Medical  Board  in  1988. 
Of  these  complaints,  the  Board 
took  action  against  97  physicians 
— 19  physicians  permanently  lost 
their  licenses,  31  licenses  were 
suspended,  19  were  given  consent 
agreements,  and  others  were 
reprimanded  or  placed  on 
probation. 
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VI.  Grounds  for  discipline 


Violations  of  the  Medical 
Practice  Act  are  assigned  priority 
considering  whether  they  are  life- 
threatening  or  hazardous  to  the 
public.  According  to  Revised  Code 
4731.22,  the  following  (some  are 
not  printed  in  their  entirety)  are 
causes  for  discipline: 

1.  Permitting  one’s  name  or  one’s 
certificate  of  registration  to  be 
used  by  a person,  place,  group 
or  corporation  when  the 
individual  concerned  is  not 
actually  directing  the  treatment 
given; 

2.  Failure  to  use  reasonable  care 
discrimination  in  the 
administration  of  drugs  or 
failure  to  employ  acceptable 
scientific  methods  in  the 
selection  of  drugs  or  other 
modalities  for  treatment  of 
disease. 

3.  Selling,  prescribing,  giving 
away  or  administering  drugs 
for  other  than  legal  and 
legitimate  therapeutic  purposes 
or  a plea  of  guilty  to  or  a 
judicial  finding  of  guilt  of  a 
violation  of  any  federal  or 
state  law  regulating  the 
possession,  distribution  or  use 
of  any  drug. 

4.  Betraying  a professional 
confidence. 

5.  Soliciting  patients  or 


. continued 


publishing  a false,  fraudulent 
or  misleading  statement. 

6.  A departure  from  or  failure  to 
conform  to  minimal  standards 
of  care  of  similar  practitioners 
under  the  same  or  similar 
circumstances,  whether  or  not 
actual  injury  to  a patient  is 
established. 

7.  Representing  that  an  incurable 
disease  can  be  cured  in  order 
to  obtain  compensation. 

8.  Attempting  to  obtain 
compensation  by  fraudulent 
misrepresentation  in  the  course 
of  practice. 

9.  A plea  of  guilty  or  a finding 
of  guilty  to  a felony. 

10.  Commission  of  an  act  that 
constitutes  a felony  in  this 
state. 

11.  A plea  of  guilty  or  a judicial 
finding  of  guilt  to  a 
misdemeanor  committed  in  the 
course  of  practice. 

12.  Commission  of  an  act  that 
constitutes  a misdemeanor  if 
the  act  was  committed  in  the 
course  of  practice. 

13.  A plea  of  guilty  or  a judicial 
finding  of  guilt  to  a 
misdemeanor  involving  moral 
turpitude. 

14.  Commission  of  an  act  that 
constitutes  a misdemeanor  in 
the  state  if  the  act  involves 
moral  turpitude. 

15.  Violation  of  the  limitations  set 
by  the  Board  upon  a 
certificate  to  practice. 

16.  Failure  to  pay  license  renewal 
fees. 

17.  Any  division  of  fees  made  by 
any  person  licensed  to  practice 
medicine. 

18.  Violation  of  any  provision  of  a 
code  of  ethics  of  a national 
professional  organization. 

19.  Inability  to  practice  according 
to  acceptable  and  prevailing 
standards  of  care  by  reason  of 


mental  illness  or  physical  illness. 

20.  Violating  any  provisions  of  the 
Medical  Practice  Act  or  any 
Board  rule. 

21.  The  violation  of  any  abortion 
rule  adopted  by  the  public 
health  council. 

22.  The  limitation,  revocation  or 
suspension  by  another  state  of  a 
license  or  certificate  to  practice. 

23.  Performing  an  illegal  abortion. 

24.  The  revocation,  suspension, 
restriction,  reduction  or 
termination  of  clinical 
privileges  by  the  Department 
of  Defense  or  the  Veterans 
Administration. 

25.  Termination  or  suspension 
from  the  Medicare  or 
Medicaid  program  by  the 
Department  of  Health  and 
Human  Services  or  other 
responsible  agency  for  any  acts 
that  would  constitute  a 
violation  of  the  Medical 
Practice  Act. 

26.  Impairment  of  ability  to 
practice  according  to 
acceptable  and  prevailing 
standards  of  care  because  of 
habitual  or  excessive  use  or 
abuse  of  drugs,  alcohol  or 
controlled  substances. 


U u 

VII.  Common  causes  for  complaints 


Many  investigations  revolve 
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around  the  dispensing  of 
controlled  substances,  Rohal  says. 
In  these  cases,  the  investigators 
will  ask  to  see  the  record  of  the 
controlled  substances  that  have 
been  prescribed  by  the  physician. 
All  physicians  must  keep  a 
separate  log  for  the  prescriptions 
that  they  write,  Rohal  says.  “But 
some  physicians  aren’t  aware  of 
this.  They  keep  the  information  in 
the  patient’s  records,  which  makes 
the  medical  records  open  for 
review.” 

One  case  involved  a physician 
who  prescribed  a total  of  3,350 
dosage  units  of  controlled 
substances  in  a three-year  time 
period  for  a patient  known  to  have 
a drug  addiction.  The  physician 
contended  that  he  prescribed  the 
drugs  on  a “controlled  basis”  to 
prevent  the  patient  from  having 
seizures  associated  with  withdrawal 
or  overdosing  on  medication  which 
might  be  obtained  from  other 
sources. 

Upon  review  of  the  evidence  and 
records,  the  Board  found  that  the 
physician  was  knowingly  furnishing 
drugs  to  an  addict  and 
misadministering  controlled 
substances.  As  a result,  the 
physician’s  license  was  revoked. 

Another  common  cause  of 
complaint  stems  from  a physician’s 
reluctance  to  release  medical 
records  to  the  patient  or  another 
physician,  Rohal  continues.  The 
physician  may  have  a valid  reason 
to  withhold  the  records,  but  a 
physician  cannot  withhold  the 
records  because  a patient  has  not 
paid  the  medical  bills,  Rohal  says. 
“Don’t  hold  records  hostage,”  he 
continues,  because  the  patient 
could  be  in  a life-threatening 
situation.  The  American  Medical 
Association’s  Current  Opinions  of 
the  Council  on  Ethical  and 
Judicial  Affairs  specifically  caution 


against  holding  medical  records 
hostage  in  exchange  for  payment, 
he  adds. 


VIII.  Areas  of  grey 


Both  Rohal  and  Graff  agree  that 
some  cases  are  more  difficult  to 
judge  than  others.  For  example, 
sexual  misconduct  cases  are  very 
difficult  to  judge,  Rohal  says.  For 
one  thing,  the  process  can  be 
emotionally  trying  for  both  patient 
and  physician.  In  addition,  this 
type  of  case  often  pits  one 
person’s  word  against  another’s. 

There  are  a lot  of  grey  areas 
when  dealing  with  sexual 
misconduct  cases,  Graff  agrees.  It 
may  be  that  the  patient  feels  that 
the  physician  is  not  being  sensitive 
enough  to  the  patient’s  needs.  A 
physical  exam  may  become  routine 
to  the  physician,  but  for  the 
patient,  it  is  a very  personal 
experience.  Physicians  should 
“take  the  time  to  explain  to 
patients  what  they  are  doing  and 
why,”  he  advises. 

The  new  proposed  guidelines  for 
physical  examinations,  which 
propose  that  another  person  be 
present  in  the  examining  room  if 
the  patient  wishes,  should  help  to 
protect  the  physician  in  these 
cases,  Rohal  adds. 

Minimal  standards  of  care  cases 


are  also  very  difficult  to  mediate, 
Rohol  continues.  These  cases  are 
usually  time-consuming  because 
they  require  review  by  experts,  he 
says.  “We  need  the  expert’s 
opinion  before  we  go  to  formal 
action,”  he  points  out. 


VIX.  The  physician’s  armor 

The  most  important  protection 
for  a physician  in  any  case  is  to 
keep  good  records.  “Everything  a 
physician  does  should  be 
documented,”  Rohal  says.  “You 
never  know  when  or  why  a patient 
is  going  to  complain.” 

Because  a physician  sees  so 
many  patients,  the  only  way  to 
remember  specific  facts  about  a 
specific  patient  is  to  record  them 
in  the  patient’s  record,  Graff 
agrees. 

“Keeping  the  medical  record  is 
the  only  protection  that  the 
physician  has,”  Graff  continues. 
“Your  records  should  be  good 
enough  for  another  physician  to 
determine  the  propriety  of  your 
treatment  plan.  If  you  drop  dead, 
someone  else  should  be  able  to 
pick  up  the  record  and  know 
what’s  going  on.” 

It’s  not  good  enough  for  a 
surgeon  to  write  “pain”  in  a 
patient’s  record  and  then  remove 
that  patient’s  gallbladder,  he 
points  out. 

Other  ways  for  physicians  to 
protect  themselves  include  good 
lab  testing,  second  opinions  and 
concurrent  care  during  the 
prescribing  period,  Graff  adds. 


Deborah  Athy  is  Associate  Editor 

of  OHIO  Medicine. 


May  1989 


383 


A Message  From  the  Council  of  the 
Ohio  State  Medical  Association 

Adopted  by  the  Council  of  the  Ohio  State  Medical  Association  January  14,  1989 


One  of  the  motivating  forces 
behind  the  formation  of 
the  Ohio  State  Medical 
Association  in  1846  and  the 
American  Medical  Association  in 
1847  was  the  desire  by  educated, 
legitimate  physicians  to  rid  the 
profession  of  charlatans  and 
quacks.  That  desire  is  no  less 
important  today  than  it  was  when 
the  association  was  founded. 

The  Principles  of  Medical  Ethics 
of  the  American  Medical 
Association  state:  “A  physician 
shall  deal  honestly  with  patients 
and  colleagues  and  strive  to  expose 
those  physicians  deficient  in 
character  or  competence,  or  who 
engage  in  fraud  or  deception.” 

This  ethical  obligation  is  further 
strengthened  by  the  fact  that 
failure  to  report  an  unethical  or 
incompetent  colleague  may  be 
grounds  for  discipline  by  the  Ohio 
State  Medical  Board. 

The  Officers  and  Council  of  the 
Ohio  State  Medical  Association 
wish  to  reaffirm  to  Ohio 
physicians  the  fact  that  they  have 
an  ethical  obligation  to  report 
violations  of  the  Medical  Practice 
Act  to  the  Ohio  State  Medical 
Board,  the  state  agency  which 
licenses  and  disciplines  physicians. 

Any  physician  who  believes  that 
a colleague  has  violated  any 
provision  of  the  Medical  Practice 
Act  or  the  rules  of  the  Ohio  State 
Medical  Board  is  required  to 
report  to  the  Board  the  name  of 
the  colleague  and  the  information 
on  which  the  belief  is  based. 
Exceptions  include  (1)  information 
regarding  an  unethical  or 
incompetent  colleague  which  is 
received  while  serving  on  a peer 
review  committee  and  (2)  situations 
in  which  the  doctor  to  be  reported 
is  impaired  but  is  enrolled  in  a 
treatment  program  or  agrees  to 
enter  a treatment  program. 

The  OSMA  reminds  its  members 
and  other  Ohio  physicians  that 
they  have  an  ethical  and  legal 
responsibility  regarding  reporting. 
The  OSMA  recognizes  that  in  the 
past  concern  regarding  potential 
legal  liability  on  the  part  of 
reporting  physicians  may  have 


created  barriers  to  compliance. 
However,  today  physicians  who 
make  complaints  in  good  faith  to 
any  hospital,  county  medical 
society,  credential,  peer  and  quality 
assurance  committees  or  the  Ohio 
State  Medical  Board  are  protected 
from  liability. 

The  actions  of  a few 
incompetent,  corrupt,  dishonest 
and  unethical  physicians  can 
damage  the  public  faith  in  the 
profession  of  medicine.  The 
OSMA  believes  that  a renewed 
commitment  by  physicians  to 
report  such  behavior  will  help 
protect  the  health  of  the  public 
and  strengthen  its  faith  in  the 
profession  of  medicine. 


THE 
GOLF 
DOCTOR 

PAUL  TESSLER 
PGA  MEMBER 
TEACHING  PRO 
SINCE  1975 

Learn  to  play  your  best  golf  ever 
with  Paul  Tessler’s  Golf  Schools. 

• Swing  Diagnosis 

• Consultation 

• Correction 

Choose  Either: 

• Saturday,  6 hours,  One  Day  School 

• Wednesday,  3 hours.  Half  Day  School 

Call  today  for  Free  Brochure 
800-553-7285 


3781  State  Route  5 
(at  Ohio  Turnpike  exit  #14) 
Newton  Falls,  Ohio  44444 
(216)  872-7984 


Protect  Your  Money 
And 'four 


Choose  Ohio  Health  Choice  Plan. 
Flexible  premium  options  combined 
with  cost  control  procedures  enable 
you  to  enhance  your  health  care 
benefits  and  reduce  your  costs. 

You  may  choose  the  convenience  of 
our  comprehensive  network  of  physi- 
cians, group  practices,  and  hospitals 
throughout  the  state.  Or  you  may 
keep  your  present  providers  and  take 
advantage  of  our  other  benefits. 


For  a health  care  program  that  pro- 
tects your  interests,  call  your  insur- 
ance agent  or  broker.  Or  call  Ohio 
Health  Choice  Plan  at  216*363»2501 
or  1»800«554*0027. 


■OhioHealth 

^ Choice  Plan  - IPtTMTriPrnidnOtiiBtiiaB 

The  Qear  Choice 
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In  IBS,*  when  it^s  brain  versus  bowel, 


lb  insist  on 
the  brand, 
be  sure  to 
write 

“Dispense  as 
Written" 
or  “DA.W." 
on  your 
prescription. 


ITSTIME 
EORTHE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  hrain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


specify  Adjunctive 


2>t.. 


Elach  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  foUows: 


♦ Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly'’  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


OBITUARIES 


J.  THOMAS  AYE,  MD,  Sharon, 
PA;  University  of  Pittsburgh 
School  of  Medicine,  1943;  age  71; 
died  December  30,  1988;  member 
OSMA  and  AMA. 

RICHARD  BRAISTED,  MD, 

Springfield;  Tufts  University 
School  of  Medicine,  Boston,  MA, 
1958;  age  56;  died  January  28, 
1989;  member  OSMA  and  AMA. 

WILLARD  C CLARK,  SR.,  MD, 

Kettering;  University  of  Cincinnati 
College  of  Medicine,  1931;  age  82; 
died  February  7,  1989;  member 
OSMA  and  AMA. 

CHARLES  H.  DOWELL,  MD, 

Carrollton;  Loyola  University 
Stritch  School  of  Medicine, 
Maywood,  IL,  1943;  age  72;  died 
January  15,  1989;  member  OSMA 
and  AMA. 


Contraindications;  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  {e  g , operating  machinery,  driving) 

Usage  in  Pregnancy  : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal  malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
ofbenzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  Umit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction, 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence 
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Manati,  ftjerto  Rico  00701 


JACK  N.  FREYHOF,  MD, 

Cincinnati;  University  of 
Cincinnati  College  of  Medicine, 
1955;  age  59,  died  January  14, 

1989;  member  OSMA. 

VIRGIL  HART,  MD,  Salem;  Tufts 
University  School  of  Medicine, 
Boston,  MA,  1935;  age  79;  died 
January  14,  1989;  member  OSMA 
and  AMA. 

F.  FREDERICK 

HOUSEHOLDER,  MD,  Bowling 
Green;  Vanderbilt  University 
School  of  Medicine,  Nashville,  TN, 
1964;  age  50;  died  January  1,  1989; 
member  OSMA  and  AMA. 

CHARLES  F.  JIVIDEN,  MD, 

Athens;  Ohio  State  University 
College  of  Medicine,  1946;  age  67; 
died  January  19,  1989;  member 
OSMA  and  AMA. 

RICHARD  A.  JUBELIRER,  MD, 

Cincinnati;  University  of 
Wisconsin  Medical  School, 
Madison,  WI,  1941;  age  73;  died 
January  11,  1989;  member  OSMA 
and  AMA. 
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COUNTY 

COLLECTION 


Lake  County  takes  steps  to  help  physicians 
and  their  patients 


The  words  “malpractice  suit” 
are  enough  to  strike  fear  in 
any  physician’s  heart. 
Unfortunately,  even  though  the 
threat  of  litigation  is  one  shared 
by  all  members  of  the  profession, 
the  stigma  is  so  great  that  many 
physicians  facing  such  a suit  find 
themselves  doing  so  alone  — 
without  the  support  or 
understanding  of  their  friends, 
colleagues  and  family. 

Which  is  precisely  the  reason 
why  the  Lake  County  Medical 
Society  last  month  sponsored  a 
seminar  entitled  “A  Forum  on 
Feelings:  The  Emotional  Impact  of 
Malpractice  Litigation.” 

“What  we’re  talking  about  are 
feelings,  the  emotional  implications 
of  litigation  on  the  physician  and 
their  families,”  said  Janice  Vargo, 
Executive  Director  of  the  Society. 
Vargo  spoke  with  OHIO  Medicine 
shortly  before  the  seminar  took 
place. 

“It’s  mostly  for  them  to  air 
their  feelings,”  she  continued. 

“It’s  a way  for  them  to  vent  their 
feelings  and  frustration.” 

The  seminar  was  scheduled  to 
include  a presentation  entitled 
“We’ve  Been  There”  by  a three- 
member  physician  panel,  led  by 
Monica  MacDougall,  MD,  an 
OB/GYN  who  is  currently  facing  a 
malpractice  suit  (her  story  appears 
elsewhere  in  this  issue);  a 


discussion  with  attorney/physician 
John  Irwin  and  his  attorney, 

Mario  Ciano;  and  a discussion 
with  Robert  Frymeier,  MD,  a 
psychiatrist,  on  healthy  and 
unhealthy  ways  to  vent  anger. 

The  seminar,  which  was  co- 
sponsored by  the  Cleveland 
Academy  of  Medicine  and  the 
Cleveland  Society  of  Obstetrics 
and  Gynecology,  was  directed  at 
physician  members  of  Lake, 
Geauga  and  Ashtabula  county 
medical  societies,  as  well  as  the 
Cleveland  Academy.  Vargo 
expected  the  seminar  to  attract 
about  100  physicians. 

“The  whole  impetus  for  the 
program,”  said  Vargo,  “is  that 
you’ll  probably  have  to  face  this 
yourself.  It’s  almost  as  if  every 
physician  can  see  this  coming 
down  the  pike. 

“We’re  not  talking  about 
malpractice  in  general.  This  is 
going  to  be  a more  emotional, 
psychological  approach,”  she 
continued.  “We  want  to  show  that 
anyone  can  be  hit  with  a lawsuit.” 

Marketing  members 

As  if  organizing  the  malpractice 
seminar  weren’t  enough,  the  Lake 
County  Medical  Society  has  also 
been  busy  producing  its  third 
“Consumer’s  Guide  to  Medical 
Care,”  a pamphlet  that  lists  all 
members  of  the  society  and 


encourages  patients  to  discuss  their 
health  with  their  physician.  Vargo 
said  the  pamphlet,  which  is  issued 
every  two  years,  was  designed  “to 
show  the  people  of  our  community 
that  we  have  physicians  just  as 
good  as  those  in  other  areas, 
namely  Cleveland  . . . that  they 
can  get  just  as  good  of  care  here 
as  there.” 

The  pamphlet  is  mailed  to  every 
home  in  Lake  County  — 
approximately  82,000  — and 
contains  no  gimmicky  advertising. 

“We  originally  approached  it  by 
trying  to  get  advertising,”  Vargo 
said,  “but  Council  thought  it 
would  be  too  self-serving.  We 
wanted  to  be  purists,  so  we 
assessed  every  member  $100  to 
help  pay  for  it.” 

There  is  no  scientific  method  for 
determining  whether  the  listing  has 
helped  increase  Lake  County 
physicians’  patient  bases  — “Our 
physicians  aren’t  really  tracking 
where  their  patients  are  coming 
from,”  said  Vargo  — but  she  does 
hear  “from  a significant  amount 
of  physicians  that  this  is  the  best 
(marketing)  tool  they  can  get  for 
$100.” 

In  fact,  she  added,  “We  find 
some  (physicians)  join  because 
they  want  to  get  in  the  book.” 

— Michelle  J.  Carlson 


May  1989 


387 


County  Collection 


A new  look  for  the  MCMS  Bulletin 


Last  month,  OHIO  Medicine 
told  you  about  several  county 
medical  society  publications  that 
had  recently  been  redesigned. 
There’s  yet  another  one  with  a new 
look  that  we  missed  — The 
Mahoning  County  Medical  Society 
Bulletin. 

The  Bulletin  is  following  the 
lead  of  these  other  publications 
with  an  updating  of  style  and 
substance  in  1989.  January  1989 
was  the  first  issue  to  introduce  the 
new  changes. 

“The  cover  and  the  inside 
format  had  always  been  the  same 
for  the  last  30  years,”  says 
Managing  Editor  Eleanor  Pershing. 
The  purpose  of  the  redesign  is  to 
achieve  a more  contemporary  and 
organized  look,  she  says. 


The  original  black  and  white 
cover  of  the  past  has  been 
colorized.  On  the  inside,  changes 
have  been  made  in  the  print  style, 
more  photos  have  been  included 
and  the  table  of  contents  section 
has  been  made  more  concise, 
Pershing  continues. 

“In  planning  for  the  next  year 
(1989),  a magazine  update  was  just 
one  of  the  things  that  we  thought 
of,”  Pershing  explains.  And  so  far, 
so  good,  she  adds.  “The  response 
has  been  very  positive.” 

The  Bulletin  may  even  have  a 
few  more  tricks  up  its  sleeve  for 
1989,  Pershing  says,  such  as  an 
increase  in  feature  stories  and  a 
monthly  column  contributed  by  a 
guest  writer.  — Deborah  Athy 


Cincinnati  Academy’s  efforts  help  check  child  abuse 


Last  February,  “County 
Collection”  featured  an 
article  describing  the  new 
health  sciences  high  school  that 
was  developed  with  the  help  of  the 
Academy  of  Medicine  in 
Cincinnati  and  its  current 
president,  James  J.  Anthony,  MD. 

What  the  article  did  not 
mention  is  that  the  school  is  only 
one  phase  of  a six-point  Academy 
of  Medicine  partnership  with  the 
Cincinnati  Public  Schools. 

This  fall,  the  Academy,  in 
cooperation  with  its  Auxiliary, 
launched  yet  another  phase  of  this 
partnership  by  sponsoring  a 
charity  sports  event  to  help  fund 
the  implementation  of  child  abuse 
prevention  programs  in  Cincinnati 


schools.  The  event  netted  $50,849, 
which  Dr.  Anthony  presented  this 


past  January  to  Eve  Pearl, 
Executive  Director  of  the  Council 
on  Child  Abuse  of  Southwestern 
Ohio,  Inc. 

According  to  Pearl,  the  Council 
will  use  the  money  to  implement 
the  following  programs  and 
activities  throughout  the  year: 

• teacher-staff  in-service  training 

• parent  education 

• student  workshops  in 
classrooms 

• follow-up  activities  for  each 
school 

• consultation  and  assistance  as 
needed 
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HELPING  TO  ACHIEVE 
THE  FOUR  GOALS  OF 
ANTIHYPERTENSIVE  THERAPY... 


(diltiazem  HCOi^ 
For  hypertension 


Controls  blood  pressure'^ 


Maintains  well-being"^ 

Helps  prevent  end-organ  complications"^  A 
Helps  reduce  cardiovascular  risks" 


0930A9 


Please  see  brief  summary  of  prescribing  informafion  on  next  page. 


starting  Dosage: 


Ca(dlnm9 
90  mg 


90  mg  bid* 

Also  Available: 
120-mg  capsules 

'Dosage  must  be  adjusted  to  each 
patient's  needs,  starting  with  60  to  120 
mg  twice  daily. 


For  hypertension 

EFFECTIVE  NIONOTHERAPY 


(diltiazem  HCiy^^ 


release 


WITH  HIGH 
PATIENT  ACCEPTANCE 


BRIEF  SUMMARY 
CARDIZEM-  SR 
(lUtezem  hydrochloride) 

Seined  Release  Capsules 
CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in  (1)  patients  with  sick  sinus  syndrome  ercept 
in  the  presence  of  a functioning  ventricular  pacemaker.  (2)  patients  with  second- 
er thud-degree  AV  block  except  in  the  presence  of  a functioning  ventricular 
pacemaker,  (3)  patients  with  hypotension  (less  than  90  mm  Hg  systolic). 
(4)  patients  who  have  demonstrated  hypersensitivity  to  the  drug,  and  (5)  pa- 
tients with  acute  myocaidial  inlarction  and  pulmonary  congestion  documented 
by  x-ray  on  admission 
WARNINGS 

1,  Cardiac  Conduction  CARDIZEM  prolongs  AV  node  lefiaclory  periods  without 
significantly  prolonging  sinus  node  recovery  time,  except  in  patients  with  sick 
sinus  syndrome  This  effect  may  rarely  result  in  abnormally  slow  heart  rates 
(particularly  in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (nine  of  2,  111  patienls  or  0 43%)  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive  effects  on  cardiac  conduc- 
tion A patient  with  Prinzmetal's  angina  developed  periods  of  asystole  (2  to 
5 seconds)  after  a single  dose  of  60  mg  of  diltiazem 

2,  Congestive  Heart  Failure.  Although  diltiazem  has  a negative  inotropic  effect 
in  isolated  animal  tissue  preparations,  hem^ynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shovW%  reduction  in  cardiac  index  nor 
consistent  negative  effects  on  contiactility  (dp/dt)  An  acute  study  of  oral 
diltiazem  m patients  with  impaired  ventricular  function  (ejection  traction 
24%  i 6%)  showed  improvement  in  indices  of  ventricular  function  without 
significant  deciease  in  contractile  function  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  (diltiazem  hydrochloride)  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  limited  Caution  should  be 
exercised  when  using  this  combination. 

3,  Hypotension.  Decreases  in  blood  pressure  associated  with  CARDIZEM  therapy 
may  occasionally  result  in  symptomatic  hypotension, 

4,  Acute  Hepatic  Injury,  Mild  elevations  of  transaminases  with  and  without 
concomitant  elevation  m alkaline  phosphatase  and  bilirubin  have  been 
observed  in  clinical  studies  Such  elevations  were  usually  transient  and 
frequently  resolved  even  with  continued  diltiazem  treatment  In  rare  in- 
stances, significant  elevations  in  enzymes  such  as  alkaline  phosphatase. 
LDH.  SCOT,  SGPT,  and  other  phenomena  consistent  with  acute  hepatic  in|ury 
have  been  noted  These  reactions  tended  to  occur  early  after  therapy  initiation 
(1  to  8 weeks)  and  have  been  reversible  upon  discontinuation  of  drug  therapy 
The  relationship  to  CARDIZEM  is  uncertain  m some  cases,  but  probable  in 
some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabolized  by 
the  livei  and  excreted  by  the  kidneys  and  in  bile  As  with  any  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  monitored  at  regular  inter- 
vals, The  drug  should  be  used  with  caution  m patients  with  impaired  renal  or 
hepatic  function.  In  subacute  and  chionic  dog  and  lat  studies  designed  to 
produce  toxicity,  high  doses  of  diltiazem  were  associated  with  hepatic  damage 
In  special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher  in  rals 
were  associated  with  histological  changes  in  the  livei  which  were  reversible  when 
the  drug  was  discontinued.  In  dogs,  doses  of  20  mg/kg  were  also  associated  with 
hepatic  changes;  however,  these  changes  were  reversible  with  continued  dosing 
Deimatological  events  (see  ADVERSE  REACTIONS  section)  may  be  transient 
and  may  disappeai  despite  continued  use  of  CARDIZEM  However  skin  eiuptions 
progressing  to  erythema  multiforme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported  Should  a dermatologic  reaction  persist,  the  drug  should  be 
discontinued 

Drug  Interaction,  Due  to  the  potential  for  additive  effects,  caution  and  careful 
titration  are  warranted  in  patients  receiving  CARDIZEM  concomitantly  with  any 
agents  known  to  affect  cardiac  contractility  and/or  conduction  (See  WARNINGS.) 
Pharmacologic  studies  indicate  that  there  may  be  additive  effects  in  prolonging 
AV  conduction  when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS ) 

As  with  all  drugs,  care  should  be  exercised  when  treating  patients  with 
multiple  medications.  CARDIZEM  undergoes  biotransformation  by  cytochrome 
P-45()  mixed  function  oxidase  Coadministration  of  CARDIZEM  with  other  agents 
which  follow  the  same  route  of  biotransfoimation  may  result  in  the  competitive 
inhibition  of  metabolism  Dosages  of  similarly  metabolized  drugs,  particularly 
those  of  low  therapeutic  ratio  or  in  patients  with  renal  and/or  hepatic  impairment. 


may  require  adjustment  when  starting  or  stopping  concomitantly  administered 
CARDIZEM  to  maintain  optimum  therapeutic  blood  levels 

Beta-blockers:  Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually  well 
tolerated,  but  available  data  are  not  sufficient  to  predict  the  effects  of  concomi- 
tant treatment  in  patients  with  left  ventiicular  dysfunction  or  cardiac  conduction 
abnormalities 

Administration  of  CARDIZEM  (diltiazem  hydrochloride)  concomitantly  with 
piopranolol  in  five  normal  volunteers  resulted  in  increased  propranolol  levels  in 
all  subjects  and  bioavailability  of  propranolol  was  increased  approximately  50%. 
If  combination  therapy  is  initiated  or  withdrawn  in  conjunction  with  propranolol, 
an  adjustment  in  the  piopranolol  dose  may  be  warranted,  (See  WARNINGS.) 

Cimetidine:  A study  m six  healthy  volunteers  has  shown  a significant  increase 
m peak  diltiazem  plasma  levels  (58%)  and  area-under-the-curve  (53%)  after  a 
1-week  course  of  cimetidme  at  1,200  mg  per  day  and  diltiazem  60  mg  per  day 
Ranitidine  produced  smaller,  nonsignificant  increases.  The  effect  may  be  me- 
diated by  cimetidine's  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  tor  the  tirst-pass  metabolism  of  diltiazem  Patients 
currently  receiving  diltiazem  therapy  should  be  carefully  monitored  for  a change 
in  pharmacological  effect  when  initiating  and  discontinuing  therapy  with  cimeti- 
dine An  adjustment  m the  diltiazem  dose  may  be  warranted 

Digitalis:  Administration  of  CARDIZEM  with  digoxin  in  24  healthy  male  sub- 
jects increased  plasma  digoxin  concentrations  approximately  20%  Another 
investigator  found  no  increase  in  digoxin  levels  in  12  patients  with  coronary 
artery  disease  Since  there  have  been  conflicting  results  regarding  the  effect  of 
digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiat- 
ing, adjusting,  and  discontinuing  CARDIZEM  therapy  to  avoid  possible  over-  or 
under-digitalizalion  (See  WARNINGS ) 

Anesthetics:  The  depression  of  cardiac  contractility,  conductivity,  and  auto- 
maticity  as  well  as  the  vascular  dilation  associated  with  anesthetics  may  be 
potentiated  by  calcium  channel  blockers  When  used  concomitantly,  anesthetics 
and  calcium  blockers  should  be  titrated  carefully 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility.  A 24-month  study  in 
rats  and  a 21-month  study  in  mice  showed  no  evidence  of  carcinogenicity  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial  tests  No  intrinsic  effect  on 
fertility  was  observed  in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  conducted  in  mice, 
rats,  and  rabbits  Administration  of  doses  ranging  from  five  to  ten  times  greater 
(on  a mg/kg  basis)  than  the  daily  recommended  therapeutic  dose  has  resulted  in 
embryo  and  fetal  lethality  These  doses,  in  some  studies,  have  been  reported  to 
cause  skeletal  abnormalities  In  the  perinatal/postnatal  studies,  there  was  some 
reduction  in  early  individual  pup  weights  and  survival  rates  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women,  therefore,  use 
CARDIZEM  in  pregnant  women  only  if  the  potential  benefit  justifies  the  potential 
risk  to  the  fetus. 

Nursing  Mothers  Diltiazem  is  excreted  in  human  milk  One  report  suggests 
that  concentrations  in  breast  milk  may  approximate  serum  levels  It  use  of 
CARDIZEM  IS  deemed  essential,  an  alternative  method  of  infant  feeding  should 
be  instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to  date,  but  it 
should  be  recognized  that  patients  with  impaired  ventncular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded  from  these  studies 

The  adverse  events  described  below  represent  events  observed  in  clinical  studies 
of  hypertensive  patients  receiving  cither  CARDIZEM  Tablets  or  CARDIZEM  SR 
Capsules  as  well  as  experiences  observed  in  studies  of  angina  and  during  market- 
ing The  most  common  events  in  hypertension  studies  are  shown  in  a table  with 
rates  in  placebo  patients  shown  tor  comparison.  Less  common  events  are  listed  by 
body  system,  these  include  any  adverse  reactions  seen  in  angina  studies  that  were 
not  observed  in  hypertension  studies  In  all  hypertensive  patients  studied  (over 
900),  the  most  common  adverse  events  were  edema  (9%).  headache  (8%). 
dizziness  (6%),  asthenia  (5%),  sinus  bradycardia  (3%),  flushing  (3%),  and  T AV 
block  (3%).  Only  edema  and  perhaps  bradycardia  and  dizziness  were  dose  related 
The  most  common  events  observed  in  clinical  studies  (over  2,100  patients)  ot 
angina  patients  and  hypertensive  patients  receiving  CARDIZEM  Tablets  or 
CARDIZEM  SR  Capsules  were  (le.  greater  than  1%)  edema  (5  4%),  headache 
(4  5%),  dizziness  (3  4%),  asthenia  (2.8%),  first-degree  AV  block  (1,8%).  flushing 
(1.7%).  nausea  (1 6%).  bradycardia  (1.5%).  and  rash  (15%), 


DOUBLE  BLIND  PUCEBO  CONTROLLED 
HYPERTENSION  TRIALS 

Adverse 

Diltiazem 
N=315 
# pts  (%) 

Placebo 
N=21I 
# pts  (%) 

headache 

38(12%) 

17  (8%) 

AV  block  first  degree 

24  (7  6%) 

4 (1  9%) 

dizziness 

22  (7%) 

6 (2,8%) 

edema 

19  (6%) 

2 (0  9%) 

bradycardia 

19  (6%) 

3(14%) 

ECG  abnormality 

13(41%) 

3(14%) 

asthenia 

10(3,2%) 

1 (0  5%) 

constipation 

5(1,6%) 

2 (0.9%) 

dyspepsia 

4 (1.3%) 

1 (0  5%) 

nausea 

4 (1  3%) 

2 (0.9%) 

palpitations 

4 (1,3%) 

2 (0,9%) 

polyuria 

4 (1,3%) 

2 (0.9%) 

somnolence 

4 (1  3%) 

- 

alk  phos  increase 

3 (1%) 

1 (0  5%) 

hypotension 

3 (1%) 

1 (0.5%) 

insomnia 

3 (1%) 

1 (0.5%) 

rash 

3 (1%) 

1 (0,5%) 

AV  block  second  degree 

2 (0  6%) 

- 

In  addition,  the  following  events  were  reported  infrequently  (less  than  1%)  or 
have  been  observed  m angina  trials.  In  many  cases,  the  relation  to  drug  is 
uncertain 

Cardiovascular:  Angina,  arrhythmia,  bundle  branch  block,  tachycardia,  ven- 
tricular extrasystoles,  congestive  heart  failure,  syncope 
Nervous  System:  Amnesia,  depression,  gait  abnormality,  hallucinations,  ner- 
vousness, paresthesia,  personality  change,  tinnitus,  tremor, 
abnormal  dreams. 

Gastrointestinal:  Anorexia,  diarrhea,  dysgeusia.  mild  elevations  of  SGOT.  SGPT. 

and  LDH  (see  hepatic  warnings),  vomiting,  weight  increase, 
thirst 

Dermatological:  Petechiae,  pruritus,  photosensitivity,  urticaria. 

Other:  Amblyopia.  CPK  increase,  dyspnea,  epistaxis.  eye  irntation. 

hyperglycemia,  sexual  difficulties,  nasal  congestion,  noctuna. 
osteoarticular  pain,  impotence,  dry  mouth 
The  following  postmarketmg  events  have  been  reported  infrequently  in  pa- 
tients receiving  CARDIZEM  alopecia,  gingival  hyperplasia,  erythema  multiforme, 
and  leukopenia  Definitive  cause  and  effect  relationship  between  these  events 
and  CARDIZEM  therapy  cannot  yet  be  established 
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FOCUS  ON  MEMBERSHIP 


The  Physician 
Outreach  Program 

By  Katherine  E.  Wisse 


o encourage  the  members  of 
the  OSMA  House  to 
participate  in  the  OSMA 
Physician  Outreach  Program,  a 
peer  recruitment  program,  the 
following  awards  will  be  given  in 
1989: 

• An  OSMA  mug  for  everyone 
who  signs  up  to  participate. 

• An  OSMA  watch  for  recruiting 
one  or  more  active  members. 

• A chance  for  a weekend  for  two 
at  the  Greenbrier  for  recruiting 
one  or  more  active  members. 


• A wool  blazer  for  recruiting  10 
or  more  active  members. 
Sixty-four  new  members  joined 
as  a result  of  last  year’s  OSMA 
House  of  Delegates  Outreach 
recruitment  effort,  five  times  more 
members  than  the  12  who  joined 
in  1987. 

Congratulations  to  the  1988 
award  winners: 

First  Place:  Louis  Kovacs,  DO  — 
Stark  County,  for  10  members 
Second  Place:  Claire  Wolfe,  MD 
— Franklin  County,  for  six 


members 

Third  Place:  Donavin  A. 
Baumgartner,  Jr.,  MD  — 

Cuyahoga  County  and  George 
Ewing,  MD  — Stark  County, 
for  four  members  each 
Honorable  Mention  for  three 
members: 

Charles  J.  Hickey,  MD  — Franklin 
County 

Nermin  D.  Lavapies,  MD  — 
Belmont  County 

Donald  Hammel,  MD  — Portage 
County 
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Physician  Outreach  Program 


continued 


1988  Outreach  Winners 


Other  successful  recruiters  were: 

Allen 

Thomas  L.  Leech,  MD 
Cuyahoga 

Michael  D.  Cressman,  DO 
George  Leicht,  MD 
Theodore  J.  Castele,  MD 
Richard  B.  Fratianne,  MD 

Franklin 

James  N.  Baird,  MD 
Owen  E.  Johnson,  MD 

Guernsey 

Howard  D.  Miller,  MD 
Lucas 

William  C.  Sternfeld,  MD 

Montgomery 

Herman  I.  Abromowitz,  MD 
Walter  A.  Reiling,  Jr.,  MD 
Muskingum 

Juan  R.  LaCerda,  MD 

Stark 

David  Spriggs,  MD 

Ashtabula 

Jones  R.  Gaskell,  MD 
Thomas  Dozier,  MD 
Fairfield 

Jayne  Dye,  MD 

Gallia 

Carol  M.  Sholtis,  MD 

Hamilton 

John  E.  Albers,  MD 
Herbert  D.  Long,  MD 
Stanley  J.  Lucas,  MD 
Herbert  Magenheim,  MD 
Lee  J.  Vesper,  MD 
Samuel  M.  Wigser,  MD 
John  W.  Vester,  MD 
Miami 

Valeriy  Moysaenko,  MD 

Morrow 

Brian  L.  Bachelder,  MD 
Seneca 

James  Murray,  MD 

Summit 

Michael  J.  Seider,  MD 
Even  though  OSMA  membership 
is  edging  upward  with  20,628 
members  in  1987  and  20,925  in 
1988,  it  would  grow  even  greater 
through  active  recruitment  by 
OSMA  physician  members. 


1st  place  winner  for  recruiting  10 
members  . . . Louis  Kovacs,  DO, 
Stark  County. 


Donavin  A.  Baumgartner,  Jr.,  MD 


Approximately  15%  of  Ohio 
practicing  physicians  do  not  belong 
to  OSMA.  The  Physician  Outreach 
peer-to-peer  program  can  make  a 
difference  in  OSMA  membership 
growth. 


Katherine  E.  Wisse  is  Director  of 
OSMA’s  Department  of 
Development. 


2nd  place  winner  for  recruiting  six 
members  . . . Claire  Wolfe,  MD, 
Franklin  County. 


George  Ewing,  MD 


3rd  place  winners  were  Donavin  A. 
Baumgartner,  Jr.,  MD,  Cuyahoga 
County  for  recruiting  four 
members,  and  George  Ewing,  MD, 
Stark  County,  also  for  four 
members. 
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LOSS  AWARENESS  BULLETIN 


Terminating  the 
Doctor-Patient  Relationship 


An  examination  of  claims 

records  shows  a number  of 
instances  in  which 
physicians  have  incurred  liability 
for  the  abandonment  of  patients. 

In  some  cases,  this  occurred  after 
the  physician  had  improperly 
terminated  the  doctor-patient 
relationship. 

In  general,  once  the  doctor- 
patient  relationship  has 
commenced,  the  physician  is 
obligated  to  continue  treating  the 
patient  until: 

a.  The  patient’s  condition  no 
longer  warrants  treatment; 

b.  The  physician  and  patient 
mutually  agree  to  discontinue 
treatment  by  the  physician;  or 

c.  The  patient  discharges  the 
physician. 

Additionally,  the  physician 
always  has  the  right  to  unilaterally 
withdraw  if  appropriate  procedures 
are  utilized:  Notice  must  be  given 
to  the  patient  of  the  doctor’s 
intent  to  withdraw  and  the  patient 
must  be  provided  an  opportunity 
to  secure  a competent  replacement. 

Lawsuits  have  arisen  when  a 
physician  has  withdrawn 
immediately  without  taking  the 
required  steps  of  notification. 
Among  the  more  frequent  reasons 
physicians  withdrew  from  care 
were:  nonpayment  of  a bill  by  the 
patient;  failure  of  the  patient  to 
keep  follow-up  appointments  or  to 
follow  medical  advice;  or  the 
threat  of  a malpractice  lawsuit  by 
the  patient. 


In  these  cases,  it  was  imprudent 
to  terminate  the  relationship 
immediately  or  abruptly,  regardless 
of  the  reason. 

To  lessen  the  risk  of  an 
abandonment  charge: 

1.  Consider  the  patient’s 
condition.  If  it  requires 
treatment  at  that  time,  the 
physician  should  provide  the 
care,  stabilize  the  patient,  and 
only  then  consider  withdrawal. 
Withdrawal  from  a patient  who 
needs  care  at  the  moment 
presents  a risk  of  injury  to  the 
patient  and  a potential  lawsuit 
for  abandonment. 

2.  If  the  patient  is  not,  however,  in 
an  emergency  condition,  the 
physician  may  choose  to  provide 
notice  of  his  intent  to  withdraw. 
This  notification  must  apprise 
the  patient  of  the  need  for 
follow-up  care  and  give  the 
patient  sufficient  time  to  obtain 
care. 

The  length  of  time  will  vary 
according  to  the  circumstances. 
In  the  interim,  the  physician 
should  remain  available  to  treat 
the  patient  should  the  condition 
become  acute. 

3.  The  notice  of  intent  to 
withdraw  should  always  be 
documented.  It  may  be  best  to 
discuss  the  situation  orally  with 
the  patient,  followed  by  a letter 
(return  receipt  requested).  A 
copy  of  the  letter  and  the  return 
receipt  should  be  maintained  in 
the  doctor’s  chart. 


Evaluating  what  constitutes 
abandonment  is  becoming  more 
complex,  with  courts  continuing  to 
expand  the  doctrine  to  include  a 
wider  variety  of  circumstances. 
Among  the  danger  areas  are: 

• Unexplained  failure  to  continue 
to  attend  to  the  patient,  even 
though  there  was  no  express 
promise  by  the  doctor  to 
continue  care.  Conversely, 
failure  to  attend  to  the  patient 
despite  a promise  to  do  so. 

• Unqualified  refusal  to  further 
attend  to  the  patient. 

• Refusal  to  treat  the  patient  at  a 
certain  time  or  at  a certain 
location. 

• Premature  discharge  of  the 
patient  by  the  physician. 

• Premature  removal  or  dismissal 
of  the  patient  from  the  hospital 
on  the  physician’s  orders. 

• Leaving  the  patient  during  or 
immediately  after  an  operation 
while  the  doctor’s  presence  is 
still  necessary. 

• Failure  to  offer  an  express 
declaration  that  the  physician 
intends  to  completely  withdraw 
from  the  patient’s  care. 

• Improper  substitution  of  a 
physician  to  accomplish  the 
duties  of  the  original  health-care 
provider.  This  depends  largely 
upon  whether  the  physician  has 
a specific  or  more  general 
contract  with  the  patient  for 
care. 

continued  on  next  page 
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The  “Snitch  Law” 


According  to  the  Ohio  Revised  Code 


continued 


this  chapter  shall  notify  the  board 
within  thirty  days  after  the  final 
disposition  of  any  written  claim 
for  damages  where  such 
disposition  results  in  a payment 
which  exceeds  twenty-five  thousand 
dollars.  Such  notice  shall  contain 
the  following  information: 

(1)  The  name  and  address  of  the 
person  submitting  the  notification; 

(2)  The  name  and  address  of  the 
insured  who  is  the  subject  of  the 
claim; 

(3)  The  name  of  the  person 
filing  the  written  claim; 

(4)  The  date  of  final  disposition; 

(5)  If  applicable,  the  identity  of 
the  court  in  which  the  final 
disposition  of  the  claim  took 
place. 

(E)  On  the  basis  of  the  reporting 
provisions  in  this  section,  the 
board  may  investigate  possible 
violations  of  this  chapter.  Chapter 
4730.  of  the  Revised  Code,  or  a 
rule  of  the  board.  The  board  may 
also  investigate  repeated 
malpractice.  As  used  in  this 
division,  “repeated  malpractice”  is 
three  or  more  claims  for  medical 
malpractice  within  the  previous 
five-year  period,  each  resulting  in 

a judgment  or  settlement  in  excess 
of  twenty-five  thousand  dollars  in 
favor  of  the  claimant,  and  each 
involving  negligent  conduct  by  the 
physician. 

(F)  All  summaries,  reports,  and 
records  received  and  maintained  by 
the  board  pursuant  to  this  section 
shall  be  held  in  confidence  and 
shall  not  be  subject  to  discovery  or 
introduction  in  evidence  in  any 
federal  or  state  civil  action 
involving  a health-care  professional 
or  facility  arising  out  of  matters 
which  are  the  subject  of  such 
reporting  to  the  board.  The  board 
may  only  use  the  information 
obtained  as  the  basis  for  an 
investigation,  as  evidence  in  a 
disciplinary  hearing  against  the 
certificate  holder,  or  in  any 
subsequent  trial  or  appeal  of  a 
board  action  or  order. 


The  board  may  only  disclose  the 
summaries  and  reports  which  it 
receives  under  this  section  to 
hospital  committees  within  or 
outside  Ohio  which  are  involved  in 
credentialling  or  recredentialling 
the  certificate  holder  or  in 
reviewing  his  clinical  privileges. 

The  board  shall  indicate  whether 
or  not  the  information  has  been 
verified.  Information  thus 
transmitted  by  the  board  shall  be 
subject  to  the  same  confidentiality 
provisions  as  when  maintained  by 
the  board. 

(G)  Except  for  reports  filed  by 
an  individual  licensee  pursuant  to 
division  (B)  of  this  section,  a copy 
of  any  reports  or  summaries 
received  by  the  board  pursuant  to 
this  section  shall  be  sent  to  the 
certificate  holder  by  the  board. 

The  certificate  holder  shall  have 
the  right  to  file  a statement  with 
the  board  concerning  the 
correctness  or  relevance  of  the 
information.  Such  statement  shall 
at  all  times  accompany  that  part 
of  the  record  in  contention. 

(H)  Any  person,  health-care 
facility,  association,  society,  or 
insurer  who  reports  to  the  board 
or  who  refers  an  impaired 
practitioner  to  a treatment  provider 
approved  by  the  board  under 
section  4731.25  of  the  Revised 
Code  under  this  section  shall  not 
be  subject  to  suit  for  civil  damages 
as  a result  of  the  report,  referral, 
or  provision  of  the  information. 

(I)  In  the  absence  of  fraud  or 
bad  faith,  no  professional 
association  of  individuals  licensed 
under  this  chapter  that  sponsors  a 
committee  or  program  to  provide 
peer  assistance  to  practitioners 
with  substance  abuse  problems, 
and  no  representative  or  agent  of 
such  a committee  or  program  shall 
be  held  liable  in  damages  to  any 
person  by  reason  of  actions  taken 
to  refer  a practitioner  to  a 
treatment  provider  approved  under 
section  4731.25  of  the  Revised 
Code  for  examination  or 


treatment. 

HISTORY:  141  v H769.  Eff 
3-17-87. 

Terminating  the  Doctor-Patient 
Relationship  . . . continued 

Questions  frequently  arise  over 
the  reasons  for  which  a physician 
may  justify  his  unilateral 
withdrawal  from  care  of  a patient. 

A basic  tenet  is  that  a physician 
has  the  absolute  right  to  withdraw 
if  he  utilizes  the  appropriate 
procedures  for  notification.  As  a 
result,  he  may  do  so  for  any 
reason,  and  if  proper  procedures 
are  followed,  abandonment  will 
not  have  occurred. 


The  Loss  Awareness  Bulletin  is 
provided  each  month  through  the 
OSMA  Task  Force  on  Professional 
Liability  and  its  subcommittee  on 
Loss  Awareness. 


O 


Don’t  Forget  . . . 
May  8-13 

Skin  cancer  screening 
week 

A full  report  of  activities  in 
next  month’s  OHIO  Medicine. 


392 


OHIO  Medicine 


ESSAY 


A Literary  Look  at 
Contemporary  Society 

By  Ralph  Fried,  MD 


The  socio-medical  problems  of 
our  current  society  are  neither  new 
nor  unique  to  our  times.  Our 
wonderful  English  literature  is 
replete  with  references  and 
expositions  on  these  dilemmas,  and 
often  with  amazing  insight  and 
prescience  for  people  writing  in 
centuries  past. 

On  Teen-age  Pregnancy  . . . 

A recent  headline  in  the 
Salvation  Army  Trumpet,  for 
example,  reads:  “13,000  Teen-agers 
in  Northeast  Ohio  Will  Become 
Pregnant  This  Year  . . . The 
Salvation  Army  ...  A Place  to 
Turn.” 

The  above  headline  epitomizes 
the  current  epidemic  of  infants 
being  born  to  very  young  mothers, 
mostly  out  of  wedlock.  Not  only 


do  these  mothers  and  their  infants 
constitute  a very  high  health  risk, 
but  most  of  them  are  destined  for 
a life  of  poverty,  ignorance  and 
despair.  They  are  also  creating  a 
vast  underclass  of  dependent  and 
unproductive  individuals,  one  so 
large  that  it  threatens  the  social 
structure  of  the  country. 

William  Shakespeare  wrote 
“Measure  for  Measure”  in  1604.  It 
is  a tale  concerning  out-of-wedlock 
pregnancy  in  Vienna.  Juliet, 
betrothed  to  Claudio,  has  become 
pregnant.  Angelo,  the  magistrate, 
takes  a rather  hard  line  on  this 
matter  — he  has  Claudio 
imprisoned. 

Act  I,  Scene  ii: 

First  Gentleman:  Signior  Claudio 

to  prison!  ’Tis  not  so. 

Mistress  Overdone:  Nay,  but  I 


know  ’tis  so,  I saw  him  arrested; 
I saw  him  carried  away.  And 
which  is  more,  within  these  three 
days,  his  head’s  to  be  chopped 
off. 

The  plot  thickens.  Isabel,  sister 
to  Claudio  and  a novitiate  in  a 
convent,  goes  to  Angelo  to  plead 
for  clemency  for  her  brother.  In  a 
further  parallel  to  our  own  times, 
this  magistrate,  in  a position  of 
authority  and  trust,  agrees  to 
commute  the  sentence  of  Claudio 
in  exchange  for  sexual  favors  from 
Isabel. 

We  presently  have  a very 
complex  social  structure.  The 
period  of  adolescence  is  extended 
and  education  is  the  sine  qua  non 
for  economic  viability.  All  of  this 
adds  urgency  to  the  care  for  these 
mothers  and  their  infants.  If  this 
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E^say  . . . continued 


It  is  somewhat  astounding  to  observe  that  medical-social-ethical 
issues  we  regard  as  current  were  written  about  centuries  ago  . . . 


problem  is  not  addressed  with 
intensity,  it  will  threaten  the  fabric 
of  our  society  and  we  do  not  have 
a Shakespeare  to  write  a happy 
ending. 

On  Two-Tiered  Cake  . . . 

In  Jonathan  Swift’s  “Land  of 
Luggnagg”  (“Gulliver’s  Travels”), 
on  rare  occasions,  a child  is  born 
with  a circular  red  spot  on  his 
forehead.  This  marks  him  as  an 
immortal,  and  he  is  called  a 
Struldbrugg.  The  spot  changes 
color  with  the  passing  of  each 
decade.  However,  the  Struldbrugg, 
though  granted  immortality,  does 
not  have  the  gift  of  eternal  youth. 
Most  Struldbruggs  are  dejected 
and  morose  when  they  reach  30 
because  of  their  bleak  prospects. 
The  state  declares  them  to  be 
legally  dead  at  four  score  years, 
their  assets  are  removed  and  given 
to  their  heirs.  At  this  point,  they 
receive  a small  pension.  They  are 
afflicted  with  more  than  the  usual 
infirmities  of  other  old  people,  but 
even  more  because  they  face  the 
horrible  prospect  of  not  dying. 
They  are  peevish,  morose,  covetous 
and  generally  unpleasant.  They 
lose  their  hair  and  their  memory  is 
so  poor  they  cannot  finish  a 
sentence. 

To  quote  Lemuel  Gulliver, 

“They  are  the  most  horrifying 
sight  I have  ever  beheld,  and  the 
women  are  more  horrible  than  the 
men.  No  tyrant  could  invent  a 
death  into  which  I would  not  run 
with  pleasure  from  such  a life.” 
Gulliver  agrees  that  the  laws  of 
Luggnagg  are  sound,  otherwise 
these  immortals,  by  their  detestable 


nature,  would  destroy  the  state. 

A similar  story  resides  in  Greek 
mythology.  Eos,  Goddess  of  the 
Dawn,  loves  Tithoneus  and  asks 
Zeus  to  grant  her  lover  eternal  life, 
but  forgets  to  also  seek  eternal 
youth.  Tithoneus  becomes 
miserable  and  finally  persuades  the 
king  of  the  gods  to  metamorphose 
him  into  a grasshopper. 

An  analagous  situation  is 
present  now,  as  the  result  of 
advances  in  medical  technology, 
primarily  at  the  two  extremes  of 
life.  Very  small  and  very  ill  infants 
are  being  salvaged  in  intensive  care 
nurseries.  The  cost  is  high  because 
many  of  these  babies  are 
hospitalized  for  as  long  as  one 
year.  Even  then,  some  go  home  on 
life  support  systems  that  must  be 
maintained  at  great  cost.  The 
disadvantages  are  that  some 
survivors  are  impaired  and  will 
lead  a restricted  life.  The  other 
problem  is  that  our  resources  are 
finite  and  must  be  allocated  for 
the  greatest  benefit. 

At  the  other  extreme  of  life, 
impaired  elders  are  surviving  on 
sophisticated  life  support  systems, 
absorbing  limited  resources  and 
vegetating  in  hospital  beds  with  no 
hope  of  recovery.  Soon,  we  will  be 
faced  with  some  unpleasant 
choices,  the  rationing  of  some 
medical  procedures,  such  as  organ 
transplants,  dialysis,  etc.,  and 
making  a decision  on  when  it  is 
proper  to  prolong  life.  One  can  be 
astounded  to  think  that  Swift 
wrote  about  this  in  1725,  when  it 
could  not  have  been  much  of  a 
problem. 

Later,  Samuel  Clemens,  a.k.a. 


Mark  Twain,  wrote  about  a 
Connecticut  Yankee  being 
transported  through  a time  warp  to 
Camelot  — the  court  of  King 
Arthur.  Clemens  satirizes  the 
exploitation  of  humans  by  their 
fellow  men,  and  exposes  the  social 
injustices  in  medieval  Britain  as 
the  same  social  injustice  extant  in 
19th-century  New  England. 

On  Traffic  Injuries  and 
Fatalities  . . . 

A major  health  risk  for 
Americans  has  developed  through 
their  romance  with  the  motorcar. 
Sixty-thousand  highway  fatalities 
each  year,  and  stratospheric 
personal  and  property  damage 
burden  us.  The  heavy  traffic  on 
our  highways  is  causing  stress- 
related  activity.  Cars  are  being 
driven  in  a hostile  and  aggressive 
manner,  bordering  on  the  use  of 
the  car  as  a weapon.  In  some 
states,  motorists  have  taken  to 
shooting  at  each  other  on 
interstate  highways  for  real  or 
imagined  inconveniences.  The  CO2 
emitted  by  the  internal  combustion 
engines  of  our  cars  is  damaging 
the  ozone  layer  of  our  planet. 
Citizens  are  placed  under  further 
stress  by  the  cost  of  purchasing  a 
car  and  maintaining  it.  The 
motorcar  has  become  a contretemp 
and  a paradox;  it  controls  us,  and 
transportation  is  becoming 
increasingly  inefficient. 

Once  again,  in  Book  IV  of 
“Gulliver’s  Travels,”  Swift,  with 
amazing  insight,  creates  a satire  on 
a future  dilemma  that  was  non- 
existent in  his  lifetime.  In  the  19th 
century,  the  horse  was  the 
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principle  means  of  getting  about, 
as  well  as  the  beast  of  burden. 
Man,  at  that  time,  was  the  Lord  of 
Creation,  and  supreme  over  all 
lesser  animals.  In  the  land  of  the 
Houyhnhnms,  the  horses  were 
supreme  and  the  humanoids, 
known  as  Yahoos,  were 
unattractive,  demeaned  and 
inferior.  They  constituted  the  work 
force. 

It  is  somewhat  astounding  to 
observe  that  medical-social-ethical 
issues  that  we  regard  as  current  to 


our  time  were  written  about  some 
centuries  ago.  Scientific  advances, 
high  technology  and 
communications  provide  a new 
dimension  to  all  of  these  enigmas, 
but  the  root  cause  — human 
nature  — appears  to  be 
immutable.  OSMA 


Ralph  Fried,  MD,  Cleveland,  is 
retired  from  practice  but  is  a 
frequent  contributor  to  OHIO 
Medicine. 
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CLINICAL  AND  SCIENTIFIC 


SECRETARY  BACK  SYNDROME 

John  H.  Wehby,  MD 


Secretary  Back  Syndrome,  the  title  appropriate  and 
descriptive,  the  concept  original  and  useful,  de- 
scribes an  intermittent,  recurrent,  symmetrical  low- 
back  pain  induced  by  swivel-chair  exposure.  The 
swivel  chair,  by  its  very  mechanical  nature,  frequently 
invites  poor  posture,  causing  a symmetrical,  recur- 
rent, lumbosacral  strain.  Swivel-chair  exposure, 
transiency  and  recurrence  of  low-back  pain,  i.e. 
weekend  and  vacation  recovery,  physical  finding  of 
symmetrical  low-back  tenderness  and  spasm,  and 
relatively  unremarkable  X-ray  findings,  all  serve  to 
support  the  above  stated  syndrome.  The  treatment 
requires  abstinence  of  swivel-chair  exposure,  an 
obvious,  to-date,  hidden  occupational  hazard,  and 
a switch  to  the  time-honored  stationary  chair  in  order 
to  affect  a total  and  permanent  recovery.  Secretary 
Back  Syndrome  is  a valuable  diagnostic  concept  if 
appropriately  suspected  and  included  in  the  differ- 
ential diagnosis  and  treatment  of  low-back  pain. 


Introduction 

Low-back  pain,  centuries  old,  is  a relatively  simple  diagnosis 
to  establish.  However,  appropriate,  effective,  and  successful  treat- 
ment to  date  has  been  rather  dismal  for  even  the  most  astute 
clinical  diagnostician. 

As  such,  valiant  attempts  continue  to  fall  short  of  their  in- 
tended goal,  mainly  because  we,  as  physicians,  most  often  resort 
to  treating  the  effects  rather  than  the  cause  of  low-back  pain. 
What  results  is  a dissatisfied  patient,  physician  and  insurance 
company. 

Dilemma  presented,  an  insufficient  cause-effect  relationship 
of  low-back  pain  may  be  part  of  the  explanation  resulting  in 
an  inadequate  differential  diagnosis  and  thereby,  inadequate 
treatment. 


John  H.  Wehby,  MD,  is  a family  practitioner  in  Cincin- 
nati. 


In  one  such  cause-effect  relationship,  the  overt  symptoms 
of  low-back  pain  induced  by  the  covert  cause-effect  relationship 
make  Secretary  Back  Syndrome  an  interesting,  useful  and,  to 
date,  unreported  producer  and/or  preserver  of  low-back  pain. 

Secretary  Back  Syndrome  denotes  low-back  pain  induced  by 
swivel-chair  exposure  (Fig.  1).  Transiency  and  recurrence  of 
symptoms,  (weekend  recovery),  contact  with  the  swivel  chair  — 
which  creates  an  occupational  hazard  — and  relatively  negative 
X-ray  findings  should  arouse  suspicion  of  Secretary  Back  Syn- 
drome. 

Mechanism 

The  very  mechanical  nature  of  the  swivel  chair  frequently 
invites  poor  posture,  mainly  by  preventing  the  spine  to  ever 
achieve  a position  of  rest,  i.e.,  free  of  musculoskeletal  tension. 
The  slumping,  leaning  and  bending  are  all  but  just  a valiant 
attempt  to  counter  the  chair’s  pivotal  and  rotational  motion, 
and  unfortunately  the  brunt  of  the  insult  is  to  the  lower  spine, 
causing  a slow,  progressive  and  usually  symmetrical  lumbo-sacral 
strain. 

Anatomy  and  Physiology 

The  spine  is  essentially  nothing  more  than  an  anti-gravity 
system  composed  of  a series  of  vertebral  bodies  which  function- 
ally provide  bodily  support  and  spinal  cord  protection. 

Secretary  Back  Syndrome  most  often  affects  the  lumbo-sacral 
spine  because  if  the  extension  of  the  lumbar  spine  is  moderate, 
flexion  of  same  is  even  less  and  is  virtually  limited  to  the  lumbo- 
sacral joint  (75%),  and  the  adjacent  L4L5  joint  (20%).  Extension 
occurs  exclusively  within  the  lumbar  segment.  No  significant 
flexion  or  extension  occurs  in  the  dorsal  spine.  The  moving  spine 
flexes  and  extends  within  a pattern  of  lumbo-pelvic  rhythm.' 

Also,  because  swivel-chair  exposure  presents  its  reversible  side 
effects  while  in  the  sitting  position,  it  should  be  appreciated  that 
physiologically  it  is  in  this  position,  the  sitting  position,  that 
the  intradiscal  pressure  is  at  its  greatest  intensity  — much  more 
so  than  in  the  standing  or  lying  position.'  This  fact  alone  explains 
why  most  people  with  Secretary  Back  Syndrome  are  more  com- 
fortable standing  than  sitting.  Unfortunately,  sitting  is  a secre- 
tary’s postural  niche. 
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Recovery  from  Secretary  Back  Syndrome  should  be 
permanent  if  patients  are  encouraged  to  switch  to  a no- 
frills  stationary  chair. 


Swivel  chairs  cause  Secretary  Back  Syndrome,  the  author 
contends,  because  they  invite  poor  posture  and  don’t  allow 
the  spine  to  rest. 


Diagnostic  Workup 

A careful  history  can  unearth  the  etiology  and  is  usually  the 
only  method  of  detecting  the  culprit.  The  cause-effect  relation- 
ship of  the  patient  with  the  swivel  chair  is  the  minimal  require- 
ment for  this  diagnosis.  Subjectively,  low-back  pain  is  voiced; 
objectively,  physical  findings  may  vary  from  a mild  low-back 
tenderness  to  marked  lumbo-sacral  spasm  and  straightening  of 
the  lumbo-sacral  spine.  X-ray  findings,  at  best,  reflect  the  physi- 
cal examination  finding  of  lumbo-sacral  spasm. 

Treatment 

Time-honored  bed  rest,  local  heat,  muscle  relaxants  and  anal- 
gesics will  usually  affect  a total  and  rapid,  uneventful  recovery. 
Unfortunately,  the  recovery  will  be  temporary  and  recurrence 
of  low-back  pain  is  the  rule  if  the  patient  does  not  abstain  from 
using  the  swivel  chair.  The  patient  should  be  advised  to  use  the 
time-honored,  no-frills,  non-versatile  stationary  chair  (Fig.  2) 
and  recovery  will  be  permanent. 

Comment 

The  author  has  observed  82  patients  with  Secretary  Back 


Syndrome  who  have  obtained  relief  by  the  following  treatment 
described  herein.  A total  of  20  patients  voluntarily  re-exposed 
themselves  to  the  effects  of  the  swivel  chair.  All  20  experienced 
an  immediate  return  of  symptoms  which,  in  the  author’s 
opinion,  coincides  with  Koch’s  remise  for  cause  and  effect,  or 
post  hoc  ergo  propter  hoc. 

Secretary  Back  Syndrome,  endemic  in  the  secretarial  popula- 
tion for  obvious  reasons,  herein  defined,  is  a valuable  diagnostic 
concept  if  appropriately  suspected  and  included  in  the  differen- 
tial diagnosis  and  treatment  of  low-back  pain.  Appropriate  use 
of  this  concept  could  eliminate  unnecessary  recurrent  morbidity 
and  disability  on  the  part  of  the  patient,  not  to  mention  the  un- 
told expense  and  sick  leave  inconvenience  on  the  part  of  insur- 
ance companies  and  employers  alike,  and  thus  add  to  the  diag- 
nostic armamentarium  and  therapeutic  effectiveness  of  the  physi- 
cian in  this  rather  hidden  occupational  hazard. 
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CLINICAL  AND  SCIENTIFIC 


RECONSTRUCTION  OF  SEVERE  BURN  DEFORMITIES 
OF  THE  UPPER  EXTREMITY 

William  H.  Seitz,  Jr.,  MD 


A case  of  severe  post  burn  deformity  involving  mul- 
tiple joints  in  both  upper  extremities  is  presented. 
Principles  of  rehabilitation  and  surgical  reconstruc- 
tion are  detailed  which  demonstrate  the  importance 
of  a close  working  relationship  between  surgeon, 
patient  and  therapist.  This  case  serves  as  an  excel- 
lent example  of  how  a systematic  approach  to  severe 
burn  deformities  can  transform  disaster  into  a favor- 
able functional  outcome. 


William  H.  Seitz,  Jr.,  MD,  is  an  orthopedic  surgeon  at 
Mt.  Sinai  Medical  Center  and  an  assistant  clinical  profes- 
sor at  Case  Western  Reserve  University  School  of  Medi- 
cine. 


Introduction 

Sophisticated  techniques  now  exist  to  treat  and  save  patients 
with  severe  burns.  However,  as  more  patients  survive  devastating 
burns  the  deformities  resulting  from  these  burns  are  presenting 
major  reconstructive  dilemmas  to  the  treating  surgeons.  In  no 
area  are  these  deformities  more  challenging  than  in  the  upper 
extremity  where  a complex  interaction  of  multiple  joint  motion, 
fine  motor  control  and  sensory  feedback  are  needed  to  achieve 
adequate  function.'  Dysfunction  can  render  the  patient  severely 
disabled  and  dependent.  Because  of  the  great  frequency  with 
which  the  hand  and  upper  extremity  are  involved  in  major  burns 
an  orderly,  comprehensive  approach  to  reconstruction  of  post- 
burn deformities  is  mandatory.'-^ 

The  following  case  represents  a series  of  complications  of 
extensive  burn  deformities  involving  almost  all  joints  and  many 
structures  of  both  upper  extremities.  It  serves  as  an  excellent 
example  of  the  variety  of  reconstructive  surgical  techniques  avail- 
able to  restore  function  following  severe  burns.  It  also  demon- 
strates the  necessity  to  develop  a close  working  relationship 


398 


OHIO  Medicine 


Figure  1: 

Radiograph  of  the  patient’s  right 
elbow  demonstrating  heterotopic 
bone  formation  posteriorly  and 
posteromedially  blocking  motion  and 
causing  entrapment  of  the  ulnar 
nerve.  Both  elbows  were  fixed  in  30° 
flexion. 


Figure  2: 

Photographs  of  the  patient’s  right  hand  shows  extensive  dorsal  scarring  with 
thumb  amputation  (A).  Palmar  view  shows  contracted  thumb  stump  with 
obliteration  of  first  web  space  (B). 


between  surgeon,  patient  and  therapist.  A management  rationale 
is  presented  for  surgical  intervention  in  conjunction  with  ongoing 
rehabilitation  techniques. 

Case  Report 

A 62-year-old,  right-handed  male  tailor  sustained  a flash 
burn  when  an  aerosolyzed  can  of  flammable  fluid  was  ignited 
by  a power  tool  with  which  he  was  working  in  his  shop.  He  sus- 
tained third  degree  burns  of  his  face,  head  and  neck,  shoulders, 
arms,  forearms  and  hands,  chest,  abdomen  and  upper  thighs 
comprising  approximately  50  percent  of  his  total  body  surface 
area.  He  was  initially  well  managed  in  a burn  unit  with  debride- 
ment, dressings,  tracheostomy  and  split  thickness  skin  grafting. 
He  was  comatose  and  on  a respirator  for  over  a month  and  his 
course  was  complicated  by  acute  suppurative  cholecystitis  requir- 
ing emergency  cholecystectomy. 

Despite  ongoing  physical  and  occupational  therapy  the  pa- 
tient developed  severe  burn  contractures  of  both  shoulders, 
elbows,  wrists  and  hands.  In  addition,  ectopic  bone  formed 
about  both  elbows  causing  a complete  bony  block  to  motion 
fixed  at  30°  from  full  extension  and  a progressive  entrapment 
neuropathy  of  both  ulnar  nerves  (Figure  1).  His  right  hand  had 
been  extensively  grafted  with  split  thickness  skin  and  his  right 
thumb  had  been  amputated  at  the  metacarpal  phalangeal  joint 
and  the  remaining  metacarpal  was  contracted  in  adduction 
against  the  index  ray,  essentially  obliterating  the  thumb  web 
space.  In  the  remaining  digits  there  was  0°-I5  ° MP  joint  motion 
and  no  IP  joint  motion  in  any  finger  (Figure  2 A,B). 

The  left  hand  demonstrated  similar  scarring,  but  with  ampu- 
tation of  all  five  fingers  through  the  proximal  phalanges  (Figure  3 


A,B).  Shoulder  motion  was  limited  to  40°  total  elevation  and 
40°  of  external  rotation  with  internal  rotation  to  only  the  level 
of  the  sacrum. 

These  combinations  of  deformities  rendered  the  patient  total- 
ly dependent  on  others  for  dressing,  grooming,  toileting  and  eat- 
ing at  the  time  of  his  presentation  for  reconstruction. 

Assessment  of  the  diffuse  involvement  of  both  upper  extremi- 
ties indicated  the  necessity  for  preoperative  aggressive  therapy 
to  all  joints.  A program  of  active,  active-assisted  and  passive 
range  of  motion  to  the  shoulders  and  hands  in  conjunction  with 
compressive  and  fluido  therapy  was  undertaken.  In  two  months 
active  shoulder  elevation  improved  to  135  ° and  145  ° respectively 
on  the  right  and  left  and  MP  motion  of  the  four  remaining  right 
fingers  im.proved  to  50°  while  total  interphalangeal  joint  motion 
increased  to  60°  in  each  finger.  An  offset  thumb-post  orthosis 
was  fabricated  to  allow  grasp  and  pinch  activities  on  the  right. 
Elbow  ankylosis  in  nearly  full  extension,  bilaterally,  still  rendered 
the  patient  quite  helpless. 

A staged  reconstruction  was  then  planned  and  carefully 
mapped  out  beginning  with  restoration  of  elbow  function  and 
release  of  the  entrapped  ulnar  nerves.^’’*  This  would  be  sequen- 
tially followed  by  creation  of  a thumb-palm  web  space  allowing 
gross  grasp  and  pinch  on  the  left,  creating  a new  web  space  on 
the  right, ^ and  construction  of  a new  thumb  on  the  right. 
This  was  all  planned  in  conjunction  with  aggressive  ongoing 
upper  extremity  therapy. 

The  first  surgical  procedure  was  to  restore  right  elbow  func- 
tion. A medial  approach  to  the  elbow  was  utilized  to  resect  all 
ectopic  bone.  This  necessitated  removal  of  much  of  the  joint 
capsule  and  medial  colateral  ligament  complex.  A medial  epicon- 
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An  intimate  liaison  of  surgeon,  therapist  and  patient  must  be 
formed  in  order  to  carry  out  successful  reconstruction. 


dylectomy  was  carried  out  to  decompress  the  ulnar  nerve.’  The 
medial  colateral  ligament  complex  was  reconstructed  with  syn- 
thetic non-absorbable  graft  material  (Figure  4 A,B)  and  a hinged 
elbow  orthosis  was  fabricated  by  the  therapist  and  immediate 
range  of  motion  was  begun  post  operatively.  One  month  later 
the  patient  had  complete  resolution  of  ulnar  nerve  symptoms 
and  an  active  range  of  motion  from  10°  to  120°  flexion  with 
complete  elbow  stability.  At  this  point  an  identical  procedure 
was  performed  on  the  left  elbow,  with  similar  results. 

With  return  of  functional  elbow  motion  the  patient  was  able 
to  perform  more  and  more  independent  activities  with  the  aid 
of  his  orthotic  device.  Additionally,  marked  improvement  in 
small  joint  motion  was  observed. 

Three  months  following  the  initial  procedure  reconstruction 
of  the  left  hand  was  undertaken.  A resection  of  the  index  meta- 
carpal to  create  a new  functional  thumb  web  space  was  planned. 
This  required  careful  counseling  of  the  patient  who  had  already 
lost  so  much  substance  in  both  hands.  Explanation  that  this 
would  improve  function  and  the  removed  bone  could  later  be 
used  for  contralateral  thumb  reconstruction  enabled  the  patient 
to  accept  our  plan.  A resection  of  the  index  metacarpal  was  then 
performed  with  preservation  of  all  local  intrinsic  muscles.  Local 
flaps  and  remote  full  thickness  skin  grafts  were  used  to  create 
a functional  thumb  web  space  held  in  place  with  a K-wire  and 
the  resected  index  metacarpal  was  sterilely  preserved  in  our  bone 
bank  for  future  use  (Figure  5 A,B,C). 

Following  maturity  of  flaps  and  grafted  skin  a rehabilitation 
program  was  again  begun.  Two  months  later  the  patient  was 
using  the  left  hand  well  for  activities  of  daily  living  and  he  was 
brought  back  to  the  operating  room  for  right  thumb  reconstruc- 
tion. Since  he  had  good  sensation  at  the  tip  of  the  amputated 
thumb  stump  a lengthening  procedure  was  elected  for  two-stage 
reconstruction. A thumb  web-deepening  procedure  was  per- 
formed and  a transverse  osteotomy  of  the  thumb  metacarpal 
was  carried  out  following  application  of  a mini  external  fixa- 
teur/lengthening  device  and  an  axial  Kirschner  wire  to  maintain 
alignment,'”  (Figure  6 A,B,C). 

The  lengthening  device  was  distracted  1 mm  per  day  until 
3 cm  augmentation  of  thumb  length  was  achieved.  After 
six  weeks  the  patient  was  taken  back  to  operating  room  for 
removal  of  the  lengthening  device,  interposition  of  autogenous 
bone  graft  (using  his  stored  contralateral  index  metacarpal)  and 
internal  fixation  with  a mini  fragment  plate  and  screws  (Figure 
7 A,B). 

He  was  started  on  an  immediate  post-operative  hand  therapy 
program.  By  six  months  following  completion  of  the  last  surgery 
the  patient  weis  totally  independent  in  all  activities  of  daily  living. 
He  was  able  to  drive  his  car,  mow  his  lawn,  perform  household 
repair  work  and  was  even  able  to  sew,  and  is  again  working  as 
a tailor  one  year  following  his  last  surgery  (Figure  8 
A,B,C,D,E,F). 


Discussion 

The  resultant  deformities  of  severe  burns  of  the  upper  extrem- 
ity can  be  devastating  and  cause  marked  disability.  A systematic 
approach  to  the  deformities  by  surgeon  and  therapist  can  result 
in  substantial  improvement  in  the  level  of  function. 

The  case  presented  demonstrates  a variety  of  complex  burn 
deformities.  It  emphasizes  the  impact  of  preoperative  as  well 
as  post-operative  rehabilitation  and  the  importance  of  thorough 
patient  education  and  counseling.  Additionally,  a systematic  sur- 
gical approach  is  outlined. 

Progressively  mobilizing  the  upper  extremity  from  proximal 
to  distal  allows  adequate  positioning  of  the  hand  in  space.  In 
this  way  orthotic-assisted  hand  activity  can  temporarily  become 
functional  as  the  shoulder  and  elbow  become  increasingly  more 
mobile. 

When  hand  reconstruction  is  undertaken,  further  ablation 
may  be  necessary  to  achieve  function,  but  resected  parts  can  be 
“banked”  and  later  utilized  for  further  reconstruction. 

Summary 

In  summary,  an  intimate  liaison  of  surgeon,  therapist  and 
patient  must  be  formed  to  educate  the  patient,  and  to  plan  and 
carry  out  a successful  course  of  reconstruction  of  the  upper 
extremity  with  severe  burn  deformity.  A complex  case  is 
presented  to  exemplify  these  principles. 
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Figure  5: 

Photographs  of  the  left  hand  imme- 
diately following  division  of  syn- 
dactyly at  the  first  web  space  and 
excision  of  index  metacarpal  to  allow 
deepening  of  web  space  and  improve 
opposition  and  abduction  (A,B,C). 
Full  thickness  skin  grafts  and  local 
flaps  have  been  used  to  cover  the  web 
space  while  a K-wire  holds  the  thumb 
metacarpal  in  abduction. 


Figure  3: 

Photographs  of  the  left  hand  (A  & B)  demonstrate  loss  of  all  fingers  with  severe 
scar  contracture  and  post-burn  syndactyly  eliminating  any  grasp  or  pinch  func- 
tion. 


Figure  4: 

Medial  epicondylectomy  and  excision  of  all  periarticular  hetero  topic  bone  has 
been  carried  out  while  the  ulnar  nerve  has  been  decompressed  and  allowed 
to  remain  in  its  normal  anatomic  position  at  the  elbow  (A).  With  the  ulnar 
nerve  slightly  retracted  the  reconstruction  of  the  medial  colateral  ligament  is 
seen  at  the  tip  of  the  surgical  clamp  (B).  Note  the  preservation  of  motor  branches 
to  the  flexor  carpi  ulnaris  as  the  ulnar  nerve  passes  between  its  two  heads. 


B 
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Figure  6: 

Photograph  of  the  right  hand  immediately  following  divi- 
sion of  syndactyly  with  web  space  deepening  and  thumb 
metacarpal  osteotomy  with  application  of  lengthening 


device  (A).  Interim  photograph  at  four  weeks  (B)  shows 
skin  graft  incorporation  with  gradual  thumb  lengthening. 
Radiograph  at  six  weeks  demonstrates  lengthening  of  3 
cm  (C). 


A 

Figure  7: 


Photograph  of  newly  constructed 
right  thumb  shows  autogenous 
banked  bone  graft  held  in  place  with 
mini  fragment  plate  and  screws  (A). 
X-rays  one  year  post-surgery  demon- 
strate complete  healing  and  incor- 
poration of  graft  (B). 


B 


A B 

Figure  8: 

One  year  following  surgery  patient  demonstrated  nearly  full  elbow  motion  (A 
& B).  Gross  grasp  and  strength  is  noted  as  the  patient  drives  a nail  with  a 
16-ounce  hammer  (C).  Return  of  fine  motor  skills  and  dexterity  are  seen  as 
patient  threads  a needle  (D),  threads  nut  on  bolt  (E),  and  uses  peg  board  (F). 
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Melanoma  increase  not  an  illusion 


The  explosive  increase  in  the 
number  of  melanoma  cases  in  the 
United  States  is  not  just  the  result 
of  better  reporting  techniques,  says 
Darrell  S.  Rigel,  MD,  Clinical 
Professor  of  Dermatology  at  the 
New  York  University  Medical 
School.  Dr.  Rigel  recently  told 
physicians  attending  the  47th 
Annual  Meeting  of  the  American 
Academy  of  Desmatology  that 
facts  prove  the  increase  is  real  and 
not  just  a statistical  phenomenon. 

“The  growth  in  the  number  of 
cases  since  1980  has  been  93%  in 
the  United  States.  This  rate  of 
increase  is  roughly  the  same  as  the 
rate  found  in  21  studies  in  16  other 
nations.” 


However,  along  with  the  increase 
in  deaths  has  come  an  increase  in 
the  number  of  persons  who  survive 
the  disease  — a point  which  Dr. 
Rigel  says  validates  his  statement. 

“The  current  five-year  survival 
rate  among  melanoma  patients  is 
83%  compared  to  40%  in  the 
1940s  and  60%  in  the  1960s.  At 
the  same  time,  the  death  rate  has 
tripled  since  1960.  The  only  way 
both  of  these  can  occur  at  the 
same  time  is  for  there  to  be  an 
increase  in  the  incidence  of  the 
disease,”  Dr.  Rigel  says. 

He  adds  that  the  increase  in 
melanoma  over  the  past  few 
decades  is  attributable  to  the 
effects  of  the  cumulative  damage 


done  by  years  of  exposure  by 
persons  with  unprotected  or 
underprotected  skin  to  sunlight. 
However,  he  points  out  that 
educational  efforts  by  the 
American  Academy  of 
Dermatology  and  other 
organizations  are  already  beginning 
to  have  an  impact  in  terms  of  the 
number  of  deaths  caused  by 
melanoma. 

“This  is  the  first  time  that  we’ve 
seen  a flattening  of  the  curve  in 
any  respect  with  regard  to 
melanoma,”  Dr.  Rigel  says.  “I 
think  it  is  due  to  the  fact  that  we 
have  been  successful  in  making 
people  more  aware  of  the  disease, 
and  consequently  they  are  coming 
in  for  diagnosis  and  treatment 
when  the  disease  is  still  in  the 
treatable  stage.” 


May  1989 


403 


CLINICAL  AND  SCIENTIFIC 


PANCREATIC  CANCER:  TODAY’S  FRONTIER 

John  M,  Howard,  MD 


The  Present  State 

The  incidence  of  cancer  of  the  pancreas  in  the 
U.S.  is  increasing.  The  diagnosis  can  be  made  pre- 
operatively  with  increasing  precision.  Resection  can 
be  accomplished  with  a mortality  rate  now  reduced 
below  5%.  Long-term  survival  remains  low  — about 
5%. 

The  Present  Frontier 

Having  accomplished  the  technical  improve- 
ments in  the  safety  of  resection,  the  immediate  fron- 
tier is  the  evaluation  of  combined  modalities:  resec- 
tion, irradiation  and  chemotherapy  as  definitive,  pri- 
mary (intraoperative)  treatment.  The  adjunctive  use 
of  intraoperative  irradiation  promises  to  extend  the 
practicality  of  resection  to  numerous  patients  previ- 
ously deemed  unresectable. 


The  Problem 

The  incidence  of  pancreatic  cancer  in  the  United  States  is 
increasing,  especially  in  the  black  population.  In  1985  pancreatic 
cancer  resulted  in  the  death  of  23,102  patients  in  the  U.S.‘  In 
1986  there  were  an  estimated  1,300  new  cases  in  Ohio.^  The  inci- 
dence in  males  is  higher  than  females  — occurring  almost  twice 
as  frequently  among  American  males.’  Its  incidence  increases 
with  age,  peaking  in  the  sixth  to  eighth  decade.  Cancer  of  the 
pancreas  is  known  to  occasionally  occur  in  children. 

Prevention  and  Risk  Factors:  Numerous  factors  have  been 
proposed  as  placing  the  patient  at  risk  for  the  development  of 
pancreatic  cancer.  Among  these  the  most  important  appears  to 
be  a long  history  of  cigarette  smoking.  Other  suggested  factors 
such  as  alcohol,  diabetes,  tea,  coffee,  caffeine,  asbestos  or  irradi- 
ation have  not  yet  been  demonstrated  as  important.  Chronic  ex- 
posure to  petroleum  products  appears  to  create  an  increased  risk. 
Chronic  pancreatitis  in  the  U.S.  does  not  appear  to  predispose 


John  M.  Howard,  MD,  is  a professor  of  surgery  at  the 
Medical  College  of  Ohio  in  Toledo. 


to  pancreatic  cancer  but  the  experience  of  surgeons  in  southern 
India,  where  the  incidence  of  chronic  pancreatitis  is  quite  high, 
suggests  that  the  incidence  of  pancreatic  cancer  in  their  pan- 
creatitis patients  may  be  higher  than  anticipated. 

Diagnosis  and  Staging 

The  diagnosis  of  pancreatic  cancer  can  currently  be  made 
with  increasing  precision.  Nevertheless,  the  tumor  has  often 
spread  beyond  the  pancreas  by  the  time  the  patient  presents  for 
treatment.  The  delay  in  treatment  is  partially  patient  delay,  partly 
physician  delay,  but  characteristically  the  delay  appears  to  reflect 
a relatively  silent  progression  of  the  tumor  before  it  becomes 
overtly  symptomatic.  At  present,  the  manifestations  which  lead 
to  physician  involvement  include  pain  in  the  upper  abdomen  or 
back,  anorexia,  weight  loss  and  obstructive  jaundice.  Other 
factors  include  development  of  an  abdominal  mass,  mild  or  oc- 
cult gastrointestinal  bleeding,  or  an  episode  of  acute  pancreatitis. 

CT  scanning  and  ERCP  (including  gastroduodenoscopy)“ 
are  the  most  useful  diagnostic  studies  but  in  the  presence  of  jaun- 
dice, the  diagnosis  of  malignant  obstruction  can  almost  be  made 
at  the  bedside.  Approximately  25%  of  patients  with  pancreatic 
cancer  also  have  gallstones.  Initial  identification  of  the  gallstones 
may  be  a red  herring,  leading  to  delay  and  unnecessary  reopera- 
tion. Magnetic  nuclear  scanning  has  not  provided  additional  in- 
formation. 

Metastases  to  the  lung  or  bone,  as  seen  on  an  initial  chest 
X-ray  or  bone  scan,  are  seldom  observed.  CT  identification  of 
metastases  in  the  liver  is  not  usually  sufficiently  conclusive  to 
permit  definitive  diagnosis  but  it  may  lead  to  percutaneous 
needle  biopsy  of  the  liver.  Arteriographic  findings,  although 
quite  helpful  to  the  surgeon,  seldom  demonstrate  a conclusive 
contraindication  to  operation.  Ascites  will  occasionally  be 
present,  but  this  in  itself  is  not  an  indication  of  inoperability. 

Research  studies  in  Great  Britain  involving  frequent  utiliza- 
tion of  ERCP  for  non-specific  symptoms  did  not  lead  to  an  early 
diagnosis.^'*  A study  at  the  University  of  Chicago,  consisting 
of  laparotomy  based  on  relatively  vague  or  unexplained  symp- 
toms did  not  lead  to  significant  improvement  in  early  diagnosis.’ 

The  use  of  monoclonal  antibodies,  isotopically  tagged,  for 
imaging  (localization)  of  pancreatic  cancer  or  its  metastases  is 
underway  in  several  centers. 

CA  19-9:  CA  19-9  appears  to  be  a serum  marker  that  is  more 
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sensitive  than  previous  markers  such  as  CEA.®’’  The  serum  level 
of  this  tumor  antigen  (CA  19-9)  is  elevated  in  approximately 
85-90%  of  patients  with  pancreatic  cancer.  It  would  appear  that 
patients  who  are  Lewis  blood  type  negative  may  have  a negative 
CA  19-9  titer  in  spite  of  advanced  pancreatic  cancer.  Approxi- 
mately 10%  of  the  population  is  Lewis  blood  type  negative,  so 
the  test  is  not  valid  in  this  group.  The  use  of  CA  19-9  titer  for 
evidence  of  recurrence  after  treatment  is  promising  but  has  not 
been  adequately  evaluated. 

Percutaneous  Needle  Biopsy:  Percutaneous,  CT-guided 
“skinny  needle”  biopsy  prior  to  operation,  has  been  widely  uti- 
lized. There  has  been  a reluctance  among  many  surgeons  to  use 
it  in  patients  in  whom  laparotomy  is  anticipated  for  fear  that 
the  percutaneous  technique  may  result  in  the  spread  of  tumor 
along  the  needle  tract.  It  has  been  most  useful  in  those  patients 
who  apparently  have  metastatic  disease  in  the  liver,  in  that  the 
metastasis  may  be  biopsied.  Since  the  majority  of  the  patients 
will  present  with  obstructive  jaundice,  laparotomy  may  still  be 
necessary  even  in  the  presence  of  metastatic  disease.  Zarnoza'" 
noted  the  reported  accuracy  of  percutaneous  biopsy  of  pancreatic 
cancer  to  average  76%  in  cumulative  reports  of  410  patients. 
As  summarized  by  Jordan,'"  the  reported  accuracy  of  intraopera- 
tive fine  needle  biopsy  in  11  series  averaged  89%. 

Spread-Staging:  An  earlier  report  (1970-1973)  by  the  National 
Cancer  Institute  indicated  that  among  all  patients  at  the  time 
of  diagnosis  of  pancreatic  cancer,  the  cancer  was  localized  to 
the  gland  in  15%  and  an  equal  number  (14%)  had  regional 
spread.'^  This  incidence  (15-29%)  approximated  the  resectability 
rate  of  the  ’70s.  The  rate  of  resectability  appears  now  to  be 
steadily  increasing,  particularly  because  increasing  experience 
permits  inclusion  of  older  patients  and  larger  tumors. 

At  present,  approximately  half  of  our  patients  who  reach 
the  stage  of  exploration  are  resectable.  This  figure  is  lower  in 
most  series  but  the  rate  may  be  influenced  by  the  decades  under 
discussion,  by  referral  patterns,  and  by  the  surgeon’s  experience. 

The  author  has  never  seen  invasion  of  the  inferior  vena  cava 
at  the  time  of  operation.  Invasion  of  the  superior  mesenteric 
vein  or  portal  vein  has  been  a relative  but  not  an  absolute  con- 
traindication to  resection  and  is  being  re-evaluated  by  the  author 
as  adjuvant  therapies  become  available.  Lymph  node  metastases 
in  the  area  of  the  pancreas  is  seldom  a contraindication  to  resec- 
tion. The  size  of  the  tumor  is  not  a major  factor  in  determining 
resectability  since  the  mucinous  cystadenocarcinoma  reaches  a 
large  size,  yet  provides  one  of  the  better  therapeutic  opportuni- 
ties. In  general,  however,  small  tumors  may  offer  the  better 
prognosis. 

The  Japanese  have  evolved  a detailed  staging  of  pancreatic 
cancer  which  has  not  yet  been  widely  evaluated.  At  the  Medical 
College  of  Ohio,  a simple  staging  is  utilized:  In  Stage  I no  spread 
is  identified  beyond  the  pancreas;  Stage  II  involves  invasion  of 
adjacent  structures;  Stage  III  involves  local  lymph  node  metasta- 
sis; and  Stage  IV  distant  metastases.  Stage  I,  II  and  III  tumors 
are  often  resectable.  As  personal  experience  increases,  fewer 
tumors  are  unresectable. 

Classification  of  Cancer  of  the  Exocrine  Pancreas 

Along  the  frontier,  one  of  the  important  areas  is  the  distinc- 
tion between  various  histologic  types  of  pancreatic  carcinomas. 


Cubilla  and  Fitzgerald"’  have  divided  pancreatic  carcinomas  into 
21  subtypes.  Although  the  majority  of  the  tumors  fall  into  the 
usual  ductal  adenocarcinoma  category,  several  other  types  have 
been  shown  to  have  a distinctly  better  prognosis.  The  mucinous 
cystadenocarcinoma,  often  occurring  in  young  females,  has  a 
relatively  good  prognosis,  as  does  the  less  frequently  occurring 
papillary  cystic  epithelial  carcinoma.  Pathologists  around  the 
country  with  limited  experience  with  pancreatic  cancer  have  been 
slow  to  utilize  the  expanded  classification. 

The  use  of  flow  cytometry  as  a means  of  establishing  prog- 
nosis is  under-investigation.  It  has  proved  useful  in  the  study 
of  other  malignancies  including  carcinoma  of  the  colon  and 
breast. 

Treatment 

Treatment  is  based  on  resection.  The  frontier  centers  around 
the  evaluation  of  adjuvant  therapy  (irradiation  and  chemother- 
apy) in  association  with  resection. 

The  operative  mortality  for  Whipple  resection  has  fallen 
dramatically  over  the  past  two  decades  as  experience  has  in- 
creased in  the  larger  centers  and  as  the  overall  standards  of  opera- 
tive and  postoperative  care  have  improved  across  the  nation. 
Today,  in  numerous  large  centers  around  the  world,  where  pan- 
creatic resection  is  concentrated  in  the  hands  of  a small  group 
of  surgeons  in  each  center,  the  operative  hospital  mortality  rate 
has  diminished  to  5%  or  less.  The  high  mortality  rates  of  the 
previous  era  are  often  quoted  but  are  no  longer  representative 
of  modern  practice  and  their  use  in  describing  the  “state  of  the 
art”  is  a disservice  to  the  patient  and  the  profession.  Including 
patients  with  benign  disease,  the  mortality  rate  of  the  Whipple 
resection  in  the  hands  of  the  author  is  2.7%,  four  deaths  among 
155  patients.  These  four  deaths  were  associated  with  malignancy, 
a mortality  rate  of  3.3%  among  the  123  patients  with  malig- 
nancy. With  this  low  operative  mortality  rate,  the  author  feels 
justified  in  resection,  in  selected  cases  of  suspected  cancer,  in 
the  absence  of  histological  proof  of  cancer.  Most  of  the  resec- 
tions for  benign  disease  included  in  this  series,  however,  have 
been  knowingly  but  selectively  performed  for  the  treatment  of 
chronic  pancreatitis. 

Fortner'""  as  well  as  several  Japanese  surgeons  are  exploring 
the  effectiveness  of  radical  resection  of  cancer  of  the  pancreas. 
Fortner  has  emphasized  extending  operation  in  the  patient  with 
advanced  cancer  to  resection  of  the  large  vessels  around  the 
pancreas.  His  results,  to  date,  have  been  relatively  disappointing 
although  he  has  significantly  broadened  our  technical  armamen- 
tarium. Japanese  surgeons  have  extended  operation  to  regional 
lymph  node  dissections  along  the  aorta  and  celiac  axis.  Striking 
in  their  results,  as  in  this  author’s  observation,  is  that  resection 
of  the  nodes  along  the  celiac  axis  may  apparently  include  resec- 
tion of  celiac  ganglia,  resulting  in  a transient  postoperative  diar- 
rhea. The  same  phenomena  is  seen  in  a few  of  the  patients  who 
receive  intraoperative  irradiation  to  the  area  of  the  cehac  ganglia. 

Brooks'*  has  spearheaded  a reappraisal  of  total  pancreatec- 
tomy, in  contradistinction  to  the  Whipple  resection  of  the  head 
of  the  pancreas.  He  has  been  able  to  lower  the  operative  mortality 
rate  to  7.5%  (and  lower  in  recent  years)  but  the  long-term  sur- 
vival after  total  pancreatectomy  is  similar  to  that  of  the  Whipple 
resection  — approximately  5%  of  patients  undergoing  resection. 
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In  a multi-institutional  study  in  Japan,  106  patients  were 
identified  whose  cancer  of  the  pancreas  was  early  at  the  time 
of  diagnosis  insofar  as  the  size  of  the  tumor  was  concerned.'* 
In  this  group  of  patients  whose  cancers  were  2 cm  or  less  in 
diameter,  the  tumors  were  resectable  in  99%  of  the  cases  with 
a 4%  operative  mortality  rate.  The  five-year  survival  rate  was 
30%.  Thus  the  salvage  rate,  while  good  by  standards  of  today, 
indicates  that  spread  may  occur  while  the  tumor  is  still  small. 

In  a multi-institutional  study  in  this  country,  22  patients  un- 
dergoing apparently  curative  resection  were  compared  with  21 
whose  curative  resection  was  followed  by  postoperative  courses 
of  irradiation  and  five  flurouracil.'^  Four  patients,  three  in  the 
adjuvant  treated  group,  one  in  the  control  group,  lived  five  years. 
Furthermore,  the  median  survival  period  for  the  adjuvant  treated 
group  was  20  months  as  compared  to  11  months  in  the  control 
series.  Although  the  experience  was  limited,  it  was  quite  en- 
couraging. 

Intraoperative  irradiation  of  pancreatic  cancer  has  been 
spearheaded  by  Dobelbower'*  at  the  Medical  College  of  Ohio 
in  Toledo.  He,  as  well  as  other  radiotherapists  have  developed 
specialized  facilities  to  provide  irradiation  directly  to  the  tumor 
during  laparotomy.  This  combines  the  facilities  for  simultaneous 
irradiation  and  operation.  The  findings  so  far  have  demonstrated 
a significant  reduction  in  the  pain  of  unresected  pancreatic 
cancer.  The  operative  mortality  rate  in  the  intraoperative  irradia- 
tion group  has  been  low,  approximately  5%.  The  long-term 
results  are  not  yet  conclusive  but  several  extended-term  survivors 
are  being  observed  and  the  investigators  are  encouraged. 

Of  greater  interest  is  the  study  under  way  at  the  Medical  Col- 
lege of  Ohio,  as  well  as  in  Japan,  of  combining  resection  with 
intraoperative  irradiation.  This  allows  for  extension  of  the  resec- 
tion to  the  patient  whose  tumor  has  invaded  the  mesocolon  or 
the  major  vessels  surrounding  the  pancreas.  Several  tumors,  con- 
sidered unresectable  by  the  original  surgeon  have  subsequently 
been  resected  and  irradiated.  Hiraoka  and  colleagues”  of  Kobe 
have  recently  compared  the  results  of  intraoperative  irradiation 
as  an  adjunct  to  pancreatic  resection  (12  patients)  with  resection 
alone.  Intraoperative  irradiation  improved  their  one-year  survival 
but  not  their  two-year  survival.  In  the  group  with  positive  lymph 
nodes  at  the  time  of  resection,  intraoperative  irradiation  im- 
proved the  mean  survival  time  to  15  months  — as  compared 
with  10  months  for  the  group  with  resection  only.  As  a clinical 
investigation  the  study  is  important  and  encouraging. 

The  combination  of  curative  resection,  intraoperative  irradia- 
tion and  intra-arterial  chemotherapy  has  been  studied  with  strik- 
ingly good  results.^"  These  investigators  at  the  National  Cancer 
Center  Hospital  in  Tokyo  treated  12  patients  by  an  extended  pan- 
creatic resection,  30  Gy  irradiation  intraoperatively  to  the  tissues 
surrounding  the  origins  of  the  celiac  axis  and  superior  mesenteric 
arteries  and  infusion  of  mitomycin-C  into  the  hepatic  artery  or 
portal  vein  during  operation.  Mitomycin-C  was  also  given  post- 
operatively.  Their  one-year  survival  rate  was  86%.  This  was  com- 
pared with  their  prior  one-year  survival  rate  of  27%  following 
conventional  radical  pancreatectomy. 

Hormone  therapy  of  pancreatic  cancer  is  being  extensively 
studied  in  Europe^'  and  is  currently  under  study  at  the  Medical 
College  of  Ohio.  It  has  been  noted  in  several  studies  that  al- 
though pancreatic  cancer  occurs  more  often  in  males,  long-term 


survival  occurs  more  often  in  females.  Nevertheless,  few  pan- 
creatic cancers  are  hormone-sensitive,  in  the  sense  of  standard 
tests  of  progesterone-estrogen  binding.  Estrogen,  however,  is  ap- 
parently essential  for  the  manufacture  of  enzymes  by  the  pan- 
creatic acini. 

Among  the  problems  of  palliative  treatment  of  cancer  of  the 
pancreas  are  the  factors  of  obstructive  jaundice,  gastric  outlet 
obstruction,  pain  and  malnutrition.  The  obstructive  jaundice 
is  managed  reasonably  well  by  biliary  intestinal  bypass.  The 
anastomosis  of  the  gallbladder  to  the  jejunum  is  simpler  than 
choledochojejunostomy  and  usually  proves  adequate  in  the  pa- 
tient with  a short  life  expectancy.  Anastomosis  of  the  gallbladder 
to  the  duodenum  should  be  avoided,  as  growth  of  the  cancer 
may  obstruct  the  anastomosis.  Gastric  outlet  obstruction,  how- 
ever, is  not  always  adequately  treated  by  gastrojejunostomy.  A 
failure  of  gastric  emptying  after  gastrojejunostomy  or  a delay 
in  emptying,  sometimes  for  several  weeks,  has  lead  the  author 
to  the  use  of  a temporary  gastrostomy  and  feeding  jejunostomy 
in  addition  to  gastrojejunostomy.  Furthermore,  a side-to-side 
gastrojejunostomy  may  not  prove  as  effective  as  antrectomy  and 
a Billroth  II  type  gastrojejunostomy  although  this  observation 
requires  further  documentation.  Vagotomy  is  avoided.  Intra- 
operative irradiation,  in  addition  to  appropriate  bypass  pro- 
cedures, in  the  patient  with  unresectable  cancer  is  the  investiga- 
tional frontier  at  our  institution.  Intraoperative  irradiation  is 
usually  omitted  in  the  presence  of  distal  metastases.  As  men- 
tioned, pain  relief  been  observed  in  many  patients  following 
intraoperative  irradiation.  In  a limited  and  selective  experience, 
resection  has  provided  the  best  palliation. 

Continued  Care 

Postoperative  irradiation  to  lesions  localized  to  the  area  of 
or  adjacent  to  the  pancreas  is  routinely  used  at  the  Medical  Col- 
lege of  Ohio  in  those  patients  who  receive  intraoperative  irradia- 
tion, with  or  without  resection  of  the  tumor. 

Home  use  of  intravenous  hyperalimentation  is  being  more 
widely  utilized  in  those  patients  who  require  parenteral  nutrition- 
al supplementation,  particularly  during  periods  of  postoperative 
irradiation.  The  author  finds  it  practical  and  useful  as  a nutri- 
tional aid  for  a finite  period  of  time.  Celiac  ganglion  blockade 
with  alcohol  or  phenol  gives  rewarding  relief  of  pain.  Usually 
such  CT-guided  injections  are  effective  for  one  to  four  months 
and  can  be  repeated.  The  frontier  also  includes  an  evaluation 
of  the  palliative  use  at  home  of  an  epidural  catheter  for  serial 
injection  of  morphine  in  the  patient  with  the  pain  of  incurable 
pancreatic  cancer. 

Summary 

Having  accomplished  the  technical  improvements  in  reducing 
the  operative  mortality  rate  of  pancreaticoduodenectomy  to  less 
than  5%,  the  frontier  consists  of  combining  an  apparentlly  cura- 
tive resection  with  intraoperative  irradiation  and  perhaps  chemo- 
therapy. 


Copies  of  references  may  be  obtained  by  writing  to  OHIO 
Medicine. 
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A HEALTHY  NEW  SIGN 
IN  WEST  VIRGINIA 


The  road  to  recovery  runs  both  ways.  Proof 
of  that  is  the  new  120-bed  Women  and  Children's 
Hospital  of  West  Virginia.  A healthy  new  sign 
for  us  all. 

Women  and  Children's  is  a tertiary  and  special- 
ized care  facility  of  Charleston  Area  Medical 
Center  devoted  exclusively  to  the  physical  and 
emotional  needs  of  women  and  children.  And 
a new  referral  source  for  you,  the  doctors  who 
care  for  them. 


State-of-the-art  technology  combines  with  special- 
ists and  sub-specialists  in  fields  such  as: 

• Infertility  • Perinatology  • Neonatology 
• Pediatric  cardiology,  hematology, 
oncology,  nephrology 

We  value  your  referrals  for  consultation  or  tertiary 
services.  And  we  invite  you  to  take  a tour  of  our 
hospital.  To  arrange  a tour,  or  for  more  information,  call 
our  administrator,  Shirley  Perry  at  (304)  347-9233. 


Women  and 
Children's  Hospital 


Division  of  Charleston  Area  Medical  Center 
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CLASSIFIED  ADVERTISING 


Employment 

Opportunities 


AN  OPPORTUNITY  for  a young  MD  or 
DO  to  join  a large  general  practice,  well 
established,  will  eventually  turn  over  the 
practice.  Contact:  Victor  N.  Kassicieh, 
DO,  15  Public  Square,  Nelsonville,  OH 
45764,  (614)  753-1313  office,  or  (614)  753- 
3703  home. 


CENTRAL  OHIO  — Family  physicians 
needed  to  join  a multi-location  group. 
Minimal  call,  inpatient  hospital  practice 
optional.  Guaranteed  salary  with  bonus, 
malpractice  coverage,  relocation  expenses, 
and  many  other  benefits.  Partnership  eli- 
gibility can  be  arranged  quickly  but  is  not 
required.  Our  opportunities  are  located  in 
a high  growth  area  15  minutes  northwest 
of  Columbus,  Ohio.  Please  send  inquiries 
to  Danny  L.  Boggs,  CEO,  Memorial  Hos- 
pital, 500  London  Avenue,  Marysville, 
OH  43040;  or  call  1-800-686-4677. 


CLEVELAND,  OHIO.  Partnership  op- 
portunity available  with  young,  busy 
family  practitioner  in  suburban  communi- 
ty hospital  setting.  Full  range  of  primary 
care  without  obstetrics.  Board-certified/ 
eligible  — MD  or  DO  required.  Attractive 
salary  and  fringe  benefits.  Strong  practice 
management  support.  For  more  informa- 
tion call  or  write:  Christina  W.  Black, 
Deaconess  Hospital  of  Cleveland,  4229 
Pearl  Rd.,  Cleveland,  OH  44109,  (216) 
459-6860. 


CLEVELAND,  OHIO.  Private  practice 
opportunities  available  (solo,  partnership 
or  group)  at  full  service  community  hos- 
pital on  Cleveland’s  west  side.  Competi- 
tive salary,  fringes  and  malpractice  insur- 
ance. Strong  practice  management  sup- 
port. Board-certified/eligible  — FP/IM/ 
OB-GYN.  For  more  information  contact: 
Christina  W.  Black,  Deaconess  Hospital 
of  Cleveland,  4229  Pearl  Rd.,  Cleveland, 
OH  44109,  (216)  459-6860  or  send  CV. 


EMERGENCY  MEDICINE  IN 
OHIO:  Directorship  of  an  emergency 
department  in  a college  town.  Physi- 
cian-owned emergency  group  seeking 
candidate  BP/BC  in  emergency  medi- 
cine. Excellent  compensation  package 
and  superb  locale.  Hospital  is  located 
in  a town  of  20,000  population  with 
surrounding  population  of  about 
100,000.  Reasonable  driving  distance 
to  major  metropolitan  area.  Local  area 
offers  excellent  school  system,  art  gal- 
lery, active  arts  council,  nearby  dinner 
theatre,  antique  shops  and  country 
club.  Century  Homes  are  available. 
Please  send  CV  to  Emergency  Physi- 
cians, PO  Box  21332,  South  Euclid, 
OH  44121-0332. 


EACULTY  POSITION/GENERAL 
ACADEMIC  PEDIATRICIAN  — The 

Department  of  Pediatrics  at  Case  Western 
Reserve  University  Medical  School  and 
Rainbow  Babies  & Childrens  Hospital 
seeks  an  additional  full-time  faculty  mem- 
ber to  join  the  Division  of  General  Aca- 
demic Pediatrics.  Responsibilities  include 
teaching  medical  students  and  residents, 
direct  patient  care  and  administrative 
duties.  Clinical  research  is  encouraged. 
Rank  and  salary  will  be  commensurate 
with  experience.  Applicants  should  send 
a curriculum  vitae  to  Dr.  Rachel  Garber, 
Department  of  Pediatrics,  CWRU  Med- 
ical School,  2074  Abington  Rd.,  Cleve- 
land, OH  44106  (216)  844-3657.  An  equal 
opportunity/affirmative  action  employer. 

FAMILY  PRACTICE  — A physician- 
owned  group  of  urgent  care/family  prac- 
tice centers  is  seeking  additional  Board- 
certified  family  practice  physicians. 
Family  practice,  walk-in  and  occupational 
health  patients  comprise  this  practice. 
Flexible  hours  and  a controlled  schedule. 
Base  compensation  $75,000  plus  incentive 
eligibility.  Charles  Moore,  First  Care,  Inc., 
3085  West  Market  St.,  Akron,  OH  44313, 
(216)  867-2192. 

HOUSE  PHYSICIAN  - St.  Luke’s  Hos- 
pital, Maumee,  Ohio,  full  time  or  part 
time.  Must  have  Ohio  license  and  cur- 
rent ACLS  certification.  For  informa- 
tion, contact  S.R.  Torres,  MD  (419)  893- 
5968  or  (419)  893-9413. 


HOUSE  SURGEON  — Board-certified 
or  eligible.  Needed  immediately  for  posi- 
tion in  northeast  Ohio.  Excellent  finan- 
cial package  which  includes  salary,  mal- 
practice insurance,  life  insurance,  disabili- 
ty and  paid  vacation.  For  immediate  con- 
sideration, please  send  CV  to  Deborah  F. 
Latimer,  Assistant  Vice  President,  Medi- 
cal Services,  Saint  Thomas  Medical  Cen- 
ter, 444  North  Main  Street,  Akron,  OH 
44310. 

INTERNAL  MEDICINE  — Group 
Health  Associates,  Inc.,  a multispecialty 
group  practice,  is  searching  for  full-time 
Board-eligible  or  Board-certified  internist 
looking  for  full-time  career  opportunities. 
Our  group  offers  a pleasant  environment, 
limited  on-call  and  an  attractive  compen- 
sation program.  Participation  in  the 
ownership  of  the  group  begins  after  two 
years  of  practice.  Inquiries  to  the:  Search 
Committee,  GHA,  2915  Clifton  Avenue, 
Cincinnati,  OH  45220. 

JOIN  A LEADER  — We’re  the  Ohio 
Permanente  Medical  Group,  Inc.,  and  we 
need  your  help  to  keep  up  with  rapid 
growth  of  the  Kaiser  Permanente  Program 
in  Northeastern  Ohio.  OPMG  is  the 
multispecialty  group  practice  that  pro- 
vides health-care  services  to  the  more  than 
185,000  Kaiser  members  in  the  Cleveland- 
Akron  area.  We  are  looking  for  Board- 
certified/Board-eligible  physicians  in  the 
following  specialties:  allergy,  otolaryngol- 
ogy, family  practice,  internal  medicine, 
OB/GYN,  orthopedics,  psychiatry,  radiol- 
ogy, general  surgery  and  urology.  Our 
wealth  of  experience  of  over  40  plus  years 
(25  in  Ohio)  makes  Kaiser  Permanente  a 
mature,  solid  leader  in  the  managed  care 
sector  of  the  health-care  industry.  The 
rewards  of  practice  with  us  are  substantial 
— excellent  salary  and  benefit  packages, 
company-paid  retirement  plan,  full  mal- 
practice coverage,  a stimulating,  collegial 
environment  in  which  to  practice  quality 
medicine,  and  more  . . . Kaiser  Perma- 
nente’s  Ohio  Region  is  located  in  the  heart 
of  the  dynamic,  resurgent,  industrial  Mid- 
west. The  area  offers  the  best  of  big  city 
sophistication  and  culture  in  an  afford- 
able, accessible  living  area.  Please  send 
your  resume  to:  Ronald  G.  Potts,  MD, 
Medical  Director,  Ohio  Permanente  Med- 
ical Group,  Inc.,  1300  E.  9th  Street,  Suite 
1100,  Cleveland,  OH  44114.  Or  you  may 
call  us  collect  at  (216)  623-8780. 
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LOCUM  TENENS  — Opportunities 
available  throughout  the  country.  Work 
part  time  or  full  time  at  your  convenience. 
Malpractice  insurance,  housing  and  trans- 
portation provided.  Contact:  LOCUM 
Medical  Group,  30100  Chagrin  Blvd., 
Cleveland,  OH  44124.  Or  call  1-800-752- 
5515  (in  Ohio,  1-216-464-2125). 

MEDICAL  POSITION  FOR  CHILD 
ABUSE/CHILD  PROTECTION  PRO- 
GRAM — Rainbow  Babies  & Childrens 
Hospital  in  Cleveland,  Ohio  is  seeking  a 
full-time  Board-eligible/Board-certified 
pediatrician  with  demonstrated  compe- 
tence in  the  field  of  child  abuse  and  ne- 
glect. Salary  to  be  negotiated  for  this  Case 
Western  Reserve  University  Medical 
School  faculty  appointment.  Pleast  con- 
tact: Dr.  Karen  Olness,  Chief,  Division  of 
General  Academic  Pediatrics,  Rainbow 
Babies  & Childrens  Hospital,  2074  Abing- 
ton  Road,  Cleveland,  OH  44106  (216)  844- 
8260  for  further  information  and/or  to 
apply  for  this  position.  CWRU  is  an  equal 
opportunity  employer. 

MICHIGAN,  GROSSE  POINTE  — Full 
time  ED  position  in  new  hospital  emer- 
gency department.  Prefer  Board-certi- 
fied/prepared physician  in  EM  or  primary 
specialty.  Faculty  affiliation  with  emer- 
gency medicine  residency.  Contact:  Emer- 
gency Consultants,  Inc.,  2240  S.  Airport 
Road,  Room  26,  Traverse  City,  MI  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

OCCUPATIONAL  MEDICINE  — Phy- 
sicians needed  to  perform  permanent  par- 
tial and  extended  disability  examinations. 
Must  be  experienced  and  familiar  with 
AMA  guides.  Positions  in  Cleveland, 
Akron-Canton  and  Youngstown  areas. 
Highly  competitive  compensation.  Con- 
tact: Charles  Moore,  Occucare,  3085  West 
Market  Street,  Suite  152,  Akron,  OH 
44313  (800)  533-1345. 

OHIO,  CLEVELAND.  Superior  compen- 
sation and  fringe  benefits  available  for 
physicians  wishing  to  enter  into  private 
practice  within  an  urgent  care  setting. 
Financial  package  includes:  salary  of 
$75,000-$110,000  (for  40-hour  week)  plus 
FFS  compensation  and  on-call  coverage; 
profit  sharing;  buy-in/partnership  oppor- 


tunities; 3 weeks  vacation;  malpractice, 
health  and  dental  insurance.  For  more 
information  contact  Mitchell  Leventhal, 
MD  at  (216)  642-1440,  or  send  CV  in  con- 
fidence to  6133  Rockside  Road,  Suite  10, 
Independence,  OH  44131. 


OHIO:  Emergency  physician,  $45-58  per 
hour.  ACLS  certification  required.  ATLS 
preferred.  Primary  care  experience  a plus. 
Excellent  medical  staff  backup  for  major 
medical/surgical  emergencies.  Moderate 
volume  ER.  Benefits  include  four  weeks 
vacation,  incentive  bonus  during  the  First 
year,  paid  malpractice  and  an  incentive 
plan.  Contact:  Emergency  Consultants, 
Inc.,  2240  S.  Airport  Road,  Room  26, 
Traverse  City,  MI  49684,  (800)  253-1795 
or  in  Michigan  (800)  632-3496. 


OHIO,  NORTHEAST/CLEVELAND: 

Emergency  department  director  is  being 
sought  for  40,000-1-  patient  volume  emer- 
gency department  in  Greater  Cleveland 
area.  Must  be  Board-certified  in  emergen- 
cy medicine  with  previous  appropriate  ad- 
ministrative experience.  Benefits  package 
worth  150K,  which  includes  retirement 
program,  comprehensive  health  package, 
disability  insurance,  life  insurance,  profes- 
sional liability,  continuing  education  and 
vacation.  Physician  is  eligible  for  partner- 
ship in  two  years.  Interested  individuals, 
please  submit  CV  to:  P.O.  Box  2600,  Lake- 
wood,  OH  44107. 


OHIO,  NORTHEAST/CLEVELAND: 

Emergency  department  physicians  needed 
for  40,000-1-  patient  volume  hospital 
emergency  department  in  Greater  Cleve- 
land area.  Physician  must  be  Board-certi- 
fied in  emergency  medicine,  residency- 
trained  in  emergency  medicine,  or  be 
Board-prepared  in  emergency  medicine. 
Salary  and  benefits  package  worth  S130K. 
Included  is  liability,  disability  and  life  in- 
surance, retirement  program,  vacation, 
continuing  education  and  comprehensive 
health  coverage.  Full  partnership  eligibili- 
ty in  two  years.  Interested  individuals, 
please  submit  CV  to:  P.O.  Box  2600,  Lake- 
wood,  OH  44107. 


PHYSICIANS  — Provider  Placement 
Services  specializes  in  the  relocation  of 
physicians  throughout  the  U.S.,  with  spe- 
cial emphasis  in  the  Southeast.  Currently, 
we  have  several  hospitals/clinics/groups 
with  openings.  All  fees  paid  by  employer. 
All  inquiries  kept  in  strict  confidence.  No 
obligation.  Send  CV/resume  to:  PPS, 
Attn:  Mr.  Scott,  2221  University  Blvd. 
West,  Jacksonville,  FL  32217,  or  call  toll 
free  (800)  848-8772. 


PHYSICIANS  — THE  OHIO  AIR 
NATIONAL  GUARD,  178TFG,  Spring- 
field,  Ohio,  has  immediate  openings  for 
part-time  family  practitioners,  general 
practitioners,  pediatrics,  general  surgery, 
orthopedics,  general  surgery,  internal 
medicine  and  OB/GYN.  In  the  Ohio  Air 
National  Guard  you  can  earn  a regular 
paycheck  without  taking  much  time  away 
from  your  medical  practice.  In  fact,  most 
of  our  physicians  serve  just  two  days  per 
month  and  15  days  each  year.  The  Na- 
tional Guard  offers  you  a generous  retire- 
ment plan  at  age  60,  base  exchange,  com- 
missary privileges,  space  available  travel 
and  term  life  insurance.  Some  of  the  train- 
ing offered  by  the  Air  National  Guard  can 
provide  you  with  your  required  Continu- 
ing Medical  Education  training.  As  an  Air 
National  Guard  member,  you  may  attend 
the  Air  Force  School  of  Aerospace  Medi- 
cine, a seven-week  course  of  invaluable 
training  that  will  entitle  you  to  wear  the 
wings  of  an  Air  Force  Flight  Surgeon. 
Once  you’ve  earned  the  wings,  you’ll  pro- 
vide medical  services  to  the  pilots  and 
flight  crew  personnel  in  the  air  and  on  the 
ground.  Enrich  your  life  and  career.  Call 
us  today  to  find  out  more  about  the 
opportunities  waiting  for  you  as  an  Ohio 
Air  National  Guard  physician.  Call  us 
COLLECT  at  (513)  323-6704. 


PRIMARY  CARE  OPENINGS  — Out- 
standing opportunity  for  qualified  physi- 
cians with  established  multispecialty 
group.  Well-equipped  lab  and  X-ray  in 
office.  Excellent  compensation  and  paid 
malpractice.  JCA  hospital  with  ER  cover- 
age, attractive  social  and  educational  sur- 
roundings. Send  CV  to  Lodi  Medical 
Group,  Inc.,  402  Highland  Dr.,  Lodi,  OH 
44254. 
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continued 


PRIMARY  CARE  PHYSICIAN  and 

general  staff  psychiatric  positions  avail- 
able. Some  directorships  also  available. 
Excellent  opportunities.  Annashae  Cor- 
poration, 6593  Wilson  Mills  Road,  May- 
field  Village,  OH  44143  (216)  449-2662. 


SOUTH/CENTRAL  OHIO:  Seeking 
energetic  general  internist,  with  interest  in 
cardiology,  to  take  over  established,  solo, 
high-gross  practice,  with  office  in  the  hos- 
pital. Available  spring  1989.  Inquire  by 
calling  administrator  at:  Oak  Hill  Com- 
munity Medical  Center,  350  Charlotte 
Avenue,  Oak  Hill,  OH  45656,  (614)  682- 
7717. 


Equipment 


FOR  SALE:  ATAC  2000  chemistry 
analyzer.  Orion  electrolyte  machine. 
Excellent  condition,  suitable  for  physi- 
cian’s office  laboratory.  Call  BIO-LAB 
(614)  522-2034. 


Miscellaneous 


FOR  PHYSICIANS:  Unsecured  signature 
loans,  $5,000-$60,000.  For  taxes,  debt  refi- 
nance, investments,  etc.  No  points  or  fees, 
competitive  rates,  up  to  six  years  to  repay. 
Call  toll  free  1-800-331-4952,  MediVersal 
Dept.  114. 


Practice  for  Sale 


OB/GYN  PRACTICE  in  Akron  for  sale. 
MD  retiring  after  32  years  of  active  prac- 
tice. Well  appointed  modern  facilities. 
Contact:  Joe  Sziraky  (216)  535-3396. 


INTERNAL  MEDICINE  — Practice  for 
sale.  Physician  retiring  after  38  years 
wishes  to  sell  successful  practice.  Excellent 
opportunity  for  Board-eligible  or  Board- 
certified  physician  in  internal  medicine/ 
cardiology.  Located  in  S.W.  Ohio.  Practice 
is  associated  with  four  area  hospitals  and 
has  an  excellent  referral  system.  Interested 
parties  may  contact  Mr.  Gary  Geiss,  3052 
Queen  City  Ave.,  Cincinnati,  OH  45238. 


PRACTICE  FOR  SALE:  Internal  medi- 
cine/office building,  with  rental  apt.  Retir- 
ing, will  stay  to  introduce.  Lab/X-ray. 
Prime  location,  off-street  private  parking, 
one  block  from  hospital.  Financing  ar- 
ranged. Tele.  (513)  323-8874,  Springfield, 
OH. 


PRACTICE  FOR  SALE.  Very  active  gen 
eral  surgeon  retiring.  Southwest  Ohio, 
centrally  located  between  Columbus,  Day- 
ton,  Cincinnati.  Five  minutes  from 
JCAHO-accredited  hospital  with  35,000 
service  area  population.  Modern  office 
and  equipment  package.  Write  to  Box  207, 
c/o  OHIO  Medicine,  1500  Lake  Shore 
Drive,  Columbus,  OH  43204-3824. 


Classified  Advertising  Rates 

$1.50  per  word  for  regular  ads 
with  bold  title,  $1.75  per  word  for 
ads  appearing  in  a box.  Payment 
for  the  ad  must  accompany 
advertising  request.  Ads  must  be 
typed.  Closing  date  for  classified 
ads  is  first  day  of  month  preceding 
publication. 

The  OSMA  Journal  reserves  the 
right  to  refuse  or  delete  classified 
ads  without  explanation  and  to 
refer  advertisements  of  a 
commercial  nature  to  the  display 
advertising  department,  at  the 
publisher’s  discretion. 

Send  classified  ads  to: 

OHIO  Medicine 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 
Attention:  Classified  Ad  Manager 
Telephone  orders  for  classified 
ads  are  not  accepted. 
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Join  Your 
Medical  Societies 
Today. 

For  more  information,  contact  your  state 
or  county  medical  societies,  or  call  the 
AMA  collect  at  312/751-6196.  Or  return 
the  coupon  below  to  your  state  or  county 
medical  society. 


□ Please  send  me  information  on  AMA,  county,  and  state  society  membership. 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information 
on  joining  the  AMA. 


Name . 


Street . 


. State . 


County . 


Y6u  may  think  thcM  physicians 
are  working  alone»  a 


But  they  really  have  a team  behind  them« 


These  physicians  spend  most  of  their  day  working 
independently  in  a one-to-one  doctor/patient  rela- 
tionship. And  chances  are  that  as  a physician, 
you  do  too. 

But  even  though  you  can’t  see  it,  there’s  a strong 
team  supporting  and  protecting  the  medical  profes- 
sion, affecting  your  practice  while  you  see  patients, 
research  new  drugs  or  perform  surgery.  That  team 
consists  of  your  medical  societies. 

The  American  Medical  Association  and  your  state 
and  county  medical  societies  believe  in  the  value  of 
teamwork;  that  only  by  working  together  can  we,  in 
the  face  of  an  increasingly  complex  professional  en- 
vironment, protect  your  right  to  make  responsible 
decisions  on  how  to  practice  medicine. 


We  also  believe  that  all  medical  societies  — 
county,  state,  and  national  — have  certain  tasks  that 
the  individual  physician  couldn’t  possibly  assume  — 
and  shouldn’t  have  to. 

Tasks  such  as  keeping  government  regulations 
from  interfering  with  your  practice  by  representing 
your  interests  at  local  and  national  levels.  And  chal- 
lenging regulatory  measures  that  threaten  you  and 
your  patients’  interests  by  mounting  legal  campaigns 
to  defend  your  rights  — up  to  the  Supreme  Court  if 
necessary. 

Why  do  we  believe  that  teamwork  means  so  much 
to  all  physicians  — even  those  who  work  “alone”? 

Because  ...  IT  WORKS. 
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Up-To-Date  News  from  the  American  Medical  Association 

Accrediting  labs  . . . The  Commission  on  Office  Laboratory  Assessment  (COLA), 
sponsored  by  the  American  Academy  of  Family  Physicians,  the  American  Society  of 
Internal  Medicine,  the  College  of  American  Pathologists,  and  the  AMA  is  now  operational 
and  ready  to  accredit  office  labs.  COLA  has  published  a handbook  describing  the 
voluntary  educational  and  accreditation  program  for  physician  office  laboratories.  It 
provides  information  about  the  COLA  program,  requirements  for  accreditation  and  types  of 
accreditation,  and  contains  a step-by-step  flowchart  of  the  accreditation  process  and  an 
application  for  COLA  accreditation.  Contact  COLA,  8701  Georgia  Ave.,  Suite  403-B,  Silver 
Spring,  MD,  20910;  301-588-5882. 

ICD-9  codes  . . . The  AMA  has  assumed  primary  responsibility  for  informing  MDs  about  a 
new  Medicare  coding  requirement.  The  AMA  is  developing  a broad  informational 
campaign,  including  teleconferences  and  programs  on  American  Medical  Television,  to 
make  physicians  aware  of  the  new  requirement  to  use  ICD-9  codes  on  all  Medicare  Part  B 
claims.  Enforcement  of  the  provision,  originally  scheduled  to  start  April  1,  has  been 
postponed  until  June  1.  Failure  to  comply  could  result  in  penalties  of  up  to  $2,000  per 
incident  and  can  lead  to  exclusion  from  the  Medicare  program.  The  codes  are  now  used 
almost  exclusively  by  hospitals  and  by  MDs  who  bill  Medicare  electronically.  The 
requirement  is  part  of  the  Medicare  Catastrophic  Protection  Act  of  1988. 

Guide  to  health  delivery  systems  . . . The  1988  revised  edition  of  the  Physicians’ 
Resource  Guide  to  Health  Delivery  Systems  describes  the  latest  aspects  of  HMOs,  PPOs, 
Medicare  HMOs,  and  HMO-physician  contracts  and  discusses  the  emerging  trends  in  the 
managed  care  industry.  It  also  includes  a resource  list  of  key  organizations  and  agencies 
involved  in  managed  care,  more  than  140  abstracts  of  articles  on  19  key  topics,  and  a 
glossary  of  managed  care  terms.  The  guide  is  $12  for  AMA  members  and  $20  for  non- 
members. It  can  be  purchased  through  the  AMA’s  order  department,  312-280-7168.  Ask  for 
OP  number  157-8. 

Report  on  dietary  fiber  ...  In  line  with  its  first  comprehensive  report  on  dietary  fiber,  and 
its  60-year  commitment  to  nutrition  education,  the  AMA  has  announced  the  development  of 
a national  health  and  nutrition  communications  effort,  targeted  to  physicians  and  their 
patients.  The  educational  effort  — focusing  on  the  benefits  of  fiber  — is  being  created  in 
partnership  with  POST  cereals,  and  their  POST  Center  for  Nutrition  and  Health.  As  a key 
component  of  its  effort  to  inform  physicians  about  fiber,  the  AMA  is  producing  a half-hour 
“Video  Update,’’  based  substantially  on  the  Council  report.  In  addition,  brochures  about 
dietary  fiber  will  be  sent  to  physicians  for  distribution  to  their  patients.  This  information, 
which  is  based  on  the  Council’s  report,  will  provide  a list  of  specific  foods  containing  good 
sources  of  fiber  and  is  designed  to  help  physicians  clarify  patient  confusion  about  fiber. 

AMA  policy  paper  on  RBRVS  study  available  ...  A five-page  summary  of  AMA’s  policy 
position  on  the  Harvard  RBRVS  study  is  available  on  request.  The  policy,  which  was 
unanimously  adopted  by  AMA’s  House  of  Delegates  at  the  1988  Interim  Meeting  in  Dallas 
last  December,  states  AMA’s  position  on  18  points  related  to  the  RBRVS  study,  and  its 
potential  implementation.  If  you  would  like  a complimentary  copy,  just  ask  for  one  in  an 
AMA/Mail  message  to  AMA.MSR.  Be  sure  to  include  your  name  and  mailing  address. 
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References:  1.  Kales  JD,  efo/  Clin  Pharmacol  Ther  12  69]-697,  M-Aug  1971 
2.  Kales  A,  elal:  Clin  Pharmacol  Ther  18  356-363,  Sep  1975  3.  Kales  A,  etal  Clin 
Pharmacol  Ther  19  574-583,  May  1976  4.  Kales  A,  etal  Clin  Pharmacol  Ther 
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Shader  Rl  Clin  Pharmacol  Ther 2T355-3BI.  Mar  1977 


Before  prescribing,  pleose  consult  complete  product  information,  o summary  ot 
which  follows: 

INDICATIONS:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings  and/or  early  morning  awakening,  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical  situations 
requiring  restful  sleep  Objective  sleep  loborotory  data  have  shown  effectiveness  for  at 
least  28  consecutive  nights  ot  administration  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not  necessary  or  recommended 
Repeated  therapy  should  only  be  undertaken  with  appropriate  patieht  evaluation 
CONTRAINDICATIONS:  Known  hypersensitivity  to  flurazepam  FICI,  pregnancy  Benzo- 
diazepines may  cause  fetal  damage  when  administered  during  pregnancy  Several 
studies  suggest  an  increosed  risk  of  congenital  malformations  associated  with  benzo- 
diazepine use  during  the  first  trimester  Warn  patients  of  the  potential  risks  to  the  fetus 
should  the  possibility  of  becoming  pregnant  exist  while  receiving  flurazepam  Instruct 
potients  to  discontinue  drug  prior  to  becoming  pregnant  Consider  the  possibility  of 
pregnancy  prior  to  instituting  therapy 

WARNINGS:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other 
CNS  depressants.  An  additive  effect  may  occur  it  alcohol  is  consumed  the  day  follow- 
ing use  for  nighffime  sedation  This  potential  may  exist  for  several  days  following 
disconfinuafion,  Caufion  againsf  hazardous  occupations  requiring  complete  mental 
alertness  (e  g , operating  machinery,  driving).  Potential  impairment  of  performance  of 
such  activifies  may  occur  fhe  day  following  ingestion  Not  recommended  for  use  In 
persons  under  1 5 years  of  age  Withdrawal  symptoms  of  the  barbiturate  type  have 
occurred  after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and  Dependence) 
PRECAUTIONS:  In  elderly  and  debilitafed  patients.  It  Is  recommended  that  the  dosage 
be  limited  to  1 5 mg  to  reduce  risk  ot  oversedation,  dizziness,  confusion  and/or  afaxia 
Consider  pofenfial  addifive  effecfs  with  ofher  hypnofics  or  CNS  depressants  Employ 
usual  precoutions  in  severely  depressed  patients,  or  in  those  with  latent  depression  or 
suicidal  tendencies,  or  in  those  with  impaired  renal  or  hepatic  function.  Inform  pafients 
to  consulf  physician  before  increasing  dose  or  abruptly  discontinuing  flurazepam  HCI 
ADVERSE  REACTIONS:  Dizziness,  drowsiness,  llghfheadedness,  staggering,  ataxia 
and  falling  have  occurred,  particularly  in  elderly  or  debilitated  patients  Severe  seda- 
tion, lethargy,  disorientation  and  coma,  probably  indicative  of  drug  intolerance  or 
overdosage,  hove  been  reported.  Also  reported,  headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation,  Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability  weakness,  palpitations,  chest  pains,  body  and  joint  pains  ond  GU 
complaints.  There  have  also  been  rare  occurrences  of  leukopenia,  granulocytopenia, 
sweating,  flushes,  difficuify  in  focusing,  blurred  vision,  burning  eyes,  fainfness, 
hypofension,  shorfness  of  breafh,  prurifus,  skin  rash,  dry  moufh,  bitfer  fasfe,  excessive 
salivation,  anorexia,  euphoria,  depression,  slurred  speech,  confusion,  resflessness, 
hallucinations,  and  elevated  SCOT  SGPT  total  and  direct  bilirubins,  and  alkaline  phos- 
phatase, and  paradoxical  reactions,  e g.,  excitement,  stimulation  ond  hyperactivity 
DRUG  ABUSE  AND  DEPENDENCE:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodi- 
azepines, more  severe  seen  offer  excessive  doses  over  exfended  periods,  milder  offer 
taking  confinuously  af  fherapeufic  levels  for  several  monfhs  Affer  exfended  therapy, 
avoid  abrupt  discontinuation  and  taper  dosage  Carefully  supervise  addiction-prone 
individuals  because  of  predisposifion  fo  habifuafion  and  dependence 
DOSAGE:  Individualize  for  maximum  beneficial  effecf  Adults  30  mg  usual  dosage, 

15  mg  may  suffice  In  some  pafienfs  Elderly  or  debilitated  patiehts  15  mg  recom- 
mended iniflally  until  response  is  determined 
SUPPLIED:  Capsules  containing  1 5 mg  or  30  mg  flurazepam  HCI 
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DALMANE 

flur^epam  HCl/Roche® 

For  a complete  night’s  sleep 
without  interruption,'  * and  a 
rested,  refreshed  awakening.* 
Dalmane...  Sleep  that  satisfies. 


As  always,  caution  patients  about  dri\ing.  drinidng 
alcohol  or  operating  hazardous  machiner>  during 
therapy  Contraindicated  in  pregnancy. 

Please  see  follcvting  page  for  summary  of  product  information. 
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Editorial 

Evolution 


r 

E 


Like  medicine,  there  is 

nothing  really  constant  in 
the  field  of  publishing,  or 
more  specifically,  in  publications. 
Changes  are  made  constantly  . . . 
to  reflect  changing  tastes,  a 
changing  world,  a changing 
leadership.  It’s  an  “editorial 
evolution,”  if  you  will  — a 
continual  metamorphosis  to  keep 
pace  with  our  readers’  tastes, 
wants  and  needs. 

So,  you’ll  begin  to  notice  some 
changes  taking  place  in  OHIO 
Medicine,  beginning  this  month 
and  continuing  throughout  the 
year.  All  of  them  have  been 
suggested  by  OSMA’s  new 
President,  William  Marshall,  MD. 

What  can  you  expect,  then,  in 
the  months  ahead?  Well,  to  begin 
with,  a new  look  for  our  covers. 
Like  JAMA  and  the  redesigned 
Dayton  Medicine,  OHIO  Medicine 
will  begin  during  Dr.  Marshall’s 
term  of  office  the  time-honored 
tradition  of  carrying  art  on  its 
cover  each  month.  OSMA’s  Art 
and  Culture  Committee  has 
already  started  to  select  pieces 
from  the  various  art  galleries, 
institutions  and  museums  around 
the  state  for  this  purpose  — and 
since  each  piece  will  reflect  a 
medical  theme,  they  will  be 
especially  fitting  frontispieces  for 
our  publication. 

Inside,  look  for  occasional 
articles  by  guest  editors  — high- 
profile  personalities  who  will  cover 
a variety  of  topics  in  their  pages. 
Also,  look  for  more  clinical  news, 
in  the  form  of  brief  abstracts  or 
synopses  . . . designed  to  brief  you 
on  the  latest  news  in  a particular 
medical  specialty. 

There  will  also  be  several  new 
departments  starting.  For  example, 
James  G.  Ravin,  MD,  the  new 


chairman  of  the  OSMA’s  Art  and 
Culture  Committee,  will  be 
contributing  to  a new  “Art  and 
Culture”  page;  a new  Auxiliary 
page  will  also  be  appearing, 
courtesy  of  OSMA’s  new  Auxiliary 
President,  Mrs.  Barbara  Marshall; 
and  Thomas  Gretter,  MD,  a 5 

member  of  the  Ohio  State  Medical  f 
Board,  will  be  authoring  a new  j j 
column  that  will  strive  to  keep  you  J 
abreast  of  Board  news  and  views.  < I 

This  issue,  in  addition  to  the  i I 

aforementioned  new  features,  | [ 

includes  an  article  on  the  nurse  * I 

shortage  situation,  written  by  | 

Associate  Editor  Deborah  Athy,  | 

and  a feature  on  “Medicine 
Behind  Bars”  — that  is,  on  the 
medical  care  provided  in  Ohio’s 
jails  and  prisons.  Perhaps  it’s  not 
all  that  surprising  to  learn  that  i 
this  is  one  aspect  of  medicine  that  | 
will  be  experiencing  rapid  growth  | 

in  the  next  year  or  two.  | 

Our  “Ohio  Medi-scene”  section  . 
features  some  interesting  stories  as  I 

well  this  month.  Don’t  miss  the  * ' 
one  on  “Help  for  the  Homeless”  | ; 

. . . after  we  did  our  original  issue  I j 
on  this  subject  last  December,  fi 
other  innovative  programs  came  to  | 
light,  so  this  piece  is,  in  effect,  a v 
follow-up  to  that  issue  . . . 

Finally,  we  want  to  say 
“thanks”  to  Frederick  Davidorf, 

MD,  who  is  stepping  down  from 
his  duties  as  Chairman  of  the  * 
Journal  Advisory  Board  after  six  ^ i 
years.  His  tireless  enthusiasm  will  * 
be  missed.  J i 

Next  month,  the  OSMA  Annual  * | 
Meeting  will  be  the  focus  of  our 
attention  as  we  present  the 
“Annual  Meeting  Wrap-up”  issue. 

Be  watching  for  it  . . . 

5>.  Edviraxtill 
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nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  available  at 
noextracost 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 

t . Data  on  f){e,  lyiy  Researctt  Laboralortes. 


' 6nef  Summary  • Consult  the  package  literature  lor  complete  information 

, Indications  and  Usage  Axid  is  indicated  tor  up  to  eiaht  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  neal  within  (our  weeks 
I Axid  IS  indicated  tor  maintenance  therapy  for  duodenal  ulcer  patients  at  a 
I reduced  dosage  of  150  mg  h s after  healing  of  an  active  duodenal  ulcer  The 
I consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not 
known 

I Contraindication.  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  m patients  with  hypersensitivity  to 
I other  Hj-receptor  antagonists 

Precautions:  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
I preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatidine  is  ' — 

educed  in  patients  with  moc  

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
I been  done  Part  of  the  dose  ot  nizatidine  is  metabolized  in  the  liver  In  patents  with 

normal  renal  funcbon  and  uncomplicated  hepabc  dysfuncbon.  the  disposition  of 
I nizabdine  is  similar  to  that  in  normal  subiects 

I Laboratory  Tests  -False-posibve  tests  for  urobilinogen  with  Mulbstur’  may 
I occur  dunng  therapy  with  nizatidine 

Drug  Interactions  - No  interacbons  have  been  observed  between  Axid  and 
I theophylline,  chlordiazepoxide,  lorazepam.  Iidocaine.  phenytom.  and  warfann 
Axid  does  not  inhibit  the  cytochrome  P-450-lmked  drug-metabolizing  eruyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  ot  hepatic  metabolis 


e not  expected  to  occur  In  patents  given  very  high  doses  (3.900  mg)  of  aspinn 
I daily,  increases  in  serum  salicylate  levels  were  seen  when  nizabdine,  150  mg 
b 1 0 . was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  fertility  - A two-year  oral  car- 
cinogenicrty  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  60  times  the 
recommended  daily  therapeubc  dose)  showed  no  evidence  ot  a carcinogenic 
I effect  There  was  a dose-related  increase  m the  density  ot  enterochromaffin-like 
I (ECL)cellsinthegastncoxynbcmucosa  In  a two-year  study  in  mice,  there  was  no 
I evidence  of  a carcinogenic  effect  in  male  mice,  afmough  hyperplasbc  nodules  of 
I the  liver  were  increased  in  the  high-dose  males  as  compared  witn  placebo  Female 


mice  given  the  high  dose  of  Axid  (lOOO  mg/kg/day.  about  330  bmes  the  human 
dose)  showed  marginally  statisbcally  significant  increases  in  hepatic  carcinoma 
and  nepabc  nodular  hyperplasia  wim  no  numencal  increase  seen  in  any  of  the 


other  dose  groups  The  rate  of  hepabc  carcinoma  in  the  high-dose  animals  was 
within  the  histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice 
were  given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by 
excessive  (30%)  weight  decrement  as  compared  with  concurrent  controls  and 
evidence  ot  mild  liver  injury  (transaminase  elevations)  The  occurrence  of  a 
marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and 
I female  mice  (given  up  to  360  mg/kg/day.  about  GO  times  the  human  dose),  and  a 
' negative  mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid 

Axid  was  not  mutagenic  in  a battery  ot  tests  performed  to  evaluate  its  potential 
genebc  toxicity,  including  bactenal  mutabon  tests,  unscheduled  DMA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon 
I tests,  and  a micronucleus  test 

In  a two-generabon.  pennatal  and  postnatal  ferblity  study  in  rats,  doses  of 
nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproducbve 
performance  of  parental  animals  or  their  progeny 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C- Oral  reproducbon 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  terbirty 
or  teratogenic  effect,  but  at  a dose  equivalent  to  300  bmes  the  human  dose, 
treated  rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed 
I fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand  White 


rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the 
aorbc  arch,  and  cutaneous  eoema  in  one  fetus  and  at  50  mg/kg  ' ' ' 

[ ventncular  anomaly  distended  abdomen,  spina  bibda.  hydrocephaly,  a 
I heart  in  one  fetus  There  are.  however,  no  adequate  ana  well-controlled  studies  in 


pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause  fetal  harm 
when  administered  to  a pregnant  woman  or  can  affect  reproducbon  edacity 
Nizabdine  should  be  used  dunng  pregnancy  only  if  the  potenbal  benefit  justifies  the 
potential  nsk  to  the  fetus 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0  1%  OT  the  administered  oral  dose  of  nizabdine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrabons  Caubon  should  be  exercised  when  adminis- 
tenng  nizabdine  to  a nursing  mother 

Pebiatnc  Use  - Safety  and  effecbveness  in  children  have  not  been  established 

Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 


those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalibes  are  also  similar  to  those  seen  in  other  age  groups  Age  alone 
may  not  be  an  important  factor  in  the  disposibon  ot  nizabdine  Elderly  pabents  may 
have  reduced  renal  funcbon 

Adverse  Reactions:  Clinical  mats  of  nizabdine  included  almost  5.000  pabents 
given  nizabdine  in  studies  ot  varying  durabons  Oomesbc  placebo-controlled  tnals 
included  over  1 .900  pabents  given  nizabdine  and  over  1 .300  given  placebo 
Among  reported  adverse  events  in  the  domestic  placebo-controlled  tnals.  sweat- 
ing (1%  vs  0 H).  urticana  (0  5%  vs  < 0 01%),  and  somnolence  (2  4%  vs  1 3%) 
were  signibcantly  more  common  in  the  nizabdine  group  A vanety  of  less  common 
events  was  also  reported,  it  was  not  possible  to  determine  whether  these  were 
caused  by  nizabdine 

HeMbc  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SGOi  (AST],  SGPT  jALTl.  or  alkaline  phosphatase),  occured  in  some  pabents 
and  was  possibly  or  prooably  related  to  nizabdine  In  some  cases,  there  was 
marired  elevabon  of  SCOT.  SGPT  enzymes  (greater  than  500  lU/L)  and,  in  a single 
instance,  SGPT  was  greater  than  2.(jOO  IU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  eievabons  to  three  bmes  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  ot  liver  ennme  abnormalibes  in 
placebo-beated  pabents  All  abnormalibes  were  reversible  after  disconbnuabon  of 
Axid 

Cardiovascular  - In  clinical  pharmacology  sbrdies.  short  episodes  of  asymp- 
tomatic ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and 
in  three  unbeated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 

Endoenne  ~ Clinical  pharmacology  studies  and  controlled  clinical  tnals 
showed  no  evidence  of  anbandrooemc  activity  due  to  Axid  Impotence  and 
led  with  equa’  ‘ 


decreased  libido  were  reporti 
.....  placet 

Hematologic  -Fatal  thrombocytopenia  was  reported  in  a pabent  who 
with  Axid 


Axid  and  by  those  given  placebo  Rare  reports  of  gynecomasba  occurred 


Additional  information  anaiiabte  to  the 
profession  on  request 


h equal  frequency  by  pabents  who  received 

■■irtsofg’ ^ ^ 

. as  ri . 

treated  with  Axid  and  another  H^-receptor  antagonist  On  previous  occasions,  this 
pabent  had  expenenced  thrombocytopenia  while  taking  o: 
thrombocytopenic  purpura  have  been  reported 
/ntegumenra/ -Sweabng  and  urbeana  were  reported  significantty  more  fre- 
quently in  nizabdine-  than  in  placebo-beated  pabents  Rash  and  extoliabve  der- 
mabbs  were  also  reported 

Hypersensitivity  - As  with  other  H:-receptor  antagonists,  rare  cases  of  ana- 
phylaxis following  adminisbabon  of  nizabdine  have  been  reported  Because 
cross-sensibvity  m this  class  of  compounds  has  been  observed.  Hr-receptor 
antagonists  should  not  be  administered  to  individuals  with  a history  of  previous 
hypersensibviTy  to  these  agents  Rare  episodes  ot  hypersensitivity  reacbons  (eg. 
bronchospasm.  laryngeal  edema  rash,  and  eosmopnilia)  have  been  reported 
Other  - Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was 
reported  Eosinophilia.  fever,  and  nausea  related  to  nizabdine  admimstrabon  have 
been  reported 

Overdosage  Overdoses  ot  Axid  have  been  reported  rarely  The  following  is 
provided  to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  - There  is  litUe  clinical  expenence  with  overdosage  of 
Axid  in  humans  Test  animals  that  received  large  doses  of  nizabdine  have  exhibited 
cholinergic -type  effects,  including  laenmabon.  salivabon.  emesis  miosis,  and 
diarrhea  Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1 ,200  mgXg  m monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  30l 
ng/kg  respectively 

,0  obtain  up-to-date  informabon  about  the  treatment  of  overdose 

a goo(i  resource  is  your  cerbbed  regional  Fdison  Control  Center  Telephone 
numbers  of  cerbbed  poison  conbol  centers  are  listed  m the  Physraans  Desk 
Reference  (PDRi  In  managing  overdosage  consider  the  possibility  ot  mutbpie 
drug  overdoses,  mteracbon  among  drugs,  and  unusual  drug  kinebes  in  your 
patient 

If  overdosage  occurs,  use  of  acbvated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitonng  and  supporbve  therapy  Renal  dialysis 
tor  four  to  SIX  hours  increase  plasma  clearance 
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PRESIDENTIAL  PERSPECTIVES 


In  the 
Beginning! 


By  William  J.  Marshall^  MD  and  Barbara  Marshall 

President  of  the  OSMA  and  President  of  the  OSMA  Auxiliary 


As  we  begin  our  year  as  the 
first  husband-wife  team  to 
serve  as  presidents  of  the 
OSMA  and  OSMA  Auxiliary,  we 
thought  it  best  to  also  co-author 
this  first  article.  Although  we 
know  many  of  you  and  hope  to 
meet  many  more  during  the  next 
12  months,  we  would  like  to  let 
you  know  a bit  more  about  us. 
Without  revealing  our  ages,  let  us 
tell  you  we  were  born  before 
television,  credit  cards  and 
ballpoint  pens.  Anyone  want  to 
venture  a guess?  When  we  hit  the 
scene,  there  were  5<t-and-10<t  stores, 
and  ice  cream  cones  cost  a nickel. 
In  fact,  for  a nickel  you  could  ride 
a street  car,  make  a phone  call  or 
buy  a Pepsi.  Gas  was  ll<t  a gallon. 
Got  the  picture? 

A few  have  asked  and  probably 
more  have  wondered  why  we  ever 
agreed  to  such  demanding  jobs  at 
the  same  time.  In  1983  we  served 
simultaneously  as  presidents  of  our 
county  medical  society  and 
auxiliary,  which  gave  us  some 
confidence  the  mission  was  not 
impossible.  The  timing  is  right,  as 
this  is  the  first  year  our  three 
daughters  are  away  at  school. 


Since  we  were  before  day  care 
centers  and  dual  careers,  Barbara 
stayed  home  and  practiced  a time- 
honored  profession,  child  rearing. 
Rose  Kennedy  said  it  quite 
succinctly  in  “Time  to 
Remember”:  “I  looked  on  child 
rearing  not  only  as  a work  of  love 
and  duty  but  as  a profession  that 
was  fully  as  interesting  and 
challenging  as  any  honorable 
profession  in  the  world  and  one 
that  demanded  the  best  I could 
bring  it.”  In  my  judgment, 

Barbara  completed  this  course  with 
honors.  Having  achieved  some  of 
our  goals  and  climbed  to  a certain 
plateau,  we  felt  relaxed  and  ready 
to  provide  leadership  for  our 
combined  organizations. 

We  have  adopted  a symbol,  the 
triangle.  According  to  Paul  Tillich, 
theologian  and  philosopher, 

“Man’s  ultimate  concern  must  be 
expressed  symbolically,  because 
symbolic  language  alone  is  able  to 
express  the  ultimate.”  We  have  also 
made  a statement  — “Physicians 
-I-  Auxilians  = Equation  for 
Change.”  Clearly  change  is 
inevitable.  We  have  a unique 
opportunity  to  combine  the 


strength,  talents  and  vitality  of  the 
OSMA  and  OSMA  Auxiliary  to 
ensure  that  those  changes  are 
conducive  to  quality  health  care. 

The  pace  of  change  in  medicine 
is  mind  boggling.  We  are 
investigating  and  altering  the 
innards  of  the  cell.  Organ 
transplantation  has  become 
commonplace.  New  technology 
allows  us  to  burn  away 
atherosclerotic  plaques  with  lasers, 
and  magnetic  resonance  gives  us 
an  intimate  examination  of  the 
brain  and  nervous  system  with 
spectacular  precision  and  detail. 

As  new  advances  are  headlined, 
the  media  will  not  let  its  readers 
and  listeners  forget  the  demands 
for  reduction  in  health-care  costs. 
In  this  whirlwind  of  change  and 
near  the  eye  of  the  hurricane,  it  is 
no  wonder  physicians  feel 
bewildered.  Was  there  ever  a time 
unity  seemed  a greater  virtue? 
Albert  Szent-Gyorgyi  said,  “There 
is  no  real  difference  between  the 
grass  and  he  who  mows  it.  The 
muscles  which  move  the  mower 
need  the  very  same  two  substances 
for  their  motion  as  the  grass  needs 
for  its  growth,  potassium  and 
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Presidential  Perspectives 


continued 


phosphate,  the  two  substances  we 
put  on  our  lawn  as  fertilizers  so  as 
to  have  something  to  mow  — a 
strikingly  simple  demonstration  of 
the  basic  unity  of  living  nature.” 

As  advocates  of  our  profession 
and  patients,  we  must  guard 
against  any  potential  imbalance. 

During  the  next  12  months,  we 
will  emphasize  unity  and 
teamwork,  the  medical  family  and 
the  staff  of  OSMA  working 
together,  with  the  ultimate  goals  of 
providing  necessary  services  to  our 
membership  and  improving  the 
quality  of  life  of  Ohio’s  citizens 
through  health,  education,  services 
and  new  programs. 

The  OSMA  Auxiliary  will 
continue  its  focus  on  adolescent 
health  issues  with  emphasis  on 
teen  pregnancy,  AIDS  education, 
smokeless  tobacco  and  the  health 
consequences  of  excessive  sunning. 

As  momentum  builds  toward  a 
smoke-free  environment,  we  will 
ask  physicians’  offices  to  join  in 
this  movement  by  banning 
smoking  in  their  common  areas, 
such  as  the  waiting  room.  Many 
have  already  done  this,  but  we  will 
ask  all  to  join  in  this  effort. 

Membership  provides  the 
necessary  strength  and  vitality  for 
the  ongoing  dynamics  of  the 
organizations.  During  the  1980s  we 
have  seen  several  important 
demographic  shifts.  Two  significant 
changes  in  membership  structure 
are  notable  — the  increase  in 
female  physicians  and  the  influx  of 
young  physicians.  Our  membership 
committees  recognize  these  changes 
and  will  continue  to  alter  their 
strategies  to  foster  an  early  and 
lasting  interest  in  organized 
medicine. 

Our  organizations  will  continue 
to  emphasize  their  legislative 
influences  for  the  passage  of  good 
health  legislation.  We  have  a 
splendid,  experienced  staff  at 
OSMA  and  a dedicated  legislative 
committee.  The  Day  at  the 
Legislature,  sponsored  each  year  by 
the  Auxiliary,  is  an  excellent 
program  that  has  heightened 
awareness,  but  we  still  need  more 
physician  and  auxilian 
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participation.  We  need  member 
volunteers  to  testify,  become  key 
contacts,  man  phonebanks,  write 
letters  and  participate  in  voter 
registration  drives  and  campaign 
activities.  The  political 
environment  of  medicine  in  the 
remainder  of  this  century  makes 
an  organized  and  effective  grass- 
roots lobbying  program  a necessity. 
It  is  imperative  that  every  OSMA 
and  OSMA  Auxiliary  member 
understands  that  it  will  be  political 
decisions  that  determine  the  future 
of  America’s  health-care  delivery 
system.  As  a constituent,  the 
relationship  you  develop  with  your 
lawmaker  can  help  determine  how 
those  decisions  will  be  made. 

Medicine’s  history  is  replete  with 
examples  of  its  social  conscience, 
often  referred  to  as  altruism.  Life 


. . We  will 
emphasize  unity  and 
teamwork,  the  medical 
family  and  the  staff  of 
OSMA  working 
together  ...” 


on  the  streets,  the  homeless 
condition,  will  consume  some  of 
our  energy.  It  is  estimated  that 
there  are  140,000  homeless  people 
in  Ohio,  and  a recent  report  from 
a state  commission  on  housing 
estimates  the  number  is  growing  by 
10®/o  each  year.  This  group  of 
people  has  a high  prevalence  of 
medical  and  mental  health 
problems  and  frequently  uses 
public  emergency  departments.  Our 
goal  will  be  to  understand  the 
special  health  problems  associated 
with  homelessness  and  devise  an 
overall  strategy  to  provide  health 
services  to  manage  their  specific 
health  consequences. 

The  problem  of  the  uninsured 
poses  a serious  threat  facing  all  of 
society  which,  if  not  resolved,  will 
erode  the  very  principles  on  which 
our  health  system  has  been  built. 


There  is  a strong  undercurrent  that 
all  citizens  of  this  country  deserve 
a level  of  universal  access.  The 
government,  state  and  federal,  has 
made  changes  in  Medicare  and 
Medicaid,  with  the  private  sector 
following  suit,  resulting  in  an 
erosion  of  the  commitment  to 
universal  access.  This  has  led  to  a 
second  social  consequence  — a 
real  and  measurable  deterioration 
of  health  care  for  an  ever 
increasing  number  of  Americans. 
As  physicians,  we  have  been 
caught  between  what  society 
expects  from  the  health-care  system 
and  economic  realities.  We  must 
play  an  active  role  in  the 
resolution  of  these  problems.  We 
must  recognize  in  this  scenario 
that  there  will  continue  to  be 
limits  in  health  care.  Working 
through  our  professional 
organizations,  we  need  to  consider 
adoption  of  policies  on  how  best 
to  expend  health-care  dollars.  John 
Kitzhaber,  MD,  President  of  the 
Oregon  Senate,  addressed  the 
annual  meeting  of  the  California 
Medical  Association  House  of 
Delegates  on  March  5,  1988:  “Yes, 
we  are  going  to  have  to  ration 
health  care  in  this  country.  It  is 
inappropriate  and  unethical  for 
physicians  to  do  the  rationing. 
Society  needs  to  do  it,  and  if  you, 
the  legislators,  are  going  to  ration 
health  care,  here  is  a list  of 
priorities  that  makes  sense 
clinically.  This  makes  sense  in 
terms  of  marginal  costs  and 
marginal  benefits.  This  makes 
sense  in  terms  of  clinical 
outcome.”  Dr.  Kitzhaber  suggests 
forging  a partnership  between 
public  policymakers  at  the  state 
legislative  level  and  leadership  in 
the  medical  community. 

We  did  not  intend  to  make  this 
article  all  inclusive.  Other  issues 
will  be  developed  in  OHIO 
Medicine  over  the  next  12  months. 


William  J.  Marshall,  MD,  is 
President  of  the  OSMA;  Barbara 
Marshall  is  President  of  the 
OSMA  Auxiliary. 

OHIO  Medicine 


SECOND  OPINION 


The  Japanese 
Watch  Syndrome 

By  John  R.  LaManna  Jr.,  MD 


Editor’s  note: 

The  following  article  originally 
appeared  in  the  September,  1988 
issue  of  the  Mahoning  County 
Medical  Society  Bulletin,  and  was 
brought  to  our  attention  by  former 
Councilor  J.  James  Anderson, 

MD.  We  reprint  it  here  in  its 
entirety  with  the  permission  of  the 
Mahoning  County  Medical  Society. 

More  than  10  years  ago, 

cardiologist-philosopher- 
runner  George  Sheehan, 
MD  described  a deterioration  in 
human  mental  capacity  that  he 
called  the  Japanese  Watch 
Syndrome.  Affordable  watches  that 
not  only  kept  good  time,  but  also 
included  the  date  and  day  of  the 
week  on  their  faces,  had  been 
introduced  by  the  Japanese,  and 
before  long,  most  of  us  were 
wearing  “calendar  watches.”  In  the 
past,  our  awareness  of  day  and 
date  was  intact.  Shortly  after  one 
began  to  wear  one  of  the  new 


watches,  that  inner  calendar  began 
to  atrophy  from  disuse.  How  often 
now  do  we  write  the  date  or  even 
the  day  of  the  week  without  first 
consulting  the  calendar  watch?  Dr. 
Sheehan’s  point  was  that  mankind 
possesses  fewer  instincts  than  in 
the  past  because  he  has  allowed 
them  to  atrophy  through  disuse 
and  dependence  on  external 
substitutes.  This  was  not  an 
indictment  against  modern 
technology,  but  rather  a caution 
that  we  should  not  allow  the 
technology  to  replace  our  inner 
capacities. 

I believe  that  we  are  faced  with 
the  constant  threat  of  Japanese 
Watch  Syndrome  in  the  practice  of 
medicine.  Our  predecessors,  out  of 
necessity  and  lack  of  technology, 
were  the  ultimate  clinicians.  A 
thorough  history  and  physical 
exam,  combined  with  the 
physician’s  gut  feeling  about  the 
patient’s  condition,  formed  the 
entire  data  base  from  which  a 


diagnosis  was  made  and  treatment 
accomplished.  Technology  has 
made  many  great  advances,  and  in 
proper  perspective,  each  one  has 
been  beneficial  to  the  practice  of 
good  medicine.  New  treatment 
technologies  have  given  us  better 
surgical  procedures,  materials  and 
instruments.  Discoveries  in 
pharmacology  have  allowed 
dramatic  improvements  in  medical 
therapy.  The  explosion  in 
diagnostic  technology  allows  us  to 
probe  the  body,  even  down  to 
specific  loci  on  its  chromosomes  if 
we  wish.  The  danger  to  us  as 
clinicians  is  that  as  we  become 
more  indiscriminant  in  our  use  of 
new  technology,  we  become  more 
dependent  on  it.  That  part  of  our 
brain  trained  in  traditional 
medicine,  where  a thorough  history 
and  physical  should  give  us  a 
correct  impression  most  of  the 
time,  begins  to  atrophy  from 
disuse.  We  lose  confidence  in  our 
diagnostic  skills  and  no  longer 
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Japanese  Watch  . . . continued 


trust  our  gut  feelings.  We  continue 
to  order  skull  X-rays  on  low-risk 
head  trauma  patients,  we  order  lab 
tests  by  broad  groups  in  case  we 
might  “miss  something,”  use 
broad-spectrum  antibiotics  rather 
than  using  our  skill  to  be  specific 
in  our  therapy.  It’s  possible  that  as 
our  approach  to  diagnosis  and 
treatment  becomes  more 
technologic  and  impersonal,  and 
that  area  in  our  brain  where 
clinical  judgment  resides  is  allowed 
to  atrophy,  there  would  be  no  need 
for  a clinician  to  make  the 
decisions.  In  that  case,  Japanese 
Watch  Syndrome  could  be  a fatal 
disease  to  clinical  medicine. 

Our  medical  schools  continue  to 
recognize  the  importance  of  good 
decision-making  skills.  Dr.  Steven 
Muller,  President  of  Johns 
Hopkins  University,  said  in  a 
commencement  address  several 
years  ago  that  “What  science 
should  mean  is  a method  of 
inquiry,  not  a body  of  facts,  and 
scientific  aptitude  should  be 
defined  as  understanding  and 
disciplined  application  of  concepts, 
rather  than  memorization  of 
data.”  The  application  of  concepts 
along  with  maturity  and  experience 
are  the  essence  of  sound  clinical 
judgment.  We  must  not  only 
encourage  these  skills  in  our 
training  programs,  but  also  nurture 
our  own  abilities  of  physical 
diagnosis  so  that  we  can  remain 
selective  in  our  use  of  diagnostic 
and  therapeutic  modalities.  We 
must  continue  to  react  to  our 
clinical  instincts  so  as  to  keep 
them  alive.  We  can’t  allow  clinical 
medicine  to  fall  victim  to  Japanese 
Watch  Syndrome.  OSMA 


John  R.  LaManna,  Jr.,  MD  is  the 
former  editor  of  the  Mahoning 
County  Medical  Society  Bulletin. 
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products  of  interest  to  physicians 


Yes  you  look  better  — 
but  can  you  see 
better? 


Those  change-your-eye-color 
contact  lenses  may  affect 
peripheral  vision  in  some  patients, 
cautions  a report  in  a recent  issue 
of  Archives  of  Ophthalmology.  In 
a visual  field  test  of  10  patients 
with  normal  vision,  wearing 
colored  soft  contact  lenses,  all  but 
one  patient  experienced  field 
constriction  or  decreased 
peripheral  vision.  The  restriction 
varied  from  5 to  20  degrees,  and 
overall  peripheral  visual  field  loss 
ranged  from  21Vo  to  47%. 

According  to  the  article,  the 
problem  may  be  blamed  on  the 
opaque,  colored  dots  applied  to 
the  lens’  periphery  to  give  it  its 
blue,  green  or  aqua  color.  While 
the  authors  stated  their  experience 
with  soft-colored  contacts  has  been 
favorable,  they  note  that  the  lenses 
must  be  fitted  carefully,  and  fitters 
and  patients  should  be  warned  of 
possible  constriction  in  visual 
field. 


Doctors  under  antitrust  surveillance 


The  Justice  Department  has 
issued  a warning  to  doctors  that  it 
will  not  tolerate  any  evidence  of 
price-fixing  and  other  antitrust 
violations. 

Assistant  Attorney  General 
Charles  R.  Rule,  head  of  the 
Justice  Department’s  antitrust 
division,  recently  told  the  AMA’s 
House  of  Delegates  at  its  interim 
meeting  in  Dallas  that  the  Justice 
Department  is  unable  to  give  the 
medical  profession  a clean  bill  of 
antitrust  health.  According  to 
Rule,  grand  jury  investigations  of 
possible  violations  by  doctors  are 


under  way  in  three  cities. 

“The  allegations  of  antitrust 
crimes  by  members  of  the  medical 
profession  are  disturbing,”  he  is 
quoted  as  saying  in  news  reports. 

Criminal  antitrust  convictions 
carry  jail  sentences  from  a 
minimum  of  four  months  to  three 
years  and  fines  of  up  to  $250,000. 

Hence,  says  Rule,  agreements  by 
doctors  to  reduce  medical 
competition  and  thus  harm  their 
patients’  interest,  “can  be 
hazardous  to  your  personal 
freedom.” 


IMPORTANT  ISSUES  AND  DEVELOPMENTS 
IN  OBSTETRICS  AND  GYNECOLOGY 


September  14-16,  1989 

The  Westin  Hotel,  Fountain  Square 
Cincinnati,  Ohio 


Presented  by  The  Department  of  Obstetrics  and  Gynecology 
University  of  Cincinnati  Medical  Center 

CONMED  = 17  credit  hours  / ACOG  = 16  cognates 
$400  Physicians  - $225  Residents  & Health  Professionals 

For  more  information  contact: 

The  Department  of  Obstetrics  & Gynecology 
M.  Miodovnik,  M.D.,  Course  Director 
M.L.  526,  231  Bethesda  Avenue,  Cincinnati,  Ohio  45267-0526 
or  phone  (513)  558-4800. 

University  of  Cincinnati 
Medical  Center 
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Elcomp;..the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package” 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


IrDataGeneral 


ELSCTIP"  s^siams,  ha. 

Cincinnati  (513)  561-3050  Cleveland  (216)  562-3494 
(800)  441-8386 
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Leeches  in  the  operating  room  a cookbook  from  the  heart . . . Medicaid 
tips  . . . help  for  the  homeless,  part  //  . . . 


Leeches  “catch  on”  in  operating  rooms 


If  there  is  something  distasteful 
about  Hirudo  medicinalis,  it’s 
mostly  a matter  of  aesthetics, 
according  to  the  chief  of  the 
Division  of  Plastic  Surgery  at  St. 
Vincent  Charity  Hospital  in 
Cleveland. 

Hirudo  medicinalis  — more 
commonly  known  as  the  leech  — 
has  made  an  unlikely  but 
successful  resurgence  in  the 
operating  room.  But  as  Thomas 
Shaw,  MD,  points  out,  that 
doesn’t  necessarily  mean  that  the 
leech  has  gained  any  points  in  the 
glamour  department. 

Despite  the  negative 
connotations  associated  with 
leeches  — from  the  days  of  the 
barber-surgeons  to  the  creeks  in 
the  woods  — microsurgeons  have 
been  teaming  up  with  these  worms 
in  hospitals  in  Europe  and  the  U.S. 

In  1985,  Boston  surgeons  used 
leeches  during  surgery  to  reattach 
a young  boy’s  ear.  In  1987,  in 
what  was  thought  to  be  the  first 
use  of  leeches  in  a Cincinnati 


hospital,  a surgeon  used  leeches  — 
as  well  as  a $45,000  microscope 
and  microsutures  one-fourth  the 
diameter  of  a human  hair  — when 
reattaching  a man’s  fingers. 

And  in  March  of  this  year, 
surgeons  at  Riverside  Hospital  in 
Columbus  used  leeches  during 
reattachment  surgery  of  a woman’s 
hand. 

The  use  of  leeches  during 
microsurgery  is  increasing,  affirms 
Dr.  Shaw.  It’s  not  so  much  that 
leeches  were  overlooked  for  all 
these  years,  but  that  modern 
medicine  paved  the  way  for  their 
reintroduction  into  the  operating 
room  with  the  advent  of  tissue 
reattachment,  he  points  out. 

“It’s  fairly  commonly  known 


that  in  the  microsurgery  field, 
leeches  can  be  used  for  venous 
congestion,”  says  Dr.  Shaw,  who 
has  used  leeches  five  or  six  times 
during  surgery  since  he  first  tried 
the  technique  about  a year  ago. 

Circulatory  problems  can  occur 
in  reattachment  surgery  because  of 
venous  congestion,  he  explains. 
Leeches  are  used  to  remove 
congested  blood  at  the 
reattachment  site,  thus  allowing  the 
body  time  to  establish  proper 
draining  essential  for  a successful 
flap  replantation.  At  the  same 
time,  leeches  inject  a natural 
anticoagulant  that  helps  to  keep 
the  blood  flowing. 

In  one  case,  leeches  were  applied 
to  a patient’s  tongue  during 

surgery.  “You  can  imagine  the 
reception  . . . but 
the  loss  of  a flap 
is  a very  traumatic 
event,”  Dr. 

Shaw 

continues. 

If  there  is 
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imminent  danger,  the  patient 
generally  puts  aside  aesthetic 
considerations. 

In  most  cases  the  leeches  are 
kept  out  of  the  patient’s  sight  and 
are  confined  to  the  congested  area 
during  surgery,  he  adds. 

A high-tech  equivalent  of  the 
leeching  technique  is  to  make 
small  incisions  and  inject 
anticoagulants  at  the  reattachment 
site  to  keep  the  blood  flowing. 
Leeches  accomplish  the  same 
objective  and  seem  to  work  better 
to  drain  the  flap,  says  Dr.  Shaw. 

Leeches  are  generally  several 
inches  in  length  and  have  long, 
rasping  tongues  capable  of  making 
incisions  in  the  patient’s  skin.  Dr. 
Shaw  continues.  The  leeches  are 
kept  in  containers  in  cool 
surroundings  and  are  kept  hungry, 
so  they  will  be  active  when  put  to 
use. 


A high-tech  equivalent 
of  leeching  is  to  make 
small  incisions  and  inject 
anticoagulants  . . . 


According  to  Webster’s 
dictionary,  leeches  are  freshwater 
worms  formerly  used  by  physicians 
to  draw  blood.  The  bloodsucking 
attribute  of  the  leech  also 
contributed  to  its  slang  definition 
as  “a  hanger-on  who  seeks  gain.” 
Leeching  fell  into  disrepute  in 
the  past,  and  it  has  taken  some 


. continued 

time  for  these  worms  to  clear  their 
name.  Back  in  the  days  of  George 
Washington,  leeches  were  used  to 
bleed  patients  to  remove 
contagions  or  “bad  humours.” 

It  wasn’t  that  long  ago  that 
leeches  were  still  a laughing  matter. 
In  a 1987  newspaper  article,  a 
Cincinnati  surgeon  recalls  that 
there  was  great  laughter  at  a 
medical  meeting  in  the  early  1980s 
when  a French  doctor  talked  about 
using  leeches  during  surgery. 

That  scenario  calls  to  mind  the 
advertisement  classic:  “They 
laughed  when  I sat  down  to  play 
the  piano  ...”  Because  eventually, 
the  pianist  took  some  music 


A tasty  collaboration 

If  you  think  you’re  receiving  a 
number  of  questions  these 
days  about  the  risks  and 
benefits  of  certain  foods  — just 
imagine  how  world-class  chefs  are 
faring!  No  longer  can  they  hold 
court  in  a cooking  demonstration, 
for  example,  without  being 
bombarded  with  questions  from 
new,  nutritionally-savvy  consumers 
who  are  concerned  about  the 
number  of  calories,  grams  of  fat 
and  cholesterol  levels  of  the  dish 
being  prepared. 

The  problem,  of  course,  is  that 
most  chefs  don’t  know  the  answers 
to  those  questions. 

“That’s  why  Jacques  Pepin 
turned  to  us,”  says  Karen  Miller- 


lessons  and  became  a crowd 
favorite.  So  it  may  be  with  leeches. 
The  audience  laughed  when  the 
French  surgeon  first  talked  about 
leeches,  but  leeches  are  gradually 
winning  over  some  of  their  former 
skeptics. 

Dr.  Shaw  admits  that  the  use  of 
leeches  still  seems  a little  strange 
...  a little  primitive,  considering 
the  technical  nature  of  modern 
medicine.  But  he  recommends  the 
use  of  leeches  to  other  surgeons 
because,  in  his  words,  “what 
works,  works”  — and  aesthetics 
can’t  argue  with  that.  — Deborah 
Athy 


Kovach,  MSRD,  the  assistant 
director  of  nutritional  services  at 
the  Cleveland  Clinic. 

Pepin,  a French  chef  and  a 
notable  culinary  celebrity,  was 
receiving  more  and  more 
medically-oriented  questions  at  his 
cooking  demonstrations  and 
speaking  engagements,  Miller- 
Kovach  explains  — while  she  was 
finding  herself  on  the  flip  side  of 
the  problem. 

“Our  department  was 
continually  being  asked  for  recipes 
that  would  taste  good  and  still  be 
good  for  you,”  she  says. 

So,  when  Pepin  showed  up  at 
their  door  requesting  help  in 
developing  some  healthy  dishes  to 
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take  on  the  road,  it  seemed  like 
kismet. 

The  result  of  the  chef-clinic 
collaboration  is  a 60-minute  video 
and  67-recipe  cookbook  titled  “A 
Fare  for  the  Heart,”  which  the 
Clinic  is  selling  as  a package  for 
$39.95  ($9.95  for  the  cookbook 
alone). 

“What  ‘A  Fare  for  the  Heart’ 
does  is  take  the  American  Heart 
Association  guidelines  to  the 
limit,”  Miller-Kovach  explains.  In 
other  words,  there  is  not  a “pinch 
of  salt”  in  the  book  . . . 

But  recipes  are  tasty,  Miller- 
Kovach  assures,  and  have  been 
created  to  give  the  American 
public  not  only  an  incredible 
amount  of  variety  and  flexibility  in 
planning  their  meals,  but  just  what 
they  need,  nutritionally,  to  both 
prevent  and  treat  heart  disease. 

“An  individual  can  look  through 
the  cookbook  and  select  a soup,  a 
salad,  an  entree,  a side  dish  and 
dessert  from  any  of  those  offered 
and  know  that  it  will  be  good  for 
them,”  she  says. 

Of  course,  “A  Fare  for  the 
Heart”  is  not  the  only  health-wise 
cookbook  on  the  block.  Lately, 
there  has  been  a sudden  flood  of 
nutritionally-sound  cookbooks 
hitting  the  market,  and  for  years 
the  American  Heart  Association 
has  offered  one  specifically  geared 
to  heart  patients. 

“Their  cookbook  is  like  the 
Betty  Crocker  cookbook,”  suggests 
Miller-Kovach  when  asked  about 
the  AHA  best-seller.  “It’s  a good, 
basic  cookbook  with  good,  basic 
recipes.” 

However,  she  continues,  it  lacks 
the  flair  “A  Fare  for  the  Heart” 
offers. 

“We’re  especially  pleased  that  all 
of  the  recipes  in  the  book  are 
original,  created  from  the  ground 
up,”  she  notes.  The  tendency,  of 
course,  would  be  to  adapt  Pepin’s 
culinary  masterpieces  to  healthier 
standards. 

“But  when  you  adapt  a recipe, 
it’s  always  missing  something,” 
Miller-Kovach  argues.  “You  take 


A CLEVELAND  CLINIC  COOKBOOK 


LOW  SODIUM,  LOW  FAT,  LOW  CHOLESTEROL 

Reapes  aeatied  by  internationally  recognized  Chef  Jacques  Ftepin 
with  the  world-renowned  Cleveland  Clinic  Foundation 


“A  Fare  for  the  Heart,”  a collaborative  effort  between  noted  Chef  Jacques 
Pepin  and  the  Cleveland  Clinic,  proves  heart-conscious  food  need  not  be 
bland. 


something  out,  like  salt  or  cream, 
and  you  don’t  add  anything  back 
to  replace  it.” 

Consequently,  Pepin  headed  for 
the  kitchen,  and  Miller-Kovach  to 
her  computer  to  collaborate  on  a 
brand-new  set  of  recipes  — ones 
that  aren’t  missing  a thing. 

“Of  course,  Jacques  is  a chef, 
so  you’ll  find  some  recipes  in  the 
book  that  could  keep  you  in  the 
kitchen  all  day,”  she  says  with  a 
laugh. 

But  Pepin  has  a down-to-earth 
side  to  him,  too,  she  assures,  so 
the  book  also  contains  recipes  that 


can  be  fixed  in  a minimal  amount 
of  time. 

In  either  case,  however,  you’ll 
want  to  know  your  way  around  a 
kitchen  before  diving  in.  “It’s 

assumed  the 
reader-cook  has  a 
rudimentary  knowledge 
of  the  kitchen  ...” 

assumed  that  the  reader-cook  has 
a rudimentary  knowledge  of  the 
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kitchen,”  says  Miller-Kovach. 

(Those  who  don’t  may  want  to  cut 
their  teeth  on  the  AHA  cookbook 
first.) 

The  video,  too,  assumes  a basic 
knowledge,  so  instead  of 
explaining  how  to  saute,  for 
example,  it  jumps  right  into 
answering  specific  questions  that 
are  foremost  in  today’s  home 
chef’s  mind. 

“Jacques  demonstrates  five 
different  recipes  on  the  tape,  but 
this  is  not  a cooking  video,” 
Miller-Kovach  says.  “He  spends  as 
much  time  explaining  about  the 
kind  of  equipment  that’s  needed 
and  how  to  shop  for  healthy 
ingredients  as  he  does  cooking.” 

^^The  tape  increases 
awareness  of  the  types  of 
healthy  food  choices  that 
are  out  there  today.^’ 

Bernadine  Healy,  MD,  president 
of  the  American  Heart  Association 
and  director  of  the  Cleveland 
Clinic  Research  Institute,  makes  an 
appearance  to  discuss  sodium  and 
its  place  in  American  diets. 

Miller-Kovach  also  appears  to 
show  consumers  how  to  select 
good-for-you  cooking  oils  and  how 
to  add  fiber  and  fish  to  their 
meals. 

“The  tape  increases  awareness 
of  the  types  of  healthy  food 


continued 

choices  that  are  out  there  today,” 
she  says. 

Both  tape  and  cookbook  are 
offered  wholesale  to  hospitals  and 
physicians  who  may  want  to  make 
them  available  to  their  patients. 
Order  forms  for  the  tape  and 
additional  cookbooks  are  included 
in  the  cookbook  so  patients  can 
order  their  own  copies,  if  they 
wish. 

Pepin  has  already  touted  the 
book  on  a segment  of  “Good 
Morning,  America,”  and  Cable 
News  Network  carried  a feature  on 
it  just  recently. 

“That  provided  us  with  an 
international  market,”  Miller- 
Kovach  points  out.  “It  brought  us 
some  overseas  orders.” 

Both  the  Cleveland  Clinic  and 
Pepin  envision  “A  Fare  for  the 
Heart”  as  the  first  in  a series  of 
videos  and  cookbooks  that  will 
focus  on  healthy  eating.  Weight 
loss  and  managing  diabetes  are  apt 
to  appear  as  subjects  of  future 
video-cookbook  packages. 

A toll-free  line  has  been  set  up 
for  credit  card  orders  — 
1-800-258-8787,  extension  240.  Or 
an  order  form  may  be  requested  by 
writing:  Clinitec,  Inc.,  10465 
Carnegie  Avenue,  Cleveland,  Ohio 
44106. 

“Obviously,  heart  patients  are 
the  ones  who  will  derive  the  most 
use  from  ‘A  Fare  for  the  Heart,’  ” 
says  Miller-Kovach,  “but  everyone 
can  benefit  from  the  healthier 
eating.”  — Karen  S.  Edwards 


Medicaid  tips 

The  Ohio  Department  of 
Human  Services  makes 
changes  in  the  drug  formulary 
quarterly.  Most  of  the  changes  are 
based  on  recommendations  of  the 
Pharmacy  and  Therapeutics 
Committee,  composed  of  Janet 
Bixel,  MD;  Charles  May,  DO; 
James  Visconti,  PhD;  Suzanne 
Eastman,  RRh,  MS;  Mary  Ann 
Waltenbaugh,  RN;  and  Robert 
Reid,  RPh,  Chairman. 

For  your  information  the 
following  changes  will  take  place 
in  the  next  update  of  the 
formulary: 

Trade  Names  Added:  Actigall; 
Ansaid;  Curretab;  Emcyt;  Florone 
E;  Levatol;  Naftin;  Prelone  Syrup; 
Rheumatrex;  Sandostatin;  Slow- 
Mag;  Tac-3;  Tambocor  50mg, 
150mg;  Tobradex  Oph  Oint; 

Trilafon  Inj. 

Generics  Added:  Acetazolamide 
125mg;  Aspirin  CR  8(X)mg;  Aspirin 
EC  975mg;  Chlorphen/P- 
Eph/Ephed/Carbet  (Rynatuss); 
Chlorphen/P-Prop/Phenyleph 
(Rutuss);  Cyclacillin;  Disopyramide 
Cr  lOOmg;  Divalproex;  Nalidixic 
Acid;  Nandrolone  Decanoate; 
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Neomycin-Poly-HC  Oph  Susp 
(Cortisporin);  Phenylprop/ 
Guai/Phenyleph  (Entex); 
Sulfanilamide  Vag  Crm  (AVC). 

Deletions  Due  to  MAC:  Alupent 
lOmg,  20mg;  Chronulac;  Fiorinal/ 
Codeine  #3,  Metaprel  lOmg,  20mg; 
Nalfon;  Pediazole;  Prolixin. 

It  was  uncertain  at  the  time  of 


this  publication  what  the  fate  of 
the  tradename  anti-anxiety  drugs 
would  be,  but  in  the  event  that 
they  are  removed  from  the 
formulary  at  this  update,  they 
include  Ativan  Inj,  Librium  Inj, 
Paxipam,  Trancopal,  Tranxene  SD, 
ValRelease,  Vistaril  Inj  and  Susp, 
and  Xanax. 


Janet  Bixel,  your  OSMA 
representative  to  the  P&T 
Committee,  will  keep  you  informed 
of  changes  in  the  Ohio  Medicaid 
Drug  Formulary. 


Help  for  the 
Homeless,  Part  II 

Medicaid  patients 
given  choice 

An  experiment  in 

Montgomery  County  to 
encourage  more  physicians 
to  accept  Medicaid  patients 
appears  to  have  met  with  success. 

After  the  county  proposed  the 
Dayton  Area  Health  Plan,  more 
than  300  physicians  agreed  to 
accept  Medicaid  patients,  up  from 
the  125  to  150  physicians  who 
previously  participated. 

Physicians  agreed  to  take  part 
primarily  because  the  plan  is 
locally  controlled,  which  means 
that  reimbursement  is  likely  to  be 
quicker.  Also,  there  is  a chance 
that  reimbursements  will  be  5% 
higher  than  what  the  state  pays. 

Doubling  the  number  of 
physicians  who  accept  Medicaid 
patients  is  good  news  for  the 
Dayton  area,  which  currently  has 
about  40,000  Medicaid-eligible 
citizens. 

A virtuous  venture 

Providing  low-cost  medical  care 
to  indigent  patients  in  Cleveland  is 
the  main  reason  two  health-care 
providers  — University  Hospitals 
and  Hough  Norwood  Family 
Health  Centers  — have  joined 
forces. 
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In  early  January,  administrators 
at  Hough  Norwood  began 
managing  University  Hospitals’ 
internal  medicine  clinic.  In 
exchange,  the  hospital’s  medical 
and  clerical  staffs  are  working 
40%  of  the  time  for  Hough 
Norwood.  Patients  are  referred 
between  the  hospital’s  clinic  and 
Hough  Norwood  health  centers. 
According  to  Ann  Zuvekas,  vice 
president  of  the  firm  that  helped 
design  the  plan,  “This  gives  the 
poor  in  the  community  the 
opportunity  to  receive  ongoing, 
expert  primary  care,  not  just 
episodic  care. 

“The  patients’  conditions  can  be 
controlled  on  a primary-care  level, 
where  they  are  less  extensive  and 
less  expensive  to  treat.” 

Sound  solutions 

Officials  from  nine  Lucas 
Hospitals  recently  gathered  in 
Toledo  to  discuss  ways  of  lessening 
the  burden  of  providing 
uncompensated  health  care  to 
indigent  patients. 

According  to  W.  Scott  Fry, 
president  of  the  Hospital  Council 
of  Northwest  Ohio,  the  purpose  of 
the  meeting  “was  to  develop  some 
strategies.”  The  hospitals  are  not 
necessarily  looking  to  cut  the 
amount  of  uncompensated  care 
they  provide,  he  says,  but  rather, 
“We’re  looking  at  ways  ...  to 
channel  people  from  our 
emergency  rooms  to  outpatient 
visits. 

“I  think  a number  of 

3rt  II  . . . continued 

communities  are  providing 
managed  care,  where  someone 
‘shepherds’  a patient  through  the 
system.  Instead  of  going  into  an 
emergency  room  for  a cold  or 
scratch,  they  are  directed  to  the 
appropriate  (health)  center.” 

Although  no  definite  plans  were 
made.  Fry  indicates  that  officials 
will  continue  to  meet  in  order  to 
solve  the  problem. 

Initiating  action 

Providing  medical  care  to  the 
homeless  and  uninsured  before 
their  illnesses  become  life- 
threatening  — that’s  the  reason  for 
Cincinnati’s  Health  Initiative 
program. 

Essentially  a fund-raising  group. 
Health  Initiative  operates  a mobile 
medical  van  that  visits  homeless 
shelters  six  days  a week.  “Asking 
people  to  come  into  a clinic 
doesn’t  work  in  this  situation,” 
explains  fund-raiser  Deborah 
Keller.  “That’s  why  this  (program) 
is  so  critical.”  Staffed  by  two 
nurses  and  a physician,  and 
supported  by  numerous 
caseworkers,  the  van  dispenses 
basic  medical  care  to  the  medically 
indigent.  Because  Health  Initiative 
is  also  concerned  about  providing 
basic  pre-natal  care,  a conference 
will  be  held  this  fall  to  discuss 
possible  programs.  “We  have  a 
real  concern  about  getting  women 
— specifically  those  without 
insurance  — prenatal  care,”  says 
Keller.  “If  we  can  take  care  of  a 
woman  before  she  has  a pre-term 

baby,  we  can  save  (an  enormous 
amount).  Every  $1  spent  in  pre- 
natal care  saves  $5  in  post-natal 
care  — and  that’s  very 
conservative.” 

Insuring  the  employed 

A rather  novel  project  has  been 
undertaken  in  Mahoning  County 
by  the  Mahoning  County  Medical 
Society,  the  Youngstown  Chamber 
of  Commerce,  two  local  hospitals 
and  various  other  community 
groups.  The  group,  which  has 
named  itself  the  Youngstown  Area 
Health  Care  Benefit  Partnership 
Demonstration  Project  Committee, 
is  proposing  a plan  that  would 
provide  health  care  for  uninsured 
or  underinsured  workers.  Eleanor 
Pershing,  executive  director  of  the 
Mahoning  County  Medical  Society, 
said  the  group  has  been  meeting 
monthly  since  last  November.  The 
group,  she  says,  “is  putting 
together  a pilot  project  to  give 
employed  people  who  have  no 
health-care  (insurance)  ...  to  give 
them  a slice  of  health  care.  It 
would  be  a partnership  with  the 
employer  paying  so  much,  the 
employee  paying  so  much  and  the 
state”  paying  so  much.  Pershing 
says  that  the  state  has  a fund  of 
$4.1  million  available  for  deserving 
community  projects.  This  fall,  it 
will  select  five  such  projects,  and 
the  Mahoning  County  Medical 
Society  — indeed  the  entire 
Youngstown  area  — hopes  that 
theirs  will  be  included.  — Michelle 
J.  Carlson 
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AUTOCUUM  PREVENTS  YOUR  PROFITS 
FROM  FMLMG  THROUGH  THE  CRACKS. 


AutoClaim  processes  third-party 
billing  faster,  more  completely  and 
more  profitably  than  any  other 
system  available. 

As  you're  probably  aware,  75%  of  all 
health  expenditures  are  now  paid  by 
third  parties. 

But  did  you  know  that  the 
insurance  industry  has  turned  to 
electronic  hilling  as  the  preferred 
method  for  handhng  third-party  claims? 
Or  that  the  difference  in  turnaround 
time  between  electronic  and  paper  claims 
can  he  measured  in  days  vs.  months? 
Or  that  electronic  claims  pnKessing  can 
increase  your  profitability  dramatically? 

Even  the  most  dedicated  office 
staff  finds  it  next  to  impossible  to 
handle  on  a timely  basis  the  different 
submission  requirements  of  the  nation's 
200  major  insurance  carriers.  And 
paper  claims  get  lost,  rejected,  delayed 
and  returned. 

But  enough  doom  and  gloom. 
Here’s  the  good  news. 

State-of-the-art  technology 

AutoClaim’s  state-of-the-art  technology 
accelerates  third-party  payments, 
provides  greater  office  efficiency  and 


improves  your  cash  flow.  You  are  assured 
of  quality  because  it  comes  Ifoni  the 
industry  leader,  Medical  Data  Systems. 
With  superior  equipment  fix)m  Hewlett- 
Packard,  a world  leader  in  computer 
technology,  and  from  VeriFone,  the 
nation’s  largest  manufacturer  of  P.O.S. 
terminals  for  the  banking  industry. 

And  no  system  available  today  — not 
one  single  system  — can  offer  you  the 
features,  the  support,  the  flexibility 
and  the  outreach  of  AutoClaim. 

Incomparable 

Compare  these  features  of 
AutoClaim: 

► plugs  you  into  a universe  of  insurance 
carriers . . . not  just  two  or  three. 

► provides  a direct  link  for  on-line 
prospective  eligibility  verification. 

► the  fastest  turnaround  and  claims 
payback  of  any  system  available. 

► so  flexible  you  don’t  change  computer 
protocol  to  bill  different  carriers. 

► costs  far  less  — and  is  infinitely 
faster  — than  any  service  bureau. 

► installs  instantly  over  existing  phone 
lines  in  any  office. 

► utilizes  full  screen  and  full  keyboard. 

► universal,  single-step  entry  good 
for  most  carriers. 


No  better  system 

AutoClaim  is  available  on  a stand-alone 
basis,  or  can  be  added  as  an  enhance- 
ment to  your  existing  office  computer. 
Either  way,  there  is  no  better  system 
on  the  market. 

So  instead  of  seeing  unrealized 
income  fall  through  the  cracks,  call 
us  today  at  1-800-521-4548;  or  in  Ohio 
1-800-362-7895.  We’U  do  for  you 


what  we’ve  been  doing  for  physicians, 
group  practices,  clinics  and  hospitals 
for  almost  20  years . . . and  help 
your  office  run  as  productively  — and 
profitably  — as  possible. 

AutoClaim.  Demonstrating  the 
power  and  performance  of  Medical 
Data  Systems . . . where  the  future 
becomes  reality  in  healthcare  manage- 
ment today. 


2045  Midway  Drive 

MEDICAL  DATA  SYSTEMS  TVinsburg,  Ohio  44087 

division  of  GENERAL  COMPUTER  CORP  (800)  521-45‘t8 

in  Ohio  (800)  362-7895 


Name 


□ Yes,  I want  to  learn  more  about  AutoClaim. 


Address 


State 


Zip 


Telephone 


AuloClaim™  and  AutoMed*  General  Computer  Corporation 


American  Nurse  — 


By  Deborah  Athy 


It’s  not  the  first  time  that  the 
demand  for  nurses  has 
outstripped  the  supply.  After 
WW  II,  the  shortage  of  medical 
and  nursing  personnel  reached  a 
critical  level,  according  to  a 1987 
American  Medical  Association 
(AMA)  report  on  nursing 
personnel. 

Then,  in  1954,  the  AMA  again 
expressed  its  concern  for  the 
availability  of  bedside  nurses. 

In  1979,  organized  medicine 
reported  that  the  shortage  of 
nurses  providing  direct  patient  care 
was  urgent.  By  1986  the  shortage 
was  causing  closings  of  critical 
care  and  medical-surgical  beds, 
particularly  in  the  Atlantic  states, 
California,  Texas  and  parts  of  the 
South. 

This  time  around,  the  stakes  are 
just  as  high  and  are  compounded 
by  concurrent  factors  such  as 
demographics,  technology  and  the 
implementation  of  Medicare’s 
prospective  payment  system. 

There  has  been  some 
disagreement  on  how  serious  the 
problem  is  and  how  to  remedy  it. 
The  American  Hospital 
Association  (AHA)  confirmed  in 
1986  that  vacancy  rates  of  nurses 
were  disrupting  patient  care. 

But  the  U.S.  Department  of 
Health  and  Human  Services 
concluded  in  a separate  report  that 
the  national  supply  of  nurses  was 
meeting  the  demands,  according  to 
an  article  in  the  New  England 
Journal  of  Medicine. 

Despite  these  polar  perspectives, 
most  evidence  at  present  does 
suggest  that  there  is  a shortage  of 
available  bedside  nurses  in  many 
parts  of  the  country  as  well  as  a 
projected  decline  in  the  number  of 
future  nursing  graduates. 


One  of  the  more  telltale  signs  of 
the  shortage  may  well  be  the 
increase  in  nursing  want  ads.  The 
job  opportunities  are  more 
plentiful  than  in  the  past  and 
sometimes  offer  an  incentive  — a 
new  car,  for  example  — if  a nurse 
agrees  to  keep  a job  for  a specified 
amount  of  time. 

Thus  far,  Ohio  has  not  been  as 
hard-hit  as  some  other  areas  of  the 
country,  although  several 
physicians  from  rural  areas  in 
Ohio  have  reported  that  the 
shortage  has  made  an  impact. 

“The  shortage  is  not  as  severe  in 
Ohio  as  it  is  in  other  states,’’ 
affirms  Joanne  Easterling,  RN, 
Executive  Director  of  the  Ohio 
Nursing  Association  (ONA). 

One  reason  for  this  is  that  Ohio 
is  a “producer  state’’  of  nursing 
graduates.  Of  the  25  largest 
nursing  schools  in  the  U.S.,  four 
are  in  Ohio,  Easterling  explains. 

But  with  competition  for  nurses  as 
it  is,  many  of  Ohio’s  graduates  are 
going  elsewhere  for  better  offers, 
she  adds.  In  1987,  an  estimated 
4,745  nursing  graduates  chose  to 
venture  outside  the  state  for 
employment. 

“We  need  to  look  at  strategies 
of  enticement  and  ways  to 
encourage  these  nurses  to  stay  in 
the  state  and  practice,’’  Easterling 
points  out. 

The  Numbers 

More  nurses  are  working  now 
than  at  any  other  time  in  history 
— about  1.9  million  registered 
nurses  (RNs)  and  750,000  Licensed 
Practical  Nurses  (LPNs),  according 
to  AMA  estimates.  In  fact,  RNs 
make  up  the  largest  single 
discipline  of  the  medical 
profession,  with  approximately 
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American  Nurse  — On  the  Endangered  List? 


continued 


68Vo  of  RNs  working  in  a hospital 
setting. 

“We  have  more  nurses  working 
now  than  at  any  other  time,” 
Easterling  says,  “but  there  is  an 
increased  need  for  RNs  at  the 
bedside.” 

One  reason  is  that  hospitals 
need  to  employ  about  25%  more 
nurses  since  the  implementation  of 
Medicare’s  prospective  payment 
system,  she  says. 

Patients  are  usually  hospitalized 
for  fewer  days  to  meet  the 
prospective  payment  standards. 
While  they  are  at  the  hospital, 
patients  tend  to  be  sicker  and 
require  more  bedside  care  — a 
phenomenon  that  has  spawned  the 
phrase,  the  “sicker  and  quicker” 
patient,  says  Easterling.  The 
patient’s  acuity  level  is  increased, 
but  the  hospital  stay  is  reduced. 

Hospitals  also  began  laying  off 
orderlies  and  nursing  aides  to  keep 
pace  with  the  prospective  payment 
crunch,  leaving  much  of  these 
functions  to  the  RNs.  According  to 
the  American  Nursing  Association 
(ANA),  50  nurses  could  care  for 
100  patients  in  1972.  But  by  1986, 
91  nurses  were  needed  per  100 
patients. 

At  the  same  time,  there’s  been 
an  increased  need  for  home  health- 
care personnel  because  patients 
still  need  care  when  they  are  sent 
home,  which  also  lures  RNs  from 
the  hospital  setting. 

Demographics  have  also  played  a 
role  in  the  increased  need  for 
nurses  at  the  bedside.  The  age  65 
and  over  population  is  expected  to 
double  in  the  next  20  years, 
Easterling  says.  As  it  does,  this 
group  is  going  to  need  more 
nursing  care. 

“We  have  to  look  at  projected 
demographic  trends  and  recognize 
the  need  for  nurses  who  have 
knowledge  about  gerontology  and 
geriatrics,”  she  points  out. 

This  need  will  continue  to 
increase  because  the  younger 
population  is  getting  smaller,  she 


Nermin  Lavapies,  MD 


adds.  “We  have  to  wonder,  ‘Who’s 
going  to  be  there  to  care  for  us 
into  the  next  century?’  ” 

The  Nurse’s  Salary  — 

No  Satisfaction? 

“In  general,  nursing  salaries 
across  the  country  have  been  a big 
problem,”  Easterling  says.  “The 
salaries  are  not  attractive  enough 
to  allure  new  recruits  or  alluring 
enough  to  keep  experienced 
nurses.” 

There’s  a minimal  difference  in 
the  average  starting  salary 
(approximately  $20,340)  and  the 
average  maximum  salary  ($27,774) 
for  nurses  — a gap  that’s 
described  as  wage  compression. 

According  to  Nermin  Lavapies, 
MD,  a Martins  Ferry  family 
practitioner  and  Seventh  District 
Councilor  for  the  OSMA,  the 
nursing  shortage  is  primarily  a 
matter  of  salary  dissatisfaction. 

In  the  area  where  Dr.  Lavapies 
practices,  nursing  wages  are  low  — 
$8.25  per  hour,  she  says.  To  attract 
new  nurses,  hospitals  try  to  offer 
good  salaries.  What  happens  is 
that  the,  new  nurses  end  up  making 
as  much  as  the  nurse  who  has 
been  there  for  15  years.  Dr. 


Lavapies  points  out.  “When  the 
gap  between  the  starting  nurse  and 
the  experienced  nurse  closes,  we 
begin  losing  the  experienced 
nurses.” 

It  may  seem  like  a simplification 
to  blame  every  aspect  of  the 
nursing  shortage  on  a matter  of 
money.  An  editorial  in  the  Plain 
Dealer  acknowledges  that  there  are 
other  factors  — such  as  long  hours 
and  weekend  and  holiday  shifts  — 
that  make  nursing  difficult. 

“But  80  hours  a week  of 
picayune  research  in  a stressful  law 
office  has  its  own  kind  of 
unpleasantness,”  the  article 
continues.  “The  difference  is  in 
current  material  rewards  and  long- 
term potential.” 

The  Handmaiden  Image 

Claire  Wolfe,  MD,  Columbus,  a 
specialist  in  physical  medicine  and 
rehabilitation  and  chair  of  the 
OSMA-ONA-OOA  (Ohio 
Osteopathic  Association)  Liaison 
Committee,  agrees  that  salary 
dissatisfaction  contributes  to  the 
nursing  shortage.  But  simply 
upping  the  pay  won’t  entirely  solve 
the  problem,  she  says. 

“It’s  not  that  easy  . . . Money  is 
one  thing.  But  I think  it’s  an 
image  problem  more  than  anything 
else,”  Dr.  Wolfe  points  out. 

Some  nurses  feel  that  they  don’t 
get  as  much  respect  and  status  in 
their  profession  as  they  would  if 
they  were  in  another  position,  such 
as  in  administration  or  case 
management,  for  example. 

“I  think  some  of  them  still  feel 
they  are  handmaidens  to  physicians 
. . . that  their  contribution  to  the 
care  of  the  patient  is  not 
respected,”  she  continues. 

But  Dr.  Wolfe  is  quick  to  point 
out  that  improvements  have  been 
made  in  this  area.  “Physicians 
have  changed  their  attitudes,”  she 
says.  “They’re  seeing  nurses  more 
as  colleagues.” 

Nurses  may  still  be  portrayed  in 
the  movies  or  on  TV  shows  in  a 
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subordinate  manner,  but  that  is 
passe,  according  to  Dr.  Lavapies. 
“Image  used  to  be  a problem,  but 
that  has  changed. 

“Nurses  are  now  treated  as 
professionals,”  she  continues. 

“The  physician  has  to  talk  with 
the  nurse,  the  PRO,  the  discharge 
planner,  the  insurance  company, 
etc.,  when  reviewing  a chart  and 
getting  knowledge  for  patient  care. 
Medicine  is  no  longer  solely  in  the 
physician’s  ballpark.  The  doctor 
knows  that,”  she  says.  “We 
learned  that.” 

Easterling  agrees  that  the 
handmaiden  image  has  generally 
become  a thing  of  the  past.  “We 
don’t  want  to  dwell  on  that,”  she 
says.  “We  want  to  move  on.” 

The  Rural  Nurse 

The  nursing  shortage  probably 
has  had  a greater  effect  in  the 
smaller  counties  in  Ohio.  “I  had  a 
conversation  with  a couple  of 
physicians  from  rural  areas  — one 
from  Jefferson  County,  another 
from  Athens  County  — and  they 
said  the  nursing  shortage  could  be 
felt  there,”  Dr.  Lavapies  notes. 

Many  nurses  don’t  want  to  come 
to  rural  areas,  she  continues.  “I 
don’t  think  you  can  change  the 
unemployment  in  the  rural  areas, 
but  if  the  nurses  are  satisfied  with 
their  salaries,  they  will  stay,”  she 
suggests. 

Rural  hospitals  are  also  feeling 
the  economic  crunch.  Hospitals  are 
closing  beds  and  sending  patients 
to  other  hospitals  in  other  cities, 
she  says.  “Suddenly  the  patient  is 
faced  with  the  dilemma  of  going 
to  another  hospital,  getting 
another  doctor  — all  of  this  has  a 
rippling  effect,  and  the  patient  is 
unhappy,”  Dr.  Lavapies  says. 

“There  are  fewer  nurses  trying 
to  manage  a lot  sicker  patients.  It 
is  worrisome,”  she  says.  In  one 
instance,  there  were  two  nurses 
taking  care  of  45  patients,  she 
remembers. 

To  add  to  the  problem,  two 


county  schools  in  the  area  have 
closed  — “They  used  to  supply  us 
with  nurses,”  she  says.  And  now 
hospital-subsidized  nursing 
programs  are  also  feeling  the 
crunch. 

One  hospital-connected  program 
has  dropped  its  required 
enrollment  from  36  months  to  24 
months  and  is  now  affiliated  with 
a technical  school,  rather  than  the 
hospital. 

When  you  start  cutting  the  time 
required  for  a nursing  degree  or 
cutting  back  on  the  number  of 
nurses  on  a shift,  you  can  be 
headed  for  trouble,  says  Dr. 
Lavapies.  “Any  time  you  start 
cutting  corners,  there  is  less 
quality.” 

The  Search  Is  On 

It  makes  sense  to  say  that  we 
have  to  pay  more,  we  have  to  make 
the  job  more  enticing.  Dr.  Wolfe 
points  out.  “This  is  OK,  but  it 
doesn’t  solve  the  problem.  The 
problem  is,  right  now,  ‘Where  are 
the  numbers?’  ” 


Claire  Wolfe,  MD 


Seventy  RN  and  42  LPN 
programs  in  the  state  are  preparing 
future  nursing  graduates.  But  in 
this  decade  overall  enrollment  has 


dropped  27%,  according  to  the 
ONA. 

In  1984,  nursing  graduates  in  the 
U.S.  numbered  80,312.  In  the 
1990s,  the  projected  number  of 
nursing  graduates  is  expected  to 
drop  to  66,800,  according  to  one 
report. 

Between  1974  and  1986,  the 
proportion  of  full-time  freshman 
women  in  all  kinds  of  institutions 
who  were  planning  a career  in 
nursing  dropped  by  50%, 
according  to  the  NEJM.  By  1986 
most  freshmen  expressed  a 
preference  for  medicine  rather  than 
nursing. 

At  the  same  time,  a shortage  of 
allied  health  professionals  such  as 
lab  workers,  respiratory  therapists. 
X-ray  technicians  and  physical 
therapists  has  also  been  projected. 
Dr.  Wolfe  continues. 

“We  must  make  the  nursing 
profession  an  attractive  alternative 
to  those  people  who  want  a 
career,”  she  says.  “We  have  to 
inform  mid-school  and  high  school 
students  about  the  pluses  of  going 
into  nursing  and  other  paramedical 
positions.  We  have  to  target  the 
kids  coming  up  now.” 

“We  don’t  have  enough  people, 
the  overall  pool  is  not  there,” 
Easterling  agrees.  Part  of  the 
decline  can  be  attributed  to  an 
overall  decrease  in  young  people 
going  to  college,  to  the  end  of  the 
Baby  Boom,  she  says. 

Students  are  also  going  into 
other  professions,  opting  to  work 
in  such  fields  as  engineering, 
medicine,  business,  law  and 
accounting. 

“Nursing  is  touted  as  having 
poor  working  conditions  and  poor 
pay,  so  bright  people  are  being 
directed  into  other  areas,” 
Easterling  says. 

At  the  same  time,  experienced 
RNs  are  also  finding  new  careers. 

In  the  past,  nurses  worked 
primarily  in  the  doctor’s  office  or 
the  hospital,  she  continues.  Now 
nurses  can  work  in  a variety  of 
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community  settings,  including 
HMOs,  risk  management,  hospices 
and  home  care.  “They’re  being 
attracted  by  better  hours  and  less 
stressful  jobs,”  she  points  out. 

It  makes  sense  to  recruit 
students  earlier,  to  try  to  interest 
them  in  the  nursing  profession, 
says  Dr.  Lavapies.  “But  what  are 
we  going  to  attract  them  with  — 
the  long  hours,  $8-an-hour  pay?” 

The  New  Caregiver 

In  answer  to  the  nursing 
shortage,  the  American  Medical 
Association  (AMA)  Board  of 
Trustees  released  the  report, 
“Nursing  Education  and  the 
Supply  of  Nursing  Personnel  in  the 
United  States  — Report:  CC 
(1-87).” 

The  AMA’s  report  made 
recommendations  to  support 
government  and  private  initiatives 
to  recruit  and  educate  nurses  at 
the  bedside;  economic  and 
professional  incentives  to  attract 
and  retain  nurses;  hospital-based 
educational  programs  for  bedside 
caregivers,  especially  in  critical  care 
units;  and  quality  education 
programs  and  methods  of 
accreditation  to  increase  the 
caregiver  availability. 

But  the  recommendation  that 
stirred  up  the  most  furious  debate 
has  been  the  suggestion  that  a new 
medical  caregiver  be  ushered  into 
the  medical  arena  — the  Registered 
Care  Technician  (RCT). 

The  RCT  would  be  responsible 
for  such  things  as  monitoring 
physician  regimens,  recording 
patient  observations,  maintaining 
patient  records  by  computer  and 
maintaining  daily  living  activities, 
according  to  the  AMA  proposal. 

The  Ohio  Nursing  Association 
(ONA)  countered  the  proposal 
with  a position  paper  of  its  own 
on  Alternative  Care  Providers  in 
June  1988.  The  ONA 
representatives  said  they 
appreciated  the  concern  of  the 
physician  community  and  agreed 


that  the  nursing  shortage  should 
not  have  a detrimental  effect  on 
patient  care. 

However,  the  ONA  said  the 
creation  of  the  RCT  would  lead  to 
confusion,  fragmentation  of  care, 
further  dilution  of  the  RN 
applicant  pool,  and  likely  would 
not  result  in  better  care  for  the 
patient. 

“We  already  have  caregivers  in 
place  — nursing  aides,  dietary 
aides,  etc.  We  don’t  have  to  go  out 
and  make  up  a new  caregiver,” 
Easterling  points  out.  “Nurses 
don’t  need  someone  to  do  patient 
care.  They  need  people  to  do 
ancillary,  non-nursing  activities.” 


''Nurses  don't  need 
someone  to  do 
patient  care” 
Easterling  says. 
"They  need  people 
to  do  ancillary, 
non-nursing 
activities.” 

The  AMA  regards  the  new 
caregiver  as  non-competitive  with 
nursing  positions,  while  being  a 
potential  resource  for  recruitment. 
The  ONA  regards  the  RCT  as 
competitive  with  nurses  because 
the  RCT  job  description  includes 
some  nursing  functions. 

“The  concept  to  help  the  nurses 
at  the  bedside  is  good,”  says  Dr. 
Wolfe.  And  it’s  not  surprising  that 
the  AMA  wanted  to  take  some 
action,  she  says,  because  physicians 
have  a great  deal  at  stake  in  this 
issue. 

Perhaps  one  of  the  things  that 
the  ONA  specifically  objected  to 
was  the  way  the  position  was 
outlined.  Dr.  Wolfe  continues.  “I 
think  the  place  the  AMA  went 
askew  was  that  they  made  the 


program  a physician-mandated 
effort  without  involving  the 
nurses,”  she  says.  “Some  people 
think  the  (AMA  paper)  was  a way 
to  get  the  nurses’  attention,”  she 
points  out. 

But  the  AMA’s  proposal  to 
create  a new  caregiver  is  generally 
considered  a short-range  approach, 
while  the  nursing  association  also 
has  to  consider  the  long-range 
aspects  of  the  problem. 

“Physicians  are  concerned  with, 
‘Right  now,  who’s  taking  care  of 
my  patients?’  ” Dr.  Wolfe 
explains. 

“It  (the  RCT  proposal)  seems  to 
be  a stop-gap  approach,”  says  Dr. 
Lavapies.  “We’re  still  going  to 
need  more  nurses.” 

The  AMA  House  of  Delegates 
approved  the  RCT  proposal  at  its 
1988  Interim  Meeting.  Despite 
opposition,  the  first  class  for  basic 
trainees  is  tentatively  scheduled  to 
begin  by  July  1,  1989,  according  to 
an  October  1988  article  in  AMA 
News. 

The  Ohio  delegation  voted 
against  the  RCT  proposal  at  the 
AMA  meeting,  opting  instead  to 
work  within  the  current  levels  of 
nursing  education  and  to 
encourage  dialogue  between  the 
AMA  and  the  American  Nursing 
Association,  as  indicated  in  OSMA 
Substitute  Emergency  Resolution 
02-88. 

The  American  Osteopathic 
Association  also  came  out  with  a 
resolution  against  the  RCT 
proposal.  But  the  majority  of  the 
states  approved  the  AMA 
proposal,  says  Dr.  Wolfe. 

“Right  now  we  (Ohio 
physicians)  have  a very  good 
working  relationship  and  dialogue 
(withJLhe  nurses)  through  the 
liaison  committee,”  she  says. 

“Down  at  the  grass-roots  level, 
everyone  gets  along.”  Ultimately, 
the  shortage  may  have  to  be  solved 
at  the  grass-roots  level,  she  adds. 

continued  on  page  436 
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Allied  Health  Workers 

In  recent  months,  the  nursing 
shortage  has  attracted  a great 
deal  of  media  attention.  But 
there  is  also  a noticeable  shortage 
in  other  branches  of  the  medical 
service  — the  allied  health 
professionals. 

A survey  released  by  the  Greater 
Cincinnati  Hospital  Council 
(GCHC)  indicates  that  hospitals  in 
the  Cincinnati  area  are  reporting 
high  vacancy  rates  for  allied  health 
positions. 

The  shortages  are  occurring  just 
as  the  U.S.  Bureau  of  Labor 
Statistics  projects  that  one  million 
more  allied  health  workers  will  be 
needed  by  the  year  2000. 

The  Institute  of  Medicine 
(lOM),  a division  of  the  National 
Academy  of  Sciences,  also  echoed 
a warning  about  serious  shortages 
in  the  allied  health  field  in  a 
report  issued  in  July  1988. 

The  lOM  report  examined  forces 
affecting  the  supply  of  10  allied 
health  professions,  including 
clinical  laboratory  technologist  and 
technician,  dental  hygienist, 
dietitian,  emergency  medical 
personnel,  medical  record 
administrator  and  technician, 
occupational  therapist,  physical 
therapist,  radiologic  technologist 
and  technician,  respiratory 
therapist,  and  speech-language 
pathologist  and  audiologist. 

The  GCHC  report  was  based  on 
a local  analysis  of  19  hospitals  by 
the  American  Hospital 
Association.  Two  professions  of 
special  concern  for  Cincinnati 
hospitals  and  other  hospitals 
nationwide  are  physical  and 
occupational  therapy. 

Of  the  20  positions  included  in 
the  GCHC  survey,  physical 
therapist  had  the  highest  vacancy 


rate  and  ranked  highest  in  other 
categories  such  as  “most  difficult 
to  recruit”  and  “most  difficult  to 
retain.” 

The  shortage  is  made  worse  by 
the  fact  that  there  are  no  training 
programs  for  physical  or 
occupational  therapists  in  the 
Cincinnati  area,  according  to  the 
GCHC. 

Other  positions  analyzed  in  the 
GCHC  survey  include  speech 
pathologists,  clinical  perfusionists, 
medical  record  coders, 
pharmacists,  radiologic 
technologists,  medical 
transcriptionists  and  respiratory 
therapists. 

Registered  nurses  were  not 
included  in  the  survey  because  they 
have  been  the  focus  of  numerous 
other  surveys,  according  to  a 
GCHC  report. 


Survey  respondents  reported  that 
they  were  using  a number  of 
strategies  to  cope  with  personnel 
shortages,  such  as  overtime, 
contractual  services,  scheduling 
changes,  temporary  staffing, 
innovative  scheduling  and  changes 
in  compensation  programs. 

The  Hospital  Council  hopes  to 
use  the  survey  results  to  plan 
programs  to  provide  member 
hospitals  with  an  adequate  supply 
of  qualified  employees. 

One  GCHC  program  in  the 
works  plans  to  develop  an 
alternative  high  school  program 
focusing  on  the  health  sciences  to 
prepare  students  for  post- 
secondary education  in  a health 
profession.  The  program  is 
scheduled  to  begin  at  a Cincinnati 
high  school  this  fall.  — Deborah 
A thy 
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Looking  to  the  Future 

“The  problem  is  not  going  to 
solve  itself  or  be  solved  overnight,” 
says  Easterling.  “It’s  (the  problem) 
going  to  get  more  acute.” 

A key  goal  is  to  entice  Ohio 
nursing  graduates  to  stay  in  the 
state  and  work,  she  continues.  One 
incentive  is  proposed  Health  Bill 
11,  the  Ohio  Education  Assistance 
Program.  The  bill  proposes  to 
award  loans  to  nursing  students, 
who  would  then  have  a portion  of 
their  debt  forgiven  if  they  agreed 
to  work  in  the  state. 

“We’re  also  trying  to  attract 
second-career  people  into  nursing,” 
Easterling  continues,  such  as  those 
people  who  might  want  to  change 
careers  and  have  already  had  some 
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classes  that  apply  to  a nursing 
degree. 

In  addition,  hospitals  have  to 
utilize  their  nursing  staffs  in  a 
better  way,  she  says.  Some 
suggestions  include  promoting  the 
retention  of  the  experienced  nurse, 
expanding  ancillary  persons 
responsible  to  the  nurse,  increasing 
the  use  of  technology,  such  as 
computerized  charting,  and 
increasing  the  time  the  nurse 
spends  with  the  patient. 

There  is  the  occasional  ray  of 
hope,  Easterling  points  out. 

Perhaps  because  the  nursing 
shortage  has  been  a hot  topic  in 
the  media,  nursing  enrollments 
picked  up  slightly  last  year  — a 
trend  that  benefits  the  overworked 
nurse,  the  worried  physician  and 
the  patient. 

“It’s  not  a simple  problem,”  Dr. 
Wolfe  concludes.  “You’re  dealing 
with  years  of  attitudes  and 
divergent  goals  between  nursing 
and  medicine.” 

But,  says  Easterling,  “Nurses  are 
working  very  hard  to  provide  the 
best  care  for  patients.”  And  in  the 
meantime,  the  OSMA-ONA-OOA 
Liaison  Committee  and  other 
medical  organizations  are 
evaluating  all  aspects  of  the 
shortage  in  Ohio,  hoping  to 
remove  the  nurse  from  “the 
endangered  list”  of  health 
professionals. 


Deborah  Athy  is  Associate  Editor 
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EMC*Express™  submits  claims 
to  these  insurance  carriers: 

Nationwide -Medicare  Part  B (Testing) 

N El C ACTIVE  PARTICIPANTS 

Aetna 

Benefit  Trust  Life 
Confederation  Administration 
Confederation  Life 
Connecticut  General 
Equicor 
John  Hancock 
Great  Southern  Life 
Guardian  Life 
Life  of  Georgia 
Metropolitan  Life 
The  New  England 
Pacific  Mutual 
Philadelphia  American 
Philadelphia  Life 
Principal  Mutual  Life 
State  Mutual  Life  Assurance 
The  Travelers 


PRIVATE  HEALTHCARE  SYSTEMS 
ACTIVE  PARTICIPANTS 


Benefit  Trust  Life 
Business  Men’s  Assurance 
Central  Life  Assurance 
CNA  Insurance  Companies 
Claims  Administration  Corporation 
Confederation  Life 
Crown  Life 

General  American  Life 
Great- West  Life 
The  Guardian  Life 
Jefferson-Pilot 
Mony  Financial  Services 
The  Mutual  Benefit  Life 
The  New  England 
Phoenix  Mutual  Life 
State  Mutual  Life 
Time  Insurance 
Washington  National  Life 
Western  Life 

The  following  vendors  have  incorporated  the 
EMC^Express™  system  into  their  physician 
practice  management  software: 


SYSTEM  VENDORS 


Advanced  Medical  Office  Systems 
(AMOS) 

Alcon 

Annson  Systems,  Inc. 

Artificial  Intelligence 

The  Cactus  Medical  Group,  Ltd 

CYMA  McGraw  Hill 

GSR  Systems,  Inc 

Healthcare  Communications 

LDS 

Mid-Atlantic  ICS,  Inc. 

MOS,  Inc. 

Physician  Micro  Systems 
Physicians'  Office  Computer 
PRISM  Data  Systems 
Provision,  Inc. 

RLl  Professional  Technologies,  Inc 
Santiago  Data  Systems,  Inc. 
UNIVAIR,  Inc. 

Westland  Software  House,  Inc. 


209-466-1807 

1-800-225-5489 

312-564-8310,  x500 

1-800-533-8902 

1-800-876-9495 

1-800-292-2962 

1-800-426-9478 

402-489-0391 

913-492-5700 

1-800-772-2842 

1-800-323-6671 

206-441-8490 

213-603-0555 

1-800-223-3828 

1-800-772-2847 

1-800447-2205 

1-800-652-3500 

314426-1099 

1-800423-5880 


SERVICE  BUREAUS 

Control-O-Fax  319-234-4651 

Also  Service  by: 

Mifax  Service  and  Systems 
C reative  Systems 
Systems  and  Services 

PRODATA  I-800-PRODATA 


436 


OHIO  Medicine 


You're  looking  at  one  of 
the  most  outdated  procedures 
in  the  medical  profession. 


It’s  costly,  and  it’s  painfully  slow. 

Yet  thousands  of  doctors  are  still  in  the  practice 
of  mailing  their  insurance  claims. 

A procedure  that  has  some  rather  unpleasant 
side  effects.  Such  as  costly  administrative  expenses, 
added  paperwork,  slower  claims  turnaround  and 
worst  of  all,  slower  cash  flow. 

Fortunately,  GTE  Health  Systems  has  a painless 
alternative. 

Our  EMC*Express™  system. 

Many  physicians’  software  vendors  have  incor- 
porated EMC*Express™  into  their  software.  And 
once  it’s  part  of  the  complete  software  package, 
the  claims  information  you  put  in  the  computer  is 
automatically  edited  for  errors  and  omissions. 

Then,  with  a single  local  telephone  call,  the  claims 
data  is  sent  to  the  EMC*Express™  network  where 
it’s  transmitted  to  the  insurance  company’s  computer. 

And  all  this  takes  place  in  a matter  of  minutes. 

Something  the  postal  service  would  have  trouble 
doing. 

But  then  again,  who  could  keep  up  with  GTE? 
Another  solution  to  vour  information  challenges  from 
GTE  Information  Services. 


The  Raphan  Medical  Group 

4399  Hamlin  Street  Austin.  lexas  78746 


Henderson  Insurance  Co. 
claims  Dept. 

53-30  70th  Street 
Maspeth,  New  York  11378 


SO 


Health 

Systems 


THE  POWER  IS  ON 


E l\l 

c:  1 

E S 

Stolly  Insurance  Agency 

Grubers'  Columbus  Agency 

Baldwin  & Whitney 

1730  Allentown  Road 

3040  Riverside  Drive 

Insurance  Agency 

P.O.  Box  1666 

P.O.  Box  1066 

15  E.  Fourth  Street,  Suite  424 

Lima,  OH  45802 

Columbus,  OH  43216 

Dayton,  OH  45401 

(419)227-2570 

(614)  486-0611 

(513)  223-3181 

United  Agencies 

Insurance  Office  of  Central  Ohio 

Barkdull  & Guckenberger 

1550  Hanna  Building 

38  Jefferson  Avenue 

125  E.  Court  Street 

Cleveland,  OH  44115 

Columbus,  OH  43215 

Cincinnati,  OH  45202 

(216)696-9044 

(614)221-5471 

(513)381-3100 

Utz  Insurance  Agency 

Johnson  Insurance  Agency 

Earl  F.  Mathews 

P.O.  Box  167 

685  North  Hague  Avenue 

8 North  Court  Street,  P.O.  Box  S 

Plymouth,  OH  44865 

Columbus,  OH  43204 

Athens,  OH  45701 

(419)687-6252 

(614)  276-1600 

(614) 593-5573 

► NORTHERN  OHIO 

Bartlett  Insurance  Agency 

121  East  Court  Street 
Bowling,  Green,  OH  43402 
(419)352-2574 

Benham  Insurance  Associates 

5133  S.  Main  Street 
Southbriar  Shopping  Center 
Sylvania,  OH  43560 
(419)882-7117 

Brooks  Insurance  Agency 

1120  Madison  Avenue 
Toledo,  OH  43624 
(419) 243-1191 

Frank  B.  Hall  of  Ohio 

2603  W.  Market  Street,  Suite  220 
Akron,  OH  44313 
(216)836-8866 

The  Gluck  Agency 

2901  Market  Street 
Youngstown,  OH  44507 
(216)788-6577 
1-800-362-6577 

Haas  Insurance  Agency 

25000  Center  Ridge  Rd.,  Suite  4 
Westlake,  OH  44145 
(216)871-8720 

Humphrey  & Cavagna  Insurance 

507  Broad  Street 
Elyria,  OH  44035 
(216)  322-5477 
1-800-356-8415 

Palmer-Blair  Insurance  Agency 

905  Spitzer  Building 
Toledo,  OH  43604 
(419)248-4141 

R.  Macknin  Insurance  Agency 

3681  Green  Rd. 

Beachwood,  OH  44122 
(216)464-4080 

Ron  Perkins  Insurance  Agency 

13700  State  Road 
North  Royalton,  OH  44133 
(216) 237-8200 

Sirak-Moore  Insurance  Agency 

P.O.Box  35097 
Canton,  OH  44735 
(216)493-3211 

Stockdale  Insurance  Agency 

24600  Center  Ridge,  Suite  133 
King  James  Office  Park 
Westlake,  OH  44145 
(216)835-6950 


W.W.  Reed  & Son 

141  East  Main  Street 
Kent,  OH  44240 
(216) 673-5838 

► CENTRAL  OHIO 

Alexander  & Alexander  of  Ohio 

1328  Dublin  Road 
P.O.Box  451 
Columbus,  OH  43216 
(614)486-9571 

George  Gilmore  & Son 
Insurance  Agency 

109  North  Fifth  Street 
P.O.Box  237 
Steubenville,  OH  43952 
(614)  282-9791 


Marsh  & McLennan 

10  West  Broad  Street,  Suite  1200 
Columbus,  OH  43215 
(614)461-6400 

McCaffrey  Insurance  Agency 

2935  Kenny  Rd.,  Suite  100 
Columbus,  OH  43221 
(614) 451-3808 

Wallace  & Turner  Agency 

616  North  Limestone  Street 
Springfield,  OH  45501 
(513)324-8492 

► SOUTHERN  OHIO 

Associated  Insurance  Consultants 

1250  West  Dorothy  Lane 
Suite  108 

Kettering,  OH  45409 
(513) 293-6000 


FMS  Insurance  Agency 

125  East  Court  Street,  Suite  303 
Cincinnati,  OH  45202 
(513)381-0811 

Hoffman,  Ries  & Associates 

7770  Cooper  Road,  P.O.  Box  42275 
Cincinnati,  OH  45242 
(513) 791-5401 

Insurance  Associates  of 
Middletown 

One  North  Main  Street 
Middletown,  OH  45042 
(513)424-2481 

Joe  Hurley  Insurance  Agency 

822  South  7th,  P.O.  Box  636 
1 ronton,  OH  45638 
(614)  532-8712 

Miami  Valley  Insurance  Associates 

3617  Dayton-Xenia  Road 
Beavercreek,  OH  45432 
(513)429-5600 

Riffe  & Bennett  Insurance  Agency 

422  Center  Street 
New  Boston,  OH  45662 
(614)456-4191 

Rudd  Insurance  Agency 

239  West  Court  Street 
Cincinnati,  OH  45202 
(513) 721-7766 

SP  Agency 

1811  Losantiville 
Cincinnati,  OH  45237 
(513)531-8700 

Thomas  E.  Wood 

1500  Carew  Tower 
Cincinnati,  OH  45202 
(513)852-6325 


> H Y S I C I A N S 


INSURANCE 


COMPANY  OF  OHIO 


Three  distinctive  coverage  and  pricing  con- 
cepts, each  with  loss-free  premium  discounts 
and  coverage  limits  up  to  $5  million. 

The  PICO/OSMA  Medical  Professional 
Liability  Insurance  Group  Program 


Home  Offices:  Bates  Drive,  P.O.  Box  281 
Pickerington,  Ohio  43 1 47  (61 4)  864-7 1 00 
In  Ohio  1-800-282-7515 


^mmMm 


fT-'jtif.i.Vr  r‘.tlTi 


wm 


mmmm 


^IK:; 


mm 


-W'-^f.,/ 


1 V'''^ 


mi^ 


440 


OHIO  Medicine 


Medicine  Behind  Bars 

By  Karen  S.  Edwards 


At  first  glance,  Frazier 
Health  Center  doesn’t 
appear  to  be  much 
different  from  any  other  modest, 
skilled  nursing  facility  trying  to 
serve  the  needs  of  a small,  rural 
Ohio  community.  On  closer 
examination,  though,  the 
differences  become  readily 
apparent. 

Maybe  it’s  the  tall,  chain-link 
fence  surrounding  the  center  — 
one  only  a pole-vaulting  Amazon 
could  clear  ...  or  the  uniformed 
men  every  few  feet.  Then  again, 
maybe  it’s  the  patients  themselves, 
dressed  in  bright  orange  jumpsuits 

“Most  physicians  don’t  think 
about  prison  medicine,’’  comments 
Herbert  Estis,  MD,  medical 
director  of  the  center  which  sits  on 
the  grounds  of  Orient  CORR. 
Institution,  one  of  21  correctional 
facilities  controlled  by  the  Ohio 
Department  of  Rehabilitation  and 
Correction. 


“I  don’t  think  they  think 
negatively  about  it,’’  he  continues. 
“It’s  just  not  a topic  they  spend 
much  time  on.’’ 

And,  maybe  rightfully  so. 

Up  until  1984,  the  health  care 
delivered  in  Ohio’s  prisons  was,  at 
best,  uneven. 

Each  penal  facility  contracted 
with  doctors,  nurses  and  hospitals 
in  their  area  to  provide  care  — 
and,  depending  on  where  that 
facility  was  located,  the  care  might 
be  very  good,  or  possibly 
inadequate. 

Ohio  wasn’t  the  only  state  faced 
with  this  problem,  however,  and 
early  last  decade,  the  American 
Medical  Association,  in 
cooperation  with  the  American 
Bar  Association,  the  American 
Correctional  Association  and  the 
National  Sheriff’s  Association, 
developed  an  evaluation  program 
for  health  centers  located  in  the 
nation’s  prisons,  jails  and  juvenile 
detention  facilities. 


The  Ohio  State  Medical 
Association  formed  a Committee 
on  Prison  and  Jails  in  1973  to 
cooperate  with  the  AMA  project 
and  “.  . . to  facilitate  the 
modification  of  existing  health 
facilities  in  Ohio’s  correctional 
institutions,  in  order  to  protect 
against  inmate  litigation  ...” 
wrote  committee  Chairman  Robert 
F.  Sylvester,  Jr.,  MD,  in 
correspondence  to  the  various 
penal  institutes. 

“Basically,  the  committee  was 
set  up  to  improve  the  quality  of 
health-care  delivery  in  these 
institutions,  and  to  better  protect 
the  physician  from  lawsuits,” 
explains  Michael  Bateson,  formerly 
Associate  Director  of  OSMA’s 
Department  of  State  Legislation, 
and  now  a partner  in 
Governmental  Affairs 
Management,  Inc.,  a consulting 
firm.  Bateson  staffed  the 
committee  before  it  folded  during 
the  early  1980s. 
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continued 


The  biggest  advantage  of  centralized  medicine  is  that  it 
allows  health  care  to  be  dispensed  more  efficiently,  hence  more 
inexpensively,  to  the  inmates. 


“I  think  the  committee  was 
responsible  for  some  improvement 
in  these  facilities,  especially  in  the 
area  of  setting  standards  and 
documenting  records,”  he 
continues. 

But  while  the  OSMA  eventually 
bowed  out  of  its  involvement,  the 
American  Correctional  Association 
continues  to  evaluate  and  accredit 
prison  health  facilities  today,  says 
Dr.  Estis. 

In  fact,  he  adds,  one  of  his 
department’s  goals  is  to  have  each 
of  the  health-care  facilities  located 
in  Ohio’s  prisons  receive  ACA 
accreditation. 

There  is  a good  chance  they’ll 
get  it,  too,  because  health  care  in 
Ohio’s  penal  facilities  have  virtually 
done  an  about-face  in  the  past  few 
years.  The  disjointed  “patch-em-up 
medicine”  of  the  1970s  has  evolved 
into  an  organized,  unified  force 
for  the  1990s. 

‘‘Ohio  is  the  only  state  in  the 
union  to  practice  a system  of 
centralized  medicine  in  its 
prisons,”  says  Joan  Garber, 

Director  of  Nursing,  Outpatient 
Services,  at  Frazier. 

What  that  means  is  that  any 
inmate  at  any  of  Ohio’s 
institutions  who  suffers  a medical 
problem  requiring  skilled  nursing 
care  is  automatically  sent  to  the 
Frazier  Center.  In  this  manner, 
care  can  be  kept  consistent  and 
uniform.  It  also  allows  the  state  to 
contract  for  health-care  services 
with  one  hospital  instead  of  17. 

‘‘Right  now,  our  contract  is  with 
Ohio  State  University  Hospitals,” 


notes  Garber. 

The  biggest  advantage  of 
centralized  medicine,  of  course,  is 
that  it  allows  health  care  to  be 
dispensed  much  more  efficiently 
(and  hence,  more  inexpensively)  to 
the  inmates. 

‘‘It  has  also  improved  the 
quality  of  care,”  says  Garber. 

^ ^ are’  ’ at  Frazier 

■ encompasses  both 
^^1.^  inpatient  and 
outpatient  treatment.  A quick  trip 
around  the  facility  provides  a good 
look  at  the  type  of  medical 
problems  that  Dr.  Estis,  Garber 
and  the  contract  and  staff 
personnel  deal  with  daily. 

The  outpatient  facility  is  on  the 
first  floor.  Clinics  are  held  here 
Monday  through  Friday  — a 
different  specialty  every  day. 

“The  only  specialty  we  don’t 
have  is  plastic  surgery,”  says 
Garber.  Everything  else  is  covered. 

Each  penal  facility  is  allowed  to 
send  so  many  inmates  a month  to 
the  various  clinics  held  at  Frazier. 
On  a typical  day,  you’ll  find  the 
inmates  sprawled  across  benches  in 
a large  waiting  area.  Guards, 
clustered  together  in  small  groups, 
stand  about,  chatting  casually  with 
each  other. 

The  various  examining  “rooms” 
are  more  like  cubicles,  with 
curtains  that  can  be  drawn  across 
for  privacy. 

“Inmates  here  are  accorded  the 
same  respect  we  would  give  a 
patient  from  the  general 
community,”  says  Garber. 


In  addition  to  the  examining 
rooms,  there  is  also  an  emergency 
bay. 

“We  have  an  emergency  squad, 
complete  with  trained  paramedics 
that  go  into  the  dorms  in  the  event 
of  a medical  emergency  and  bring 
them  over  here,”  says  Garber.  Like 
centralized  medicine,  the  concept 
of  a trained  emergency  team,  ready 
to  respond  to  medical  emergencies, 
is  unique  to  Ohio’s  institutions. 

The  first  floor  also  houses  the 
podiatric  and  optometric  clinics; 
the  medical  records  department; 
the  X-ray  department;  the  dentist; 
and  the  lab.  Lab  work  is 
performed  for  nine  of  the  state’s 
institutions  (the  others  are  under 
individual  contracts  with  outside 
laboratories).  Yet  despite  the 
amount  of  work  they  do,  lab 
personnel  insist  they  can  complete 
an  inmate  test  and  have  results 
within  30  minutes. 

“I  once  waited  three  hours  for  a 
hospital  lab  to  return  my 
daughter’s  test  results,”  noted  one 
lab  worker,  in  comparison. 

Here,  also,  is  the  pharmacy 
which,  as  might  be  expected,  is 
probably  the  most  secured  area  on 
the  first  floor.  Double,  wire-grate 
doors  lead  into  the  room  itself, 
but  most  of  the  contact  is  made 
through  a window  and  an 
automatic  drawer,  similar  to  the 
kind  you  would  find  at  the  drive- 
in  window  at  the  neighborhood 
bank. 

“We  don’t  keep  many  drugs 
here,”  says  Dr.  Estis.  Schedule  II 
drugs  are  especially  kept  in  short 
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supply. 

Upstairs,  the  second  floor  serves 
as  Frazier’s  inpatient  facility,  and 
walking  around  the  circularly- 
designed  floor  plan,  the  place 
seems  similar  to  any  hospital. 
Patients  lie  in  hospital  beds  in 
spotless  rooms,  watching  the 
morning’s  selection  of  game  shows 
and  news  programs.  With  a few 
exceptions,  room  doors  are  left 
open,  and  many  of  the  rooms  are 
brightened  by  expanses  of  windows 
that  overlook  the  prison  grounds, 
with  its  cinder  track  and  basketball 
court. 

No  patients,  however,  are 
wandering  up  and  down  the  halls, 
the  way  they  might  in  a more 
conventional  hospital. 

“They’re  supposed  to  stay  in 
their  rooms,”  notes  Dr.  Estis.  “We 
don’t  want  them  out  wandering 
the  halls.” 

Perhaps  it’s  a statement  of  the 
condition  of  these  prisoners,  but 
remarkably  few  guards  are  seen  on 
this  floor. 

Nevertheless,  there  are  plenty  of 
prisoners  for  the  100-plus  beds. 

One  of  Frazier’s  newest  features 
up  here  has  been  the  addition  of 
dialysis  machines.  OSU  gave  the 
center  six  of  the  machines. 

“We  currently  have  14  prisoners 
on  dialysis,  and  have  had  as  many 
as  16,”  says  Dr.  Estis,  “so  we  were 
taking  up  virtually  most  of  OSU’s 
machines  when  we  took  the 
prisoners  there  for  treatment.”  He 
laughs.  “They  gave  us  the 
machines  to  be  fair  to  their  own 
patients.” 


The  dialysis  ward  has  four 
machines  in  operation. 

“We  have  one  ready  to 
roll  out  if  it’s  needed,  and  we  keep 
one  in  the  isolation  ward,” 
explains  the  nurse  on  duty. 

Down  the  hall  from  the  dialysis 
unit  is  the  AIDS  ward. 

As  with  the  general  population, 
the  number  of  AIDS  patients  here 
has  increased  dramatically  since 
the  first  case  arrived  at  Frazier  in 
1985.  According  to  Dr.  Estis,  14 
new  patients  now  occupy  the  unit, 
which  is  decorated  here  and  there 
with  touches  of  greenery. 

“AIDS  patients  have  to  live  here 
in  order  to  decrease  their  exposure 
to  infectious  diseases,  so  we  try  to 
make  the  environment  more  like  a 
dorm,”  explains  Dr.  Estis. 

“The  rule  is,  if  they  test  positive 
for  HIV  infection,  they  live  with 
the  general  prison  population. 
Otherwise,  if  they  develop 
symptoms  of  AIDS  or  ARC  they 
come  here.” 

So  far,  eight  prisoners  have 
already  tested  positive.  Should  they 
develop  ARC  or  AIDS,  they  will 
be  moved  to  the  20-bed  unit  here 
on  Frazier’s  second  floor. 
Conceivably,  however,  all  20  beds 
could  be  filled  in  the  near  future 
— a fact  that  hasn’t  eluded  Dr. 
Estis. 

“We  could  have  the  unit  filled 
now,  just  by  the  present 
population.  It  doesn’t  allow  much 
room  for  any  new  cases  that  might 
be  brought  in,  so  naturally  we’re 
looking  to  expand  the  unit.  When 
you’re  dealing  with  a prison 


population,  you’re  dealing  with  a 
group  that  is  about  60%  here  for 
drug-related  offenses.  It’s  a high- 
risk  group  for  AIDS.” 

The  center’s  oncology  unit  is 
located  in  a handicapped  dorm. 
Inmates  diagnosed  with  cancer 
spend  most  of  their  time  on  this 
unit.  Frazier  is  able  to  administer 
chemotherapy  treatments.  Other 
treatments  are  performed  at 
University  Hospitals. 

“We  can  recommend  parole  for 
a patient  who  we  have  diagnosed 
as  having  only  six  months  or  less 
to  live,”  says  Dr.  Estis.  The 
recommendation  is  just  that, 
however.  The  decision  to  release  a 
prisoner  is  up  to  an  appointed 
committee,  the  warden,  director 
and,  ultimately,  the  governor. 

“All  we  do  is  provide  the 
medical  facts  of  the  case,”  he  says. 

The  adjoining  ward,  separated 
by  a nursing  station,  cares  for 
other  chronically  ill  prisoners  — a 
28-year-old  hemophiliac  and  the 
older  prisoners  whose  age 
contributes  to  their  various  aches 
and  ailments. 

“It’s  equivalent  to  a geriatric 
ward,”  says  Garber. 

Chronic  lung  patients,  and  those 
inmates  in  need  of  oxygen,  are 
also  placed  here. 

“We  don’t  really  encourage 
heart  patients,  especially  those 
who  have  had  Mis,  to  be  placed 
here  because  we  don’t  have  the 
equipment  or  staff  to  care  for 
them  properly,”  says  Dr.  Estis. 

Yet,  it  is  astonishing  how  much 
can  be  done  for  the  inmate-patient 
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Prisoners  always  tell  me,  ^Don’t  take  this  personally,  but 
Pm  going  to  sue  you,^  I tell  them,  ^Just  be  sure  you  spell  my 
name  right, ^ ” 


at  Frazier,  despite  the  fact  that,  as 
Dr.  Estis  puts  it,  “they  present 
with  some  of  the  strangest,  most 
unusual  things  I’ve  ever  seen.  I 
never  know  what  to  expect  when  I 
walk  in  here,”  he  says. 

Garber  concurs. 

“That’s  why  we  make  such  a 
good  training  ground  for  the 
student  doctors  and  residents  that 
come  here  from  OSU.” 

No  two  days  at  Frazier  ever 
seem  to  be  alike,  she  says  — and 
with  a total  of  26,000  inmates  in 
the  system,  the  variety  of 
complaints  can  be  both  awesome 
and  never-ending. 

Still,  she  adds,  that’s  one  of  the 
reasons  she’s  hooked  on  prison 
medicine. 

“1  have  to  admit  I was  a little 
leery  about  working  in  a 
correctional  facility  at  first,”  she 
says,  “but  I found  I enjoyed  it  and 
stayed  on.” 

Dr.  Estis,  too,  has  become  so 
enamored  with  his  second  career 
that  last  November  he  closed  his 
family  practice  to  become  Frazier’s 
full-time  medical  director. 

“I  didn’t  like  it  at  first,”  he  says 
now,  but  as  the  centralized  system 
was  put  into  practice  and 
technology  increased.  Dr.  Estis 
found  he  enjoyed  it  more  and 
more. 

“Correctional  medicine  is  still  a 
new  field.  We’re  still  expanding  it, 
improving  it,  changing  it,”  he  says. 

He  has  no  qualms  about 
recommending  the  field  to 
colleagues. 

“The  benefits  are  very  good. 


The  state  indemnifies  you,  picking 
up  all  the  costs.  You  never  have  to 
worry  about  DRGs,  about  filling 
out  insurance  forms,  and  you 
don’t  have  to  worry  about  pleasing 
your  patients,”  says  Dr.  Estis. 

Staff  physician  Rand  Guleff, 
MD  adds  that  it  can  also  be 
a lucrative  career  as  well. 
“The  hourly  wage  is 
competitive,  if  not  higher  than  that 
offered  by  alternative  delivery 
systems.” 

In  short,  says  Dr.  Estis,  it’s  an 
ideal  career  path  for  the  young 
physician  who  wants  to  practice 
medicine,  but  who  may  yet  be 
unable  to  afford  setting  up  a 
practice;  or  for  the  recently  retired 
physician  (especially  those  who 
retired  early,  fed  up  with  the 
constraints  of  modern-day 
practice). 

“It’s  a way  to  keep  their  hand 
in  medicine,”  says  Dr.  Estis. 

Of  course,  prison  medicine  is 
not  for  everyone. 

“You’ve  got  to  love  it,  or  you’d 
better  get  out,”  says  Director 
Garber. 

It  does,  in  fact,  require  a certain 
personality,  adds  Dr.  Estis. 

“First  of  all,  you  have  to  be 
sure  of  your  medical  skills,”  he 
says. 

Inmates  will  test  physicians 
constantly,  challenging  their 
medical  knowledge. 

“They’ll  insist  they  have  a pain 
— back  problems  are  the  most 
common  complaint  — and  you 
know  that  there  is  no  medical 


evidence  there  to  support  their 
claim,”  says  Dr.  Estis. 

Tell  them  that,  however,  and 
you’re  sure  to  be  labeled  a quack. 

“Prisoners  always  tell  me, 

‘Don’t  take  this  personally,  but 
I’m  going  to  sue  you,’  ” says 
Garber.  She  laughs.  “I  tell  them, 
‘Just  be  sure  you  spell  my  name 
right.’  ” 

Most  suits,  incidentally,  go 
nowhere. 

“An  inmate  has  to  sue  through 
the  Court  of  Claims,”  says  Dr. 
Estis.  “Inmates  try  it  all  the  time, 
but  I don’t  know  of  one  that’s 
gone  through.” 

Another  important  asset  of  a 
prison  physician  is  the  ability  to 
say  “No.” 

“In  17  different  languages,” 
Garber  adds  with  another  laugh. 

“The  inmate  feels  the  state  owes 
them  everything,”  says  Dr.  Estis. 
“And,  of  course,  they  are  trying  to 
find  ways  to  make  their  life 
easier.” 

Pain  medication  and  medical 
releases  from  work  detail  are 
sought-after  items  that  are  not  as 
freely  dispensed  as  the  inmates 
would  like. 

In  fact,  the  present  medical  staff 
was  instrumental  in  routing  those 
prisoners  classified  “limited  duty” 
back  to  a work  or  class  schedule. 

“The  limited  duty  unit  is  made 
up  of  our  blind  and  disabled 
prisoners.  We  have  26  wheelchair 
patients,”  says  Garber. 

They  live  in  a building  not  far 
from  the  Frazier  Center. 

“Up  until  a few  years  ago,  they 
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would  party  all  night  and  sleep  all 
day.  They  weren’t  required  to  do 
anything.” 

Medical  personnel  at  Frazier  are 
obligated  to  give  “community 
standard  care”  — “and  frankly, 
we’d  be  expecting  far  more  of 
these  people  if  they  were  out  in 
the  community,”  says  Garber. 
“Since  part  of  our  job  is  to 
rehabilitate  prisoners  and  get  them 
ready  to  move  back  out  into  a 
community  setting,  we  dropped  the 
name  ‘limited  duty’  and  required 
them  to  either  do  work  or  attend 
classes.” 

Much  of  the  medical  care  at 
Frazier,  then,  is  sorting  through 
what’s  necessary  and  what’s  not 
. . . and  acting  accordingly. 

“We  are  conservative  in  our 
treatment  since  we  have  to  be 
conscious  of  security  risks,”  says 
Dr.  Estis. 

Along  the  way,  then,  prison 
physicians  develop  a tough  skin 
...  or  a sense  of  humor  ...  or 
both  for  the  flak  they  encounter 
from  inmates  for  their  conservative 
treatment  and  steady  round  of 
“No’s.” 

“You’ve  got  to  be  even 
tempered,”  points  out  Dr.  Estis. 

“If  they  get  you  mad,  they  win.” 

“In  short,  you  have  to  be  the 
antithesis  of  a social  worker  — 
concerned  but  firm,”  comments 
Dr.  Guleff. 

What  about  the  ethical 

implications  of  working 
with  convicted  felons, 
though?  Do  prison  physicians  do 


battle  with  their  consciences?  How 
do  they  cope  knowing  that  they 
are  working  with  society’s 
miscreants  and  outcasts?  Can  they 
justify  ordering  expensive 
procedures  for  prisoners,  for 
example? 

“Most  of  the  time,  I don’t  know 
why  the  prisoner  is  here,  and  it’s 
better  if  I don’t,”  says  Dr.  Estis. 

He  admits  it  can  be  hard  if  he 
knows  he’s  working  on,  say,  a 
convicted  rapist. 

“But  you’ve  got  to  overlook 
why  they’re  here  and  look  at  them 
simply  as  patients,”  he  says. 

Dr.  Guleff  makes  another  point. 

“Prisoners  aren’t  animals  and 
shouldn’t  be  treated  as  such,”  he 
says.  “It  is  important  to  maintain 
an  empathetic  attitude.” 

Women  physicians,  incidentally, 
can  be  as  effective  as  males  in 
dispensing  medical  care  to  inmates 
. . . “If  they  have  the 
characteristics  I’ve  mentioned.  If 
they  do,  they  can  do  a good  job,” 
says  Dr.  Estis. 

But  isn’t  the  job  dangerous? 
Doesn’t  working  in  a prison 
setting  mean  taking  risks  the 
physician  in  a general  community 
setting  never  has  to  worry  about? 

Garber  laughs. 

“At  least  we  know  what  we’ve 
got  in  here,”  she  says.  “The 
physician  out  in  the  community 
doesn’t  know  who  is  likely  to  step 
through  the  office  door.” 

And,  as  Garber  points  out  — 
there  is  a pretty  slim  chance  their 
patients  are  armed. 

“If  there  is  a problem,  all  we 


have  to  do  is  press  a button  and 
the  guards  are  there”  she  says. 

“Health  care  is  one  of  the 
things  a prisoner  cherishes  the 
most,  so  they’re  unwilling  to  do 
anything  that  might  jeopardize 
receiving  that  care,”  says  Dr.  Estis, 
adding  that,  “We  just  don’t  have 
that  many  problems.” 

“Besides,”  says  Garber, 
reflecting  back  on  the  two  years 
she  worked  as  an  evening 
supervisor,  “the  inmates  are 
surprisingly  protective  of  the 
nurses.  If  an  inmate  does  threaten 
a nurse,  the  other  inmates  are  all 
over  him.” 

In  addition  to  treating  prisoners. 
Dr.  Estis  and  his  health-care  team 
are  also  looking  into  expanding 
their  patient  education  duties. 

Although  each  prisoner  is 
apprised  of  the  prison’s  health-care 
system  and  how  it  works  shortly 
after  arriving  at  the  appropriate 
correctional  facility,  health-care 
lessons  don’t  stop  there. 

Diabetics  have  been  taught 
about  their  illness  in  special 
classes,  and  Dr.  Estis  has  prepared 
a battery  of  brochures  dealing  with 
an  array  of  health  subjects.  AIDS, 
of  course,  is  one  subject  he  would 
like  to  see  covered  more  in-depth. 

Currently,  his  department  is 
working  in  cooperation  with 
OSU’s  Department  of 
Communications  to  produce  a 
video  on  Cancer  Education  that 
will  be  more  in-tune  with  a prison 
population. 

continued  on  page  447 
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Medidne  Behind  Bars 


continued 


^ ^Knowing  Frazier  is  available  to  inmates  has  made  judges 
less  hesitant  to  send  an  ill  or  disabled  felon  to  prison.^ ^ 


“We  showed  our  AIDS  prisoners 
a video  we  obtained,  but  it  had  a 
lot  about  using  family  members  as 
a resource  and  support  system, 
which  was  inappropriate  for  our 
audience,”  says  Dr.  Estis.  “That’s 
why  we  decided  to  make  our 
own.” 

Garber  frequently  provides  in- 
service  seminars  for  the  medical 
staff,  and  Dr.  Estis,  of  course,  is 
constantly  updating  his  own 
education  — not  just  because 
CME  is  mandated,  but  because 
those  “rare  and  unusual  diseases” 
he  confronts  almost  daily  can 
throw  the  stagnant  professional  for 
a loop. 

In  addition,  he  attends  a 
national  conference  on  correctional 
medicine  once  or  twice  a year. 

“The  problems  in  this  field  are 
pretty  universal,”  he  states. 

The  conference  also  frequently 
brings  home  the  point  that  Ohio 
continues  to  be  a leader  in  the 
area  of  correctional  medicine. 

Physicians  who  are  interested  in 
entering  this  still-young  field 
should  be  assured  that  the 
opportunities  are  out  there.  A new 
health-care  center  is  already  in  the 
works,  and  Ohio  is  hoping  to 
expand  its  correctional  facilities 
from  21  to  25  over  the  next  few 
years. 

Many  of  these  facilities  will  be 
looking  for  part-time,  even  full- 
time, professionals  to  staff  their 
health-care  units.  (Marysville  and 
Franklin  Pre-Release  Center,  the 
state’s  female  correctional 
institutions,  have  to  have  similar 


nursing  care  capabilities  as  Frazier, 
since  patients  in  need  of  nursing 
care  there  obviously  can’t  be 
transported  to  the  centralized  and 
male-dominated  facility  at  Orient.) 

Physicians  are  also  needed  to 
conduct  the  physical  and  mental 
exams  all  entering  inmates  are 
given  at  “reception,”  before  being 
sent  to  their  parent  facility. 

“Inmates  over  50  are  supposed 
to  receive  physical  exams,  too,” 
says  Dr.  Estis,  who  adds,  “It’s  the 
older  inmates  you  really  have  to 
watch.  They’re  not  as  likely  as  the 
younger  ones  to  come  into  the 
health  center.  They  just  want  to  do 
their  time  and  get  out.  They  don’t 
want  to  cause  any  problems,  so 
they  may  hide  the  fact  that  they’re 
ill.” 

Physicians  are  also  needed  to 
monitor  treatment  compliance  . . . 
“Prisoners  are  the  most  non- 
compliant  population  ever”  says 
Garber. 

Dr.  Estis,  for  example,  made  it  a 
policy  to  dispense  liquid  medicine 
whenever  it’s  appropriate  to  do  so. 

“You  can’t  hide  it  in  the  cheek 
or  under  the  tongue,”  he  states. 

In  short,  then,  opportunities  are 
there  for  the  physician  — the  right 
physician  — who  wants  the 
challenge  of  working  in  a 
correctional  setting. 

“I’d  like  to  see  the  prisons  get 
to  the  point  where  they  have  more 
staff  doctors  than  contract 
doctors,”  muses  Dr.  Guleff. 

Frazier  presently  has  two  staff 
physicians  — a daytime  physician 
and  an  evening  physician. 


“Right  now,  I like  the  number 
two.  That  way  prisoners  can’t  play 
one  physician  against  another  . . . 
and  they  can’t  ask  to  see  a specific 
physician  every  time  they  walk  in,” 
says  Dr.  Estis. 

By  now,  of  course,  he  knows  the 
game  — and  how  they  play  it. 
Necessity  may  change  his  mind, 
however. 

“Knowing  that  Frazier  is 
available  to  inmates  has  made 
judges  less  hesitant  to  send  an  ill 
or  disabled  felon  to  prison,”  says 
Dr.  Estis,  so  increasing  numbers  of 
prisoners  ...  of  patients  ...  of 
services  may  mean  that  the  staff  at 
Frazier  will  have  to  expand  to  keep 
up.  Then,  of  course,  there  are 
always  vacations,  holidays  and 
time-off  to  schedule  . . . 

“Yeah,  we  could  use  more 
physicians,”  he  says,  walking 
across  the  prison  grounds,  the 
cinders  of  the  track  crunching 
underfoot. 

Not  an  orange  jumpsuit  is  in 
sight  — but  it  wouldn’t  matter, 
says  Dr.  Estis. 

“They  used  to  try  to  ask  me 
questions  out  here  — the  inmates 
— but  I finally  put  a stop  to  that. 

I tell  them  now  if  they  have  a 
problem,  bring  it  to  the  clinic.” 

And  you  know  they  will  . . . 
just  as  you  know  Dr.  Estis  and  his 
staff  will  be  there,  ready  to  give 
them  their  full,  professional 
attention. 


Karen  S.  Edwards  is  the  Executive 
Editor  of  OHIO  Medicine. 
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Skin  Cancer 
Awareness  Programs: 


Success  of  a Statewide 
Program  of  Education 
and  Screening  in  Ohio 

By  Paul  G.  Hazen,  MD 


Abstract 

Skin  cancer  has  been 
increasingly  identified  as  an 
important  public  health  concern. 
Dramatic  increases  in  the  incidence 
of  skin  malignancies  have  led  the 
dermatologic  community  in  Ohio 
to  organize  a statewide  program  of 
education  and  free  public 
screenings. 

The  program  reached  multiple 
geographic  areas  throughout  Ohio. 
Educational  programs  were 
presented  on  television  and  radio, 
in  newspapers,  in  independent 
programs,  and  in  schools.  Skin 
cancer  screenings  ultimately 


evaluated  5,492  patients.  Six 
hundred  and  twenty-three  patients 
were  found  to  have  suspected 
malignancies,  while  an  additional 
1,647  patients  were  found  to  have 
premalignant  lesions  of  skin.  A 
total  of  2,370  patients  were 
therefore  found  to  have  significant 
findings  (43.2%).  These  results 
emphasize  the  need  for  public 
education  concerning  this 
condition. 

Introduction 

Skin  cancers  represent  the  most 
common  of  all  malignancies  in  the 
United  States,  accounting  for 


30%-40%  of  all  malignancies 
reported.  Indeed,  an  estimated 
500,000  Americans  are  seen  with 
skin  cancer  each  year  and  more 
than  one  in  seven  Americans  will 
develop  a form  of  skin  cancer  in 
their  lifetime.' 

Each  year  since  1985,  the 
American  Academy  of 
Dermatology  (AAD)  has  organized 
and  presented  an  educational 
program  concerning  skin 
malignancies  to  the  American 
public.  Coordinated  with  this 
national  effort,  local 
dermatological  societies  and 
individuals  have  presented 
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Skin  Cancer  Awareness  Programs 


continued 


Several  topics  were  emphasized  for  each  local  program: 
education^  publicity  and  free  skin  cancer  screenings. 


programs  of  education  and  skin 
cancer  screenings  to  their 
communities.^'^ 

Members  of  the  Ohio 
Dermatological  Association  (ODA) 
determined  to  implement  such  a 
program  in  May  of  1988.  All 
members  of  the  ODA  were  invited 
to  participate  in  the  program. 
Educational  efforts  and  free  skin 
cancer  screenings  were  held  in 
multiple  locations  throughout  the 
state.  Results  of  the  program 
emphasized  the  need  for  both 
public  information  and  screenings 
concerning  skin  malignancies. 

Methods  of  Organization 

A Skin  Cancer  Program 
Committee  was  established  from 
the  membership  of  the  Ohio 
Dermatological  Association.  This 
committee  was  responsible  for 
coordinating  the  interactions 
between  the  following: 

• Regional/City  Dermatologist 
Chairpersons 

• Members  of  the  American 
Cancer  Society 

• The  Ohio  State  Medical 
Association 

• The  American  Academy  of 
Dermatology 

• Appropriate  media 

The  week  of  May  16-21  was 
chosen  as  Skin  Cancer  Awareness 
Week.  A dermatologist  was  then 
recruited  from  each  major  city, 


region  or  dermatologic  society  with 
the  state  to  act  as  the 
Regional/City  Chairperson.  This 
individual  became  responsible  for 
selecting  site  coordinators  and 
sites,  and  for  interacting  with  local 
medical  societies,  American  Cancer 
Society  representatives  and  local 
media. 

Several  topics  were  emphasized 
for  each  local  program:  education, 
publicity  and  free  skin  cancer 
screenings. 

Results 

Education 

Scientific  articles  were  placed  in 
Cleveland  Physician  and  OHIO 
Medicine.  These  articles  described 
the  manifestations  of  skin  cancers. 
Articles  were  also  prepared  for  use 
by  local  newspapers  identifying  the 
important  aspects  of  skin  cancers: 
prevention,  recognition  and 
treatment. 

Educational  programs  were 
conducted  at  various  settings 
within  the  community  including 
schools,  libraries  and  hospitals. 
Radio  and  television  educational 
programs  were  presented,  primarily 
using  a question-and-answer 
format.  In  some  areas, 
coordination  with  television 
stations  developed  educational 
segments  detailing  specific  aspects 
of  skin  cancer.  These  segments 


were  aired  during  the  6 p.m.  and 
evening  news  and  included: 

• Public  education  of  the  dangers 
of  sunlight 

• The  effects  of  the  weather/ozone 
on  sunlight 

• Recognition  of  skin  cancers 

• Treatment  of  skin  cancers 

• Tanning  booths  and  retinoids 


Publicity,  in  most  instances,  was 
included  in  the  educational 
programs  presented.  Newspapers, 
radio,  television,  hospital 
publications  and  American  Cancer 
Society  bulletins  all  participated  in 
informing  the  public  of  the 
program.  In  addition,  they 
announced  the  details  of  the  local 


Free  Skin  Cancer  Screenings 

Skin  cancer  screenings  were  held 
at  multiple  sites  throughout  Ohio. 
In  most  cities,  patients  were 
examined  on  Saturday,  May  21. 
Screening  sites  used  included 
hospital  outpatient  areas,  schools, 
churches  and  private  medical 
offices.  Cities  in  which  screening 
took  place  included:  Akron, 
Canton,  Cincinnati,  Cleveland, 
Columbus,  Dayton,  Medina, 
Mayfield  Heights,  Middleburg 
Heights,  Ravenna,  Rocky  River, 
Toledo,  Warren,  Willoughby, 
Wooster  and  Youngstown. 


Publicity 


free  skin  cancer  screening. 
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Table  1 

1988  Ohio  Skin  Cancer  Screening:  Results 
5,492  Total  Patients  Seen 


No.  of  Patients 

Finding  Seen  % of  Total 


Malignant  melanoma 

38 

0.7 

Squamous  cell  carcinoma 

60 

1.1 

Basal  cell  carcinoma 

525 

9.6 

Actinic  keratoses 

1,331 

24.2 

Dysplastic  nevi 

316 

5.8 

Other  findings 

2,499 

45.5 

One  hundred  and  forty-five  of 
the  220  dermatologists  practicing 
in  Ohio  (66%)  participated  in  the 
screenings.  Statewide,  5,492 
patients  were  examined. 

Significant  findings  (Table  1) 
included  525  patients  with 
suspected  basal  cell  carcinomas 
(Fig  1),  60  patients  with  squamous 
cell  carcinomas  and  38  patients 
with  possible  malignant 
melanomas  (Fig  2).  Indeed,  2,370 
(or  43.2%)  of  the  persons 
examined  were  noted  to  have 
either  malignancies  (basal  cell  or 
squamous  cell  carcinomas,  or 
melanomas)  or  premalignant 
lesions  (actinic  keratoses  or 
dysplastic  nevi). 

Discussion 

Skin  cancer  is  increasing  in 
incidence  at  an  alarming  rate. 
Malignant  melanoma,  for 
example,  has  increased  in 
ineidence  from  about  1 in  1,500  in 
the  1930s  to  1 in  135  today  and  an 
estimated  1 in  90  by  the  year 
2000.  Excessive  exposure  to 
sunlight  is  thought  to  be  the 
primary  cause  of  most  skin 
malignancies,  and  using  a 
sunscreen  with  an  SPF  (Sun 
Protection  Factor)  of  15  during 
the  first  18  years  of  life  may  lower 
the  risk  of  skin  cancer  by  78%.'* 

A community  education  and 
screening  program  as  described 
seems  to  be  an  effective  method  of 
informing  the  public  about  this 
important  health  problem  and  for 
identifying  affected 
individuals.  OSMA 


Paul  G.  Hazen,  MD  is  with  the 
Department  of  Dermatology, 
University  Hospitals  of  Cleveland. 


Fig  1 : Basal  cell  carcinoma 
demonstrating  elevated,  pearly 
borders  and  superficial  ulceration. 
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Developing  and  Maintaining 
Uniformity  in  the  CME 
Site-Survey  Process,  Part  I 


By  Albert  N.  May,  MD 


Continuing  Medical 

Education  consists  of 
educational  activities  that 
serve  to  maintain,  develop  or 
increase  the  knowledge,  skills  and 
professional  performance  and 
relationships  that  a physician  uses 
to  provide  services  for  patients,  the 
public  or  the  profession.' 
Organizations  that  can 
demonstrate  the  ability  to  plan  and 
implement  Continuing  Medical 
Education  activities  in  accordance 
with  certain  standards  (the 
ESSENTIALS)  promulgated  by  the 
Accreditation  Council  for 
Continuing  Medical  Education  can 
be  recognized  as  accredited 
sponsors  of  Continuing  Medical 
Education,  which  serves  a large 
regional  or  national  constituency 
(medical  specialty  societies,  state 
medical  societies,  medical  schools 
and  other  large  health-care 


organizations).  Intrastate  providers 
of  Continuing  Medical  Education 
are  accredited  by  an  entity  within 
the  state;  in  Ohio,  the  Committee 
on  Accreditation  of  the  Ohio  State 
Medical  Association  is  charged 
with  the  responsibility  of 
overseeing  the  accreditation 
process,  and  this  Committee’s 
function  is  duly  recognized  by  the 
Committee  on  Review  and 
Recognition  (CRR)  of  the 
Accreditation  Council  for 
Continuing  Medical  Education.^ 
Ohio  is  one  of  almost  two  dozen 
states  that  requires  practicing 
physicians  to  document  certain 
minimum  Continuing  Medical 
Education  contact  hours  per  year 
in  order  to  remain  eligible  for 
relicensure  through  the  Ohio  State 
Medical  Board.  At  the  present 
time,  each  practicing  physician 
must  document  a minimum  of  100 


CME  contact  hours  per  biennium, 
with  a minimum  of  40  hours  of 
Category  1 CME  contact  hours. 

Only  accredited  sponsors  of 
Continuing  Medical  Education  are 
privileged  to  designate  specific 
CME  activities  as  Category  1 
contact  hours.  Documentation  of 
these  Category  1 contact  hours  can 
be  used  by  attending  physicians  to 
satisfy  those  requirements  of  the 
Ohio  State  Medical  Board, 
membership  qualifications  of 
various  societies  and  certain 
certificate  programs  (e.g.,  the 
AMA  Physicians  Recognition 
Award  Program).  It  is  important  to 
bear  in  mind  that  the  designation 
of  categorical  credit  for  specific 
CME  activities  is  not  within  the 
purview  of  the  Accreditation 
Council  for  CME  or  of  the  Ohio 
State  Medical  Association’s 
Committee  on  Accreditation. 
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The  process  of  Continuing 
Medical  Education  accreditation 
involves  evaluating  and  granting 
recognition  to  an  institution  or 
organization  whose  CME  program 
substantially  complies  with  the 
ESSENTIALS. 

In  Ohio,  institutions  or 
organizations  that  are 
intrastate  providers  of 
continuing  medical  education  and 
that  wish  to  become  accredited 
must  make  application  to  the 
Committee  on  Accreditation  of  the 
Ohio  State  Medical  Association, 
following  which  an  application 
form  that  describes  the  applying 
institution’s  Continuing  Medical 
Education  Program  must  be 
completed  and  returned  to  the 
OSMA  with  an  appropriate  fee. 
This  application  form  is  then 
reviewed  by  members  of  the 
Committee  on  Accreditation  and, 
if  it  is  found  to  be  in  order,  a site 
survey  is  scheduled.  The  site  survey 
team  usually  consists  of  two 
individuals  knowledgeable  in  the 
ESSENTIALS;  they  spend 
approximately  one  working  day  at 
the  institution  or  organization, 
reviewing  the  documentation  of  the 
planning,  implementation  and 
evaluation  of  the  Continuing 
Medical  Education  program  as  well 
as  attending  a portion  of  an 
ongoing  Continuing  Medical 
Education  activity.  Subsequently,  a 
report  with  recommendations  is 
submitted  to  the  Committee  on 
Accreditation,  which  has  the 
authority  and  responsibility  of 
making  a decision  regarding 
accreditation  type  and  duration. 

The  requirement  is  that 
accreditation  can  be  granted  to  an 
institution  or  an  organization 
whose  CME  program  substantially 
complies  with  the  ESSENTIALS. 


The  ESSENTIALS  are  seven  in  number  and  are  as  follows: 
ESSENTIAL  #I  — MISSION 

Statement  of  mission: 

describes  goals  in  a concise  manner 
indicates  the  scope  of  CME  effort 
characterizes  potential  participants 
describes  activities  and  services  provided 
is  formally  approved  and  periodically  reviewed 

ESSENTIAL  #2  — NEEDS  ASSESSMENT 

Sponsor  shall: 

document  processes  and  data  sources  used 
state  overall  needs  and  how  used  in  planning  CME 

ESSENTIAL  flT,  — OBJECTIVES 

Sponsor  shall: 

state  educational  needs  of  each  activity 
indicate  for  whom  activity  designed 
list  prerequisites  of  potential  participants 
highlight  content  and  expected  learning  outcomes 
publicize  objectives  to  prospective  participants 

ESSENTIAL  H — EDUCATION  DESIGN 

Sponsor  shall: 

design  and  implement  educational  activities 

be  responsive  to  characteristics  of  participants 

document  use  of  systematic  planning  procedures 

reveal  educational  content  and  methods  to  prospective  participants 

ESSENTIAL  #5  — EVALUATION 

Sponsor  shall: 

periodically  review  extent  of  mission  achievement 
show  that  evaluations  assess: 

— extent  to  which  objectives  met 

— quality  of  instructional  process 

— participants’  perception  of  professional  improvement 
utilize  appropriate  evaluation  methods 

demonstrate  evaluation/future-planning  linkage 

ESSENTIAL  #6  — ADMINISTRATION/RESOURCES 

Sponsor  shall: 

document  organizational  structure,  responsibility,  authority 
clearly  identify  leadership,  continuity 
describe  internal  review  and  control  procedures,  budgetary 
practices  to  ensure  effective  resources  utilization 
provide  a budget 
utilize  competent  faculty 
provide  appropriate  facilities  for  CME 
maintain  attendance  records  and  verify  participation 

ESSENTIAL  ill  — JOINT  SPONSORSHIP 

Sponsor  shall: 

provide  evidence  of  integral  planning  and  implementation 
involvement  in  each  jointly  sponsored  CME  activity 
evaluate  each  jointly  sponsored  CME  activity 
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It  follows  then  that  the  major 
emphasis  during  a CME 
accreditation  site  survey  must  be 
weighted  toward  criterion 
referencing  (evaluation  of 
documentation/observations 
demonstrating  varying  degrees  of 
compliance  with  each  of  the 
ESSENTIALS)  as  opposed  to  an 
evaluation  that  is  valued-based  (the 
library  is  too  small,  the  CME 
coordinator  does  not  have  a degree 
in  communications,  etc.).  Of 
course,  to  an  extent,  value 
judgments  about  specific  areas  of 
institutional  CME  planning, 
implementation  and  evaluation 
have  been  made,  are  being  made 
and  undoubtedly  will  continue  to 
be  made  in  the  future.  It  would 
seem  to  be  more  desirable, 
however,  to  emphasize  continually 
that  accreditation  judgments  be 
made  in  the  main  in  reference  to 
the  ESSENTIALS.’ 

The  hallmark  of  the  CME 
accreditation  site  survey  is 
inspection  and  review  of  the 
applicant-institution’s 
documentation  of  its  planning, 
implementation  and  evaluation  of 
its  own  CME  program. 

The  OSMA  Committee  on 
Accreditation  attempts  to  assure 
uniformity,  consistency  and 
continuity  in  the  site  survey 
process  by  assigning,  whenever 
possible,  at  least  one  surveyor  who 
has  previously  visited  the 
institution. 

Interviews  with  the  CME 
leadership  and  others  within  the 
institution  or  organization  can 
confirm  that  what  has  been 
documented,  in  fact,  does  occur. 
These  data  are  compared  with  the 
ESSENTIALS,  following  which  a 
judgment  relating  to  accreditation 


is  made. 

What  documentation  is 
necessary  to  show  compliance  with 
each  of  the  ESSENTIALS? 

The  accreditation  Council  for 
Continuing  Medical  Education" 
has  developed  a list  of 
documentary  items  recommended 
to  show  compliance  with  each  of 
the  seven  ESSENTIALS.  It  also 
has  a checklist’  of  all 
documentation  required  of  the 
institution’s  delegation  on  its 
accreditation  visit  to  the  ACCME 
headquarters. 

In  an  attempt  to  generate 
criterion-referenced  documentation 
for  use  in  Ohio’s  accreditation  site 
survey  process,  a questionnaire  was 
mailed  to  16  experienced  CME 
accreditation  site  surveyors  from 
around  the  state.  This  group  of 
surveyors  has  been  active  for  up  to 
14  years,  and  many  have  served  as 
Continuing  Medical  Education 
consultants  to  other  organizations 
both  within  the  state  and 
nationally;  several  have  contributed 
in  a significant  way  to  the 
development  and  continuing 
functioning  of  the  Accreditation 
Council  on  Continuing  Medical 
Education. 

The  questionnaire  was  based  on 
the  Accreditation  Council  for 
Continuing  Medical  Education’s 
“Site  Survey  Questions,’’*  which  is 
the  document  that  the  ACCME’s 
site  surveyors  are  asked  to 
complete  following  an 
accreditation  site  survey.  Each  of 
the  questions  dealing  with  the 
ESSENTIALS  was  broken  down 
into  its  component  parts,  and  an 
opinion  was  solicited  from  the 
respondents  as  to  what  would  be 
considered  adequate 
documentation  showing 
compliance  with  the  given 


component  item. 

The  results  are  attached  in  the 
Appendix. 

It  is  evident  that  the  seven 
ESSENTIALS  are  clearly 
interrelated  with  each  other,  and 
the  documentation  necessary  to 
show  compliance  with  each 
essential  is  likewise  interrelated. 

One  useful  construct  showing 
the  interrelationships  of  the 
various  ESSENTIALS  is 
the  closed  double-loop  of  CME, 
Figure  1.  In  this  schema, 
ESSENTIAL  #5  (EVALUATION) 
is  part  of  a closed  loop  which 
encompasses  the  total  institutional 
CME  program,  identified  with 
ESSENTIALS  #1  (MISSION 
STATEMENT),  ESSENTIAL  §6 
(ADMINISTRATION/ 
RESOURCES)  and  ESSENTIAL 
tn  (JOINT  SPONSORSHIP). 
Likewise,  ESSENTIAL  #5 
(EVALUATION)  is  an  essential 
part  of  the  closed  loop  relating  to 
the  development  and 
implementation  of  specific 
Continuing  Medical  Educational 
activities  which,  in  this  schema, 
encompass  ESSENTIAL  #2 
(NEEDS  ASSESSMENT), 
ESSENTIAL  (LEARNING 
OBJECTIVES),  ESSENTIAL  M 
(EDUCATION  DESIGN)  and 
ESSENTIAL  m 
(ADMINISTRATION/ 
RESOURCES). 

Understanding  the 
ESSENTIALS  from  the  viewpoint 
of  this  kind  of  model  brings  to 
them  a certain  degree  of  dynamic 
vitality  and  makes  them, 
individually  and  collectively,  much 
more  understandable  and  useful  to 
both  the  institutional/ 
organizational  CME  planner  as 
well  as  the  CME  site  surveyor 
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CME  LOOP 


during  the  accreditation  process. 

DOCUMENTATION 

A 1989  questionnaire  was 
submitted  to  16  of  the  most  j 
experienced  CME  site  surveyors  ^ 
within  the  state  of  Ohio,  the  vast  ^ 
majority  of  whom  have  served  on 
the  Ohio  State  Medical 
Association’s  Committee  on 
Accreditation,  and  some  of  whom 
have  served  in  leadership  positions 
with  the  Accreditation  Council  for 
Continuing  Medical  Education. 

This  survey  resulted  in  new 
perspectives  relating  to  i 

documentation  maintained  by  / 
accredited  CME  sponsors  ^ 

demonstrating  substantial 
compliance  with  the 
ESSENTIALS.  The  intent  of  the 
questionnaire  was  to  reinforce  the 
process  through  which  CME 
accreditation  site  surveys  become 
more  heavily  criterion-referenced 
and  to  a lesser  degree  value-based. 
The  data  developed  from  this 
survey  confirmed  the 
interdependence  that  exists  between 
and  among  the  ESSENTIALS. 

Tabulation  of  documentation 
data  demonstrating  substantial 
compliance  with  the  ESSENTIALS 
is  given  in  two  formats: 

1.  That  documentation  tending  to 
demonstrate  compliance  with 
each  ESSENTIAL  on  an 
individual  basis;  and 

2.  The  general  content  of  14 
separate  institutional  documents 
listed  according  to  source. 

Documentation  Listed  According 
to  Each  Specific  Essential: 

ESSENTIAL  1 — Mission 
Statement: 

1.  Copy  of  Mission  Statement 

signed  by  person  responsible 


1.  Mission  Statement 

6.  Administration/Resources 

7.  Joint  Sponsorship 

TOTAL  CME  PROGRAM 

5.  Evaluation 

CME  ACTIVITIES 

2.  Needs  Assessment 

3.  Learning  Objectives 

4.  Education  Design 

6.  Administration/Resources 

for  CME.  (Highlight 
description  of  organization, 
role  of  Continuing  Medical 
Education,  activities  and  target 
audience). 

2.  Bylaws,  if  any. 

3.  CME  Committee  minutes 
(identifying  scope  of  effort, 
audience  to  be  served  and 
types  of  activities;  also 
containing  evidence  of  periodic 
review  of  applicability  of 
Mission  Statement  to  the 
ongoing  Continuing  Medical 
Education  program). 

4.  CME  activity  planning  forms 
(defining  audience  to  be  served 
as  well  as  formats  of  general 
types  of  activities). 

5.  CME  brochures/fliers, 
publicity  (identifying  the  type 
of  audience  as  well  as  types  of 
education  activities). 

6.  Communication  from  the 


administration  of  the 

institution  relating  to  the  scope 
of  activities  and  goals  and 
objectives  of  the  CME 
program. 

7.  Staff  surveys  identifying 
activities  for  specific 
audiences. 

8.  Minutes  of  the  governing 
board  indicating  a periodic 
review  of  the  Mission 
Statement  for  Continuing 
Medical  Education  and 
necessary  approval. 

9.  Minutes  of  the  Medical 
Executive  Committee 
indicating  the  scope  and 
audience  of  the  Continuing 
Medical  Education  program 
for  the  institution  (identifying 
the  Continuing  Medical 
Education  Committee,  the 
Director  of  Continuing 
Medical  Education,  budget. 
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bylaws). 

10.  Attendance  statistics,  which 
permit  an  evaluation  of  the 
scope  of  continuing  medical 
education  effort. 

ESSENTIAL  2 — Needs 

Assessment: 

1.  Copy  of  the  Needs  Assessment 
instrument. 

2.  Summary  of  Needs  Assessment 
study  and  proposed  action. 

3.  CME  Committee  minutes, 
demonstrating  planning 
involving  the  Needs 
Assessment  process;  correlation 
of  educational  content  with 
the  Needs  Assessment  process; 
and  ensuring  that  faculty 
understands  the  participant 
group’s  needs. 

4.  Evaluation  forms,  indicating 
that  Continuing  Medical 
Education  programming  is 
consistent  with  the  Needs 
Assessment  process. 

5.  CME  activity  planning  forms, 
indicating  the  method  of 
Needs  Assessment  for  each 
CME  activity  and 
demonstrating  that  there  is  a 
positive  relationship  between 
Needs  Assessment  and 
educational  content  of  CME 
activities  and  that  the  faculty 
understands  the  participant 
group’s  needs. 

6.  Publicity,  fliers,  brochures, 

demonstrating  that  the 
educational  activity  content  is 
related  to  the  Needs 
Assessment  process. 

7.  Communications  from  the 
institutional  administration 
relating  certain  Needs 
Assessments  advising  from 
administration’s  observations. 

8.  Staff  surveys,  demonstrating 
the  Needs  Assessment  as  well 


as  a positive  relationship  of 
CME  activity  content  with 
that  Needs  Assessment 
process. 

9.  Institutional  Surveillance 
Committees  (QA,  utilization 
review,  M&M,  etc.)  are 
effective  sources  of  Needs 
Assessment. 

10.  Correspondence  between  the 
Director  of  Continuing 
Medical  Education  and  faculty, 
to  assure  that  faculty 
understands  the  CME  needs  of 
the  group. 

11.  Departmental  minutes  may  be 

a tool  for  uncovering  CME 
needs. 

ESSENTIAL  3 — Objectives: 

1.  Copies  of  brochures  with 
highlighted  specific  objectives 
that  relate  to  identifying  needs 
and  appropriate  target 
audience. 

2.  Copies  of  communication  of 
Objectives  to  faculty. 

3.  Continuing  Medical  Education 
Committee  minutes 

demonstrating  the  relationship 
of  Learning  Objectives  with 
the  Needs  Assessment  process, 
assuring  that  each  CME 
activity  has  Learning 
Objectives  and  that  the  CME 
content  is  appropriate  to  the 
group. 

4.  Evaluation  forms  assuring  that 
the  Learning  Objectives  are 
related  to  the  Needs 
Assessment  and  that  each 
activity  has  Learning 
Objectives. 

5.  CME  activity  planning  forms, 

showing  the  relationship 
between  Learning  Objectives 
and  Needs  Assessment, 
assuring  that  each  activity  has 
Learning  Objectives  and  that 


these  Learning  Objectives  are 
communicated  to  prospective 
students. 

6.  Information  developed  by  tbe 
Site  Survey  Team,  comparing 
Learning  Objectives  with 
Needs  Assessment  processes. 

7.  Publicity,  fliers,  brochures, 
showing  the  relationship 
between  Needs  Assessment  and 
Learning  Objectives,  ensuring 
that  each  CME  activity  has 
Learning  Objectives  and  that 
these  are  made  available  to 
prospective  students,  and  that 
the  content  of  the  educational 
activity  is  appropriate  for  the 
students. 

ESSENTIAL  4 — Design  and 
Implementation  of  Activities: 

1.  Brochures  with  highlighted 
faculty,  format  and  marketing 
statements;  also  highlighting 
content  that  relates  to 
Objectives. 

2.  Continuing  Medical  Education 
Committee  minutes,  showing 
the  educational  planning 
process  and  demonstrating  that 
the  educational  content, 
methods  and  depth  are 
appropriate  to  the  physician- 
student  group  and  that  there  is 
adequate  opportunity  for 
exchange  of  ideas  between  the 
faculty  and  physician-students. 

3.  Evaluation  forms 
demonstrating  appropriate 
educational  methods, 
educational  content  of 
sufficient  depth  and  adequate 
time  for  faculty/physician- 
student  interaction. 

4.  CME  activity  planning  forms 
showing  that  the  educational 
process  involving  format, 
teaching  methods  and 
providing  for  specific  time 
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periods  for  physician- 
student/faculty  interaction  is 
present. 

5.  The  site  survey  members  can 
observe  the  exchange  of  ideas 
between  the  physician-students 
and  the  faculty  during  the 
course  of  attendance  at  a 
Continuing  Medical  Education 
activity. 

6.  Publicity,  fliers,  brochures, 
advertising,  identifying  the 
educational  format  with 
appropriate  methods  and 
opportunity  for  physician- 


student/faculty  interaction  to 
all  prospective  students. 

7.  Staff  surveys. 

8.  Surveillance  Committee  reports 

may  suggest  avenues  for 
educational  planning  (e.g., 

CPR  instruction,  management 
of  biological  hazardous 
materials,  etc.) 

9.  Director  of  Continuing 
Medical  Education 
correspondence  with  the 
faculty  discussing  depth  of 
content,  educational  method, 
as  well  as  opportunity  for 


physician-student/faculty 

interaction. 

10.  Attendance  statistics,  from 
which  one  might  be  able  to 
infer  appropriate/inappropriate 
teaching  methods. 

Albert  May,  MD,  Marion,  is  a 
member  of  OSMA’s  Committee  on 
Accreditation,  and  co-chairman  of 
OSMA’s  Annual  CME  Workshop 
Editor’s  note:  This  report  continues  next 
month  with  descriptions  of  Essentials  5-7, 
and  concludes  with  a discussion  of  CME 
documentation  as  it  relates  to  each  of 
the  seven  essentials. 
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Editor’s  note:  The  1988  Medicare 
Catastrophic  Coverage  Act  not 
only  expanded  benefits  to 
Medicare  patients,  but  also 
included  a little  known  provision 
requiring  physicians  to  report 
medical  diagnosis  codes  on  each 
Medicare  payment  request. 
Beginning  April  1,  1989,  the 
Health  Care  Financing 
Administration  (HCFA)  is 
requiring  ICD-9-CM  diagnosis 
codes  to  be  reported  on  all 
Medicare  claim  forms  and  itemized 
bill  statements.  Failure  to  use 


ICD-9-CM  coding  may  result  in 
payment  denials  and  other 
penalties  after  July  1. 

Our  purpose  in  publishing  the 
following  information  is  to 
familiarize  you  with  the  ICD-9-CM 
coding  and  reporting  requirements. 
To  do  so,  we  are  printing  all 
pertinent  parts  of  the  requirements 
here.  If  you  have  any  further 
questions  about  the 
implementation  of  the  program, 
contact  the  OSMA  Ombudsman  at 
(614)  486-2401,  extension  214  or 
215. 


458 


OHIO  Medicine 
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Adjudication  Procedures 


4020.3 

C Coding  and  Reporting 
Requirements 

Use  of  ICD-9-CM 

For  information  about  the  use 
of  certain  abbreviations, 
punctuation,  symbols  and  other 
conventions  used  in  the 
ICD-9-CM  Tabular  List  (the 
volume  with  the  code  numbers 
and  titles)  see  the  sections  on 
Conventions  Used  in  the 
Tabular  List  and  guidance  in  the 
use  of  ICD-9-CM  at  the 
beginning  of  Volume  1. 
Information  about  the  correct 
sequence  to  use  in  finding  a 
code  is  described  in  the 
Introduction  of  Volume  2, 
Diseases:  Alphabetic  Index.  The 
most  critical  rule  involves 
beginning  the  search  for  the 
correct  code  assignment  through 
the  Index,  Volume  2.  Never 
begin  searching  initially  in  the 
Tabular  List  (Volume  1)  as  this 
will  lead  to  coding  errors. 

1.  Physicians  must  use  the 

appropriate  code  or  codes  from 
001.0  through  V82.9  to  identify 
diagnoses,  symptoms, 
conditions,  problems, 
complaints  or  other  reason(s) 
for  the  encounter/visit. 

A.  In  reporting  ICD-9-CM 
diagnosis  codes,  physicians 
will  be  describing  the 
patient’s  condition  using 
terminology  which  includes 
specific  diagnoses  as  well  as 
symptoms,  problems  or 
reasons  for  the  encounter. 
There  are  ICD-9-CM  codes 
to  describe  all  of  these. 

In  selecting  codes  to  describe 


the  reason  for  the  encounter 
the  physician  will  frequently 
be  using  codes  001.0  through 
999.9  which  is  the  section  of 
ICD-9-CM  for  the 
classification  of  diseases  and 
injuries  (e.g.,  infectious  and 
parasitic  diseases;  neoplasms; 
symptoms,  signs  and  ill- 
defined  conditions,  etc.). 
Codes  that  describe 
symptoms  and  signs,  as 
opposed  to  diagnoses,  are 
acceptable  for  reporting 
purposes  if  this  is  the  level  of 
certainty  documented  by  the 
physician.  Chapter  16  of 
ICD-9-CM,  Symptoms,  Signs 
and  Ill-defined  Conditions 
(codes  780.0-799.9)  contains 
many,  but  not  all  codes  for 
symptoms. 

B.  However,  ICD-9-CM  also 
provides  codes  to  deal  with 
encounters  for  circumstances 
other  than  a disease  or 
injury.  This  Supplementary 
Classification  of  Factors 
Influencing  Health  Status 
and  Contact  with  Health 
Services  (V01.0-V82.9)  is 
provided  to  deal  with 
occasions  when  circumstances 
other  than  a disease  or  injury 
are  recorded  as  diagnoses  or 
problems.  The  V codes 
should  be  used  for  bills  of 
this  type.  For  example,  the 
correct  code  for  a cancer 
patient  who  is  seen  solely  for 
radiotherapy  is  V58.0, 
Radiotherapy  session. 

2.  List  first  the  ICD-9-CM  code 
for  the  diagnosis,  condition, 
problem  or  other  reason  for 
encounter/visit  shown  in  the 


medical  record  to  be  chiefly 
responsible  for  the  services 
provided.  List  additional  codes 
that  describe  any  coexisting 
conditions. 

Physicians  will  be  reporting  up 
to  four  diagnosis  codes,  not 
narrative  descriptors,  on  the 
billing  form.  In  addition,  they 
will  indicate  which  diagnosis 
code  relates  to  the  service(s) 
reported.  The  physician  must 
select  among  the  four  diagnosis 
codes  to  be  reported  that  code 
which  best  describes  the  reason 
for  the  encounter,  as  discussed 
above.  At  times,  there  may  be 
several  conditions  that  equally 
led  to  the  encounter.  In  these 
cases  the  physician  is  free  to 
select  the  one  to  be  listed  first. 
The  physician  will  be  reporting 
a minimum  of  one  diagnosis 
code.  However,  there  will 
frequently  be  instances  where 
the  patient  has  greater  than  four 
conditions  present  at  the  time 
of  the  encounter.  Bill  limitations 
allow  the  reporting  of  only  four 
diagnosis  codes.  The  physician 
should  select  first  the  reason  for 
the  encounter.  In  selecting  the 
other  three  conditions  to  report, 
the  physician  should  attempt  to 
select  first  those  conditions  for 
which  procedure  codes  are  listed 
and  to  which  the  procedures 
were  directed. 

3.  Codes  are  to  be  used  at  their 
highest  level  of  specificity,  e.g.: 
— Assign  three-digit  codes  only 
if  there  are  no  four-digit 
codes  within  that  code 
category; 

— Assign  four-digit  codes  only 
if  there  is  no  fifth  digit 
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subclassification  for  that 
category;  and 
— Assign  the  fifth  digit 
subclassification  code  for 
those  categories  where  it 
exists. 

ICD-9-CM  is  composed  of 
codes  with  either  three,  four  or 
five  digits.  Codes  with  three 
digits  are  included  in  ICD-9-CM 
as  stand  alone  codes  or  as  the 
heading  of  a category  of  codes 
that  are  further  subdivided  by 
the  use  of  fourth  or  fifth  digits 
which  provide  greater  specificity. 

Examples: 

a.  Chronic  obstructive 
pulmonary  disease  is  assigned 
code  496,  Chronic  airway 
obstruction,  not  elsewhere 
classified.  There  are  no 
fourth  or  fifth  digits  for  496. 

b.  Acute  myocardial  infarction, 
410,  has  fourth  digits  that 
describe  the  location  of  the 
infarction  (e.g.,  410.5  of 
other  inferior  wall).  It  would 
be  incorrect  to  report  code 
category  410,  without  a 
fourth  digit,  when  there  are 
fourth  digits  provided.  Also 
note  that  for  this  code 
category  there  is  a fourth 
digit  provided  to  use  when 
the  coder  is  not  given 
information  about  the 
location  of  the  infarction 
(410.9  Unspecified  site). 

c.  Gastric  ulcer,  531,  has  fourth 
digits  assigned  to  provide 
information  such  as  whether 
there  is  hemorrhage  or 
perforation.  In  addition,  the 
coder  is  instructed  to  assign  a 
fifth  digit  (0  or  1)  to  describe 
whether  or  not  obstruction  is 
mentioned.  It  would  be 
incorrect  to  leave  off  the  fifth 
digit. 

d.  Rupture  of  tendon, 

nontraumatic,  727.6 , has 


a fifth  digit  that  provides 
information  on  the  tendon 
which  has  ruptured.  It  would 
be  incorrect  to  leave  off  the 
fifth  digit. 

Claims  submitted  with  three-  or 
four-digit  codes  where  four-  and 
five-digit  codes  are  available 
may  be  returned  for  proper 
coding.  It  is  recognized  that  a 
specific  diagnosis  may  not  be 
known  at  the  time  of  an  initial 
office  visit.  However,  that  is  not 
an  acceptable  reason  to  submit 
a three-digit  code  when  four  or 
five  digits  are  more  appropriate. 

Example: 

A pediatric  patient  presents 
with  blood  in  the  urine 
(hematuria)  and  high  blood 
pressure.  The  physician  makes 
a diagnosis  of  acute 
glomerulonephritis.  There  is 
a three-digit  code  for  the 
category  acute 

glomerulonephritis  (580),  but 
it  is  further  subdivided  into 
fourth  and  fifth  digits.  A 
claim  with  the  diagnosis  code 
580  will  not  be  accepted 
because  more  specificity  is 
available  and  must  be 
provided.  For  example,  580.0 
is  the  code  for  acute 
poststreptococcal 
glomerulonephritis.  If,  as 
often  is  the  case  with  initial 
visits,  it  is  not  certain 
whether  the  condition  is 
poststreptococcal  or 
associated  with  a specified 
pathological  lesion,  then  code 
580.9,  acute 
glomerulonephritis  with 
unspecified  pathological 
lesion  in  kidney,  would  be 
appropriate. 

4.  Do  not  code  diagnoses 
documented  as  “probable,” 
“suspected,”  “questionable”  or 
“rule  out”  as  if  they  are 


established.  Rather  code  the 
condition(s)  to  the  highest 
degree  of  certainty  for  that 
encounter/visit,  such  as 
symptoms,  signs,  abnormal  test 
results  or  other  reason  for  the 
visit. 

Physicians  should  be  aware  that 
this  is  contrary  to  the  coding 
practices  used  by  hospital  and 
medical  record  departments  for 
coding  the  diagnoses  of  hospital 
inpatients.  Hospital  coding 
practices  would  lead  to  the 
coding  of  all  discharge 
diagnoses  listed  as  “probable,” 
“suspected,”  “questionable”  or 
“rule  out”  as  if  the  condition 
existed.  Further,  the  coding  of 
symptoms  by  medical  record 
departments  for  inpatients  is 
generally  unacceptable 
particularly  when  there  is  an 
established  diagnosis.  A 
requirement  that  conditions 
listed  as  “probable,” 
“suspected,”  “questionable”  or 
“rule  out”  as  if  the  condition 
existed  would  lead  to  significant 
over-counting  of  conditions. 
Therefore  codes  for  symptoms 
and  signs  are  appropriate  and 
acceptable  for  physician 
reporting. 

Example: 

A neurologist  evaluates  a 
patient  with  complaints  of 
dizziness  and  double  vision. 
On  physical  examination,  a 
visual  field  defect  is  noted.  A 
diagnosis  of  “rule  out 
multiple  sclerosis”  is  made 
and  the  patient  is  referred  for 
a magnetic  resonance  imaging 
(MRI).  Multiple  sclerosis 
would  not  be  coded  as  an 
established  diagnosis.  The 
physician  should  identify  one 
of  the  signs  or  symptoms  as 
the  reason  for  the  encounter 
and  may  list  others  as 
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additional  diagnoses  if 
desired. 

Note  that  the  requirement  for 
diagnosis  coding  applies  only  to 
the  neurologist’s  bill  or  claim 
for  payment.  Ordering 
physicians  are  not  required  to 
include  diagnosis  codes  on 
referral  slips  or  requests  for 
radiologic  or  other  diagnostic 
tests.  However,  consistent  with 
accepted  medical  practice  such 
referral  slips  or  requests  should 
include  a narrative  description 
of  the  reason  for  the  test.  In 
addition  to  assisting  the 
radiologist,  pathologist  or  other 
physician  in  the  proper 
performance  and  interpretation 
of  the  requested  test,  the 
information  will  assist  the 
referring  physician  in  the 
completion  of  his/her  bill  or 
claim  for  payment.  (See  #6 
below). 

In  those  instances  where  the 
physician  does  not  document 
(identify)  a definite  diagnosis  or 
problem  at  the  conclusion  of  a 
patient  care  encounter/visit,  the 
physician’s  office  staff  may 
select  the  documented  chief 
complaint(s)  as  the  reason  for 
the  encounter/visit. 

Example: 

Patient  is  seen  in  the  office 
with  chief  complaint  of 
severe  neck  pain  exacerbated 
by  any  movement.  Pain 
appeared  earlier  in  the  day 
upon  awakening  from  nap. 
No  history  of  any  injury  or 
unaccustomed  physical 
activity.  The  physician’s  brief 
write-up  stated  normal 
finding  on  physical  and 
neurological  examination, 
and  the  patient  was 
instructed  on  immobility, 
heat  and  analgesics.  No 
diagnosis  was  documented. 


In  this  instance,  code  the 
chief  complaint  of  neck  pain, 
723.1. 

5.  Chronic  disease  treated  on  an 
ongoing  basis  may  be  coded 
and  reported  as  many  times  as 
the  patient  receives  treatment 
and  care  for  the  condition(s). 

Example: 

A patient  is  seen  on  a 
monthly  basis  for  treatment 
of  rheumatoid  arthritis, 

714.0.  This  diagnosis  should 
be  coded  and  reported  at 
each  visit  regardless  of  the 
number  or  frequency  of 
visits. 

6.  For  patients  receiving  ancillary 
diagnostic  services  only  during 
an  encounter/visit,  the 
appropriate  V code  for  the 
examination  is  sequenced  first, 
and  the  diagnosis  or  problem 
for  which  the  services  are  being 
performed  is  sequenced  second. 
This  category  will  be  used 
frequently  by  radiologists  who 
are  performing  radiological 
examinations  on  referrals. 

V72.5,  Radiological 
examination,  not  elsewhere 
classified,  will  describe  the 
reason  for  the  encounter  and 
will  be  sequenced  first  on  the 
bill.  When  the  reason  for  the 
referral  is  for  other  than  a 
routine  screening  exam,  a 
second  diagnosis  code  should  be 
reported,  e.g.,  wheezing, 
coughing. 

Failure  to  list  a second  code  in 
addition  to  V72.5  may  lead  to 
problems  with  carrier  screens  on 
bill  submittal.  The  code  for 
Radiological  examination,  not 
elsewhere  classified  (V72.5), 
includes  referrals  for  routine 
chest  X-rays  which  are  not 
covered  by  Medicare.  Carriers 
may  establish  screens  to  verify 
that  the  referrals  were  not  for 


routine  chest  X-rays.  By 
supplying  a second  code  to 
describe  the  reason  for  the 
referral,  these  bills  can  clearly 
be  identified  as  referrals  to 
evaluate  symptoms,  signs  or 
diagnoses.  The  omission  of  a 
second  code  may  lead  to 
requests  from  carriers  for  more 
information  prior  to  payment  of 
the  claim. 

This  category  will  also  be  used 
frequently  by  pathologists. 

V72.6,  Laboratory  examination, 
will  describe  the  reason  for  the 
encounter  (e.g.,  study  of  biopsy 
specimen).  If  at  the  time  of  the 
bill  submittal  there  is  a 
diagnosis  (e.g.,  malignant 
neoplasm)  then  an  additional 
code  can  be  submitted  to 
describe  the  diagnosis. 

Examples: 

A physician  refers  a healthy, 
asymptomatic  patient  to  a 
radiologist  for  a routine  chest 
X-ray  as  part  of  a routine 
physical  examination.  The 
radiologist  will  code  V72.5, 
Radiological  examination,  not 
elsewhere  classified,  as  the 
reason  for  the  visit. 

A physician  refers  an  ill 
patient  to  a radiologist  for  a 
chest  X-ray  but  does  not 
indicate  the  reason  for  the 
test.  Use  code  V72.5, 
Radiological  examination,  not 
elsewhere  classified,  as  the 
reason  for  the  visit.  Since  it 
is  generally  accepted  medical 
practice  to  include  the  reason 
for  the  referral  on  a referral 
note,  the  internist’s  office 
should  be  contacted  for  this 
information.  The  reason  for 
the  referral  [e.g.,  chest  pain 
(786.50),  wheezing  (786.09)] 
should  then  be  coded  and 
reported  on  the  bill. 

A physician  refers  a patient 
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continued 


to  a radiologist  for  a chest  7. 

X-ray  with  the  reason  for 
exam  identified  as  cough  and 
fever,  rule  out  pneumonia. 

The  X-ray  is  normal.  The 
radiologist  should  code 
V72.5,  Radiological 
examination,  not  elsewhere 
classified,  as  the  reason  for 
the  visit.  List  an  additional 
code  or  codes  for  cough 
(786.2)  and/or  fever  (780.6, 

Pyrexia  of  unknown  origin) 
to  describe  the  reason  for  the 
referral.  Do  not  code  “rule 
out  pneumonia,”  as  it  is  not 
an  established  condition. 

A physician  refers  a patient 
to  a radiologist  for  a chest 
X-ray  with  the  reason  for 
exam  identified  as  cough  and  8. 
fever,  rule  out  pneumonia. 

The  X-ray  demonstrates 
bronchopneumonia.  The 
radiologist  should  code 
V72.5,  Radiological 
examination,  not  elsewhere 
classified,  as  the  reason  for 
the  visit.  List  an  additional  9. 
code  for  bronchopneumonia 
(485,  Bronchopneumonia, 
organism  unspecified).  Do 
not  code  cough  and  fever,  as 
more  specific  information  is 
available. 

A physician  refers  a patient 
to  a radiologist  for  a chest 
X-ray  with  the  reason  for 
exam  identified  only  as  rule 
out  pneumonia.  The  X-ray  is 
normal.  The  radiologist 
should  code  V72.5  as  the 
reason  for  the  visit.  Do  not 
code  “rule  out  pneumonia” 
as  if  it  exists.  List  an 
additional  code  for 
undiagnosed  disease  (799.9, 

Other  unknown  and 
unspecified  cause).  This  code 
indicates  that  the  patient  has 
some  condition,  but  it  is  not 
clearly  defined. 


For  patients  receiving  ancillary 
therapeutic  services  only  during 
an  encounter/visit,  the 
appropriate  V code  for  the 
service  is  listed  first,  and  the 
diagnosis  or  problem  for  which 
the  services  are  being  performed 
is  listed  second. 

Example: 

Use  a code  to  describe 
rehabilitation  services,  V57.1, 
Other  physical  therapy,  or 
V57.89,  Other  care  involving 
use  of  rehabilitation 
procedures  for  a patient  with 
multiple  sclerosis,  340. 
Sequence  the  V code  first, 
followed  by  the  code  for 
multiple  sclerosis. 

For  surgery,  code  the  diagnosis 
for  which  the  surgery  was 
performed.  If  the  postoperative 
diagnosis  is  known  to  be 
different  from  the  preoperative 
diagnosis  at  the  time  the  claim 
is  filed,  select  the  postoperative 
diagnosis  for  coding. 

Code  all  documented  conditions 
that  coexist  at  the  time  of  the 
encounter/visit,  and  that  require 
or  affect  patient  care  treatment 
or  management.  Do  not  code 
conditions  previously  treated 
and  no  longer  existing. 
Physicians  are  advised  to 
exercise  care  in  coding 

(a)  conditions  presently  existing, 

(b)  conditions  no  longer 
existing,  (c)  residuals  (late 
effects)  of  conditions  no  longer 
existing,  and  (d)  certain 
postoperative  status  conditions 
that  require  consideration  in  the 
management  of  patient  care  and 
warrant  coding.  Some 
physicians  will  add  to  the  list  of 
conditions  currently  being 
treated  any  previous  surgery  or 
conditions  that  no  longer  exist 
to  provide  easy  reference  of 
patient’s  history  for 


recapitulation  in  the  ongoing 
care  of  the  patient.  These 
should  not  be  coded  unless  they 
require  or  affect  patient  case 
treatment  or  management. 

Example: 

The  physician  sees  a patient 
for  a follow-up  visit  for 
hypertension  and  angina  and 
prescribes  a diuretic  and 
nitroglycerin.  The  physician 
documents  benign 
hypertension,  angina,  status 
post  pneumonia  (six  months 
ago),  status  post  hysterectomy 
(six  years  ago),  and  status 
post  appendectomy  (15  years 
ago).  In  this  instance,  only 
two  code  assignments  are 
made:  hypertension  (401.1, 
Essential  hypertension, 
benign)  and  angina  (413.9, 
Chronic  ischemic  heart 
disease,  unspecified).  The 
other  conditions  are  not 
listed  since  they  did  not 
require  or  affect  patient  care. 


Display  Advertising 

Those  who  wish  to  place  an 
advertisement  'A-page  in  size  or 
larger  should  contact  the 
appropriate  advertising 
representative: 

Pharmaceutical 

Terry  Gladman 
Lifetime  Learning 
505  Chicago  Avenue 
Evanston,  Illinois  60202 
312-866-7770 

Non-pharmaceutical 

George  Quigley 
Camargo  Publications 
4015  Executive  Park  Drive, 

Suite  304 

Cincinnati,  Ohio  45241 
513-563-9666 
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American  Physicians  Life  (APL),  OSMA's  endorsed 
life  and  health  insurance  carrier,  provides  the  fol- 
lowing quality  products  and  services  to  Ohio 
physicians. 

OSMA 
Group  Life 
& Health 
Plan 

group  term  insurance  packaged  with 
competitive  major  medical  coverage 

OSMA 

TENURE 

low  cost  ten  year  term  insurance  with 
built-in  guarantees 

Interest 
Sensitive 
Life  Plans 

permanent  protection  offering  high 
interest  earnings  and  great  plan 
flexibility 

Tax 

Deferred 

Annuities 

no-load  long  term  savings  plan  with 
tax  deferred  earnings 

Income 

Protection 

non-cancellable,  guaranteed  renewa- 
ble to  age  65  disability  income  protec- 
tion with  own-occupation  coverage 

Retirement 

Plan 

Funding 

impressive  array  of  investment  vehi- 
cles available 

At  APL,  we  are  committed  to  providing  member 
physicians,  their  families  and  employees  with  the 
best  protection  at  the  lowest  possible  cost. 

rAMERICAN  PHYSICIANS  LIFE 

Bates  Drive 

P 0 Box  281  Endorsed  by 

Pickerington,  Ohio  43147 

1-800-742-1275 
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“Self-Portrait  in  a Plumed  Hat” 
Oil  on  panel,  1636-37.  Mauritshuis, 
The  Hague. 
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ART  AND  CULTURE 


Rembrandt 


James  G.  Ravin,  MD 


Rembrandt  van  Rijn 

(1606-1669)  created  the  most 
extensive  series  of 
self-portraits  in  the  history  of 
Western  painting.  Although 
Rembrandt  has  been  a household 
name,  respected  for  three  centuries, 
there  is  little  documentation 
available  for  any  of  his  works.  He 
died  over  300  years  ago,  but  the 
first  book  devoted  to  him  was  not 
published  until  1836.  None  of  the 
60-odd  authenticated  self-portraits 
in  oil  now  in  existence  are 
documented  in  any  writing  dating 
from  his  lifetime.' 

Changes  in  details  and  colors 
are  found  in  Rembrandt’s  self- 
portraits  as  he  aged,  which 
correlate  with  the  normal  and 
expected  changes  in  the  human  eye 
that  occur  with  the  passage  of 
time.  Rembrandt  undoubtedly 
became  presbyopic  and  must  have 
had  difficulty  in  depicting  fine 
details  close  up  during  the  last  20 
years  of  his  life,  but  I have  found 
no  indications  that  he  wore 
corrective  lenses.  This  is  consistent 
with  the  decrease  in  details  as  he 
aged,  or  what  art  historians  call 
breadth  of  style. 

Three  self-portraits  by 
Rembrandt  reproduced  here  reveal 
these  changes.  The  first,  done 
about  1629,  when  the  artist  was  23 


years  of  age,  is  softly  modeled. 
Rembrandt  was  about  30  years  old 
when  he  created  the  second 
painting  in  1636  and  1637.  The 
last  work,  which  is  dated  1669, 
was  done  in  the  year  Rembrandt 
died  and  shows  far  less  detail  than 
the  other  works. 

Rembrandt  also  used  different 
colors  in  his  self-portraits  as  he 
got  older,  particularly  utilizing 
more  golden  browns  as  he  aged. 
Rembrandt  rarely  employed  blue, 
which  makes  analysis  somewhat 
difficult.  In  addition,  it  is  difficult 
to  analyze  colors  that  are  over  300 
years  old,  since  pigments  fade  and 
accumulated  layers  of  varnish  and 
dirt  can  make  a canvas  appear 
muddy.  Nevertheless,  a distinct 
progression  toward  yellow-brown  is 
evident.  This  correlates  with 
known  changes  in  the  human  lens 
over  time,  a progressive  and 
physiologic  yellow-brown 
discoloration.  Similar  changes  in 
details  and  colors  may  be  found  in 
other  artists,  for  example  Titian, 

El  Greco,  Constable  and  Renoir.^ 

Portraits  by  Rembrandt  sell 
today  for  millions  of  dollars.  In 
1986  his  portrait  of  “A  Girl 
Wearing  a Gold-Trimmed  Cloak” 
sold  at  Sotheby’s  in  London  for 
$10.31  million.  The  same  painting 
continued  on  page  467 


“Self-Portrait  as  a Young  Man” 
Oil  on  panel,  about  1629. 
Mauritshuis,  The  Hague. 


“Self-Portrait  in  Later  Life”  Oil 
on  canvas,  1669.  Mauritshuis,  The 
Hague. 
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We’ve  limited 
our  practice 
to  you. 


PIE  Mutual  Insurance  Our  doctor-owned 
Company  is  a specialist  in  insurance  Company 

underwriting  professional  doeSn’t  deal  With 
liability  insurance.  We  onwr^no  aIca 

should  be.  We’re  a doctor-  anyone  eise. 

owned  Company  serving  over  10,500 
physicians  and  dentists. 

We  listen  to  you.  Direct  member 
involvement  is  a cornerstone  of  PIE 
Mutual’s  success.  Elected  by  member 
insureds.  Managing  Boards  are 
established  in  each  region  of  operation 
to  help  set  Company  policy. 

We  design  insurance  plans  to  meet 
your  needs.  Our  Quality  Rated 
Insurance  Program  is  a modified  claims- 
made  plan  that  actually  works  to  the 


doctor’s  advantage.  It 
offers  discounts  to  loss- 
free  members  and  provides 
added  protection  not  avail- 
able in  other  policies. 

We  vigorously  defend  your  position. 
With  a seasoned  legal  team  representing  all 
areas  of  malpractice  claims  and  our  own 
aggressive  claims-handling  procedure,  we 
demand  fairness  from  the  judicial  system. 

Call  for  an  appointment  with  one  of 
our  specialists. 


The  PIE  Mutual 
Insurance  Company 

The  Galleria  & Towers  at  Erieview 
1301  East  Ninth  Street 
Cleveland,  OH  44114 
(216)781-1087 
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continued 


was  sold  in  1929  for  $125,000. 
During  his  lifetime  Rembrandt  did 
well  financially  for  a period  of 
time,  then  suffered  severe  financial 
reverses.  He  would  have  loved  to 
have  received  a small  fraction  of 
what  his  paintings  sell  for  today. 
An  interesting  comparison  may  be 
made  with  the  tulip  mania  that 
occurred  during  his  lifetime.  Tulips 
were  imported  from  Turkey  into 
Europe  during  the  mid-16th 
century.  The  Netherlands  became  a 
center  for  cultivation  of  new 
varieties  and  a large  market 
evolved.  A single  bulb  was  sold  for 
2,000  guilders  in  1625,  which 


would  be  worth  about  $18,000  in 
today’s  terms.  Speculation  reached 
its  peak  in  1637  when  a bulb  of 
the  same  type  sold  for  5,500 
guilders.  Rembrandt’s  well  known 
masterpiece  “The  Night  Watch’’ 
was  commissioned  for  just  1,200 
guilders  in  1638.’  OSMA 
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Rembrandt.  “Man  With  a Fur- 
Lined  Coat”  Oil  on  Canvas, 
1655-60.  115cm  x 88cm.  Toledo 
Museum  of  Art. 
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Send  to: 

OHIO  Medicine 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 


Where  do  you 
draw  the  line? 


As  a mental  health  professional,  you  are 
usually  able  to  meet  each  patient's 
individual  needs  with  effective  treatment 
and  posihve  results. 

But  there  are  some  individuals  whose 
problems  seem  resistant  to  every  avenue 
of  outpahent  treatment.  As  a concerned 
professional,  where  do  you  draw  the  line 
between  giving  patients  your  best  and 
drawing  on  the  inpatient  resources  of 
others? 

For  more  than  80  years, 
Taylor  Manor  Hospital  has 
provided  such  inpatient 
support,  with  specialized 
treatment  programs  for 
adolescents,  adults,  young 
adults,  addictive  behaviors, 
and  religion  professionals. 

We're  here  to  help  . . . you  and 
your  patient.  Call  us  at  1-800-527-8238, 
(301)  465-3322  or  (202)  621-4965  for  more 


information. 


Taylor  Manor  Hospital 

\lLICOTT  city,  MD  21043 
1-800-527-8238/  (301)465-3322  / (202)  62M965 
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ATTENTION  RESIDENTS 

AND 

MEDICAL  STUDENTS! 


OHIO  Medicine  invites  you  to  enter  our  first  "Medical  Writing 
Contest." 

The  competition  is  open  only  to  Ohio  medical  residents  and 
students.  A plaque  and  a $250  prize  will  be  awarded  to  both  a 
resident  and  a medical  student  who  submit  the  most 
outstanding  scientific  paper  as  judged  by  members  of  OHIO 
Med/c/ne '5  Advisory  Board. 

The  papers  should  be  submitted  between  now  and  February  1, 
1990.  Winners  will  be  announced  and  prizes  awarded  at  the 
1990  OSMA  Annual  Meeting  in  Cleveland,  Ohio. 

The  winning  entries  will  also  be  published  in  OHIO  Medicine. 

All  entries  should  be  no  more  than  10  typed,  double-spaced 
pages  in  length,  and  should  be  sent  fo: 

OHIO  Medicine 
"Medical  Writing  Contest" 

1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824. 
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'Serenity  at  Sunrise”  taken  by  Gary  Marmolya,  MD 


A Picture-Perfect  Pastime 

By  Michelle  Carlson 


If  you  were  to  ask  Gary 
Marmolya,  MD,  to  name  a 
dangerous  hobby,  he’d  no 
doubt  reply,  “Photography.”  Yes, 
believe  it  or  not,  says  the 
Lakewood  photo  bug,  taking 
pictures  can  be  downright 
frightening. 

“When  I was  in  Honolulu,  I 
went  to  Diamondhead  for  a night 
shot.  It  was  just  me  and  this  other 
man  — who  was  howling  at  the 
moon,”  he  laughs. 

Much  to  his  relief,  the  man  soon 
disappeared  and  Dr.  Marmolya 
went  back  to  work  — only  to  have 
the  man  reappear  directly  in  front 


of  him.  “It  was  like  a scene  from 
a science  fiction  movie,”  he  says. 


‘7’m  on  a deserted 
mountain  at  midnight 
. . . and  all  I could 
think  was,  ‘Marmolya, 
what  have  you  gotten 
yourself  into?^  ” 


“I’m  on  a deserted  mountain  at 
midnight  with  this  man  and  all  I 


could  think  was,  ‘Marmolya,  what 
have  you  gotten  yourself  into?’  ” 
The  man  continued  to  howl,  then 
strangely  enough,  offered  to  show 
Dr.  Marmolya  a shortcut  down  the 
mountain. 

Another  time,  while  shooting  at 
an  observatory  in  Chicago,  Dr. 
Marmolya  was  plagued  with 
questions  from  curious  onlookers. 
He  patiently  answered  for  a while, 
then  explained  that  he  needed 
quiet  so  he  could  concentrate. 

“They  were  kind  of  miffed,  and 
they  set  up  fireworks  right  behind 

continued  on  page  472 
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WITHOUT 

EXTRA 

PRESCRIBING 

RESTRICTIONS 


Excellent  patient  acceptance 

• Few  reported  side  effects^ 

Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

The  heritage  of  VICODIN  ** 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  in  America.^ 


*(hydrocodone  bitartrate  7.5  mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750  mg] 

Tablet  for  tablet . . . 

The  most  potent  analgesic  you  can  phone  In 
daytime,  nighttime,  weekends. 


••(hydrocodone  bitartrate  5 mg  [Warning:  May  be  habit  forming]  and  acetaminophen  500  mg) 

1.  Data  on  file.  Knoll  Pharmaceuticals 

2.  Standard  industry  new  prescription  audit.  Data  on  file.  Knoll  Pharmaceuticals 
Please  see  adjacent  page  for  brief  summary  of  prescribing  information. 


© 1989,  BASF  K&F  Corporation 
5866/6-89 


ufHj  u(;t?iutTiir>upnen  ouu  mgj  ^ 

"vicodin^ 


(hvdfocodoneC>ilaffrate75mg[WQtnir>g  May  be  hoCxt  tofmmgl 
and  acetaminophen  750  mg) 


INDICATIONS  AND  USAGE;  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 

hydrocodone 

WARNINGS; 

Allergic-Type  Reactions;  VICODIN/VICODINES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people 

Respiratory  Depression;  At  high  doses  or  m sensitive  patients, 
hydrocodone  may  produce  dose-refated  respiratory  depression 
Head  Injury  and  Increased  Intracranial  Pressure:  1he  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries 
Acute  Abdominal  Conditions;  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions, 

PRECAUTIONS; 

Special  Risk  Patients;  VICODIN/VICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease. prostatic  hypertrophy  or  urethral  stricture 
Cougn  Reflex;  Hydrocodone  suppresses  the  cough  reflex,  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODINA/ICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease 
Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantlywithVICODINA/ICODINESTabletsmay  exhibit  an  additive 
CNS  depression  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C Hydrocodone  has  been 
shown  to  be  teratogenic  in  namsters  when  given  in  doses  700  times  the 
human  dose  There  are  no  adequate  andf  well-controlled  studies  in 
pregnant  women  VICODIN/VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever 

Labor  and  Delivery;  Administration  of  VICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used 
Nursing  Mothers;  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS: 

The  most  frequently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other 
adverse  reactions  include 

Central  Nervous  System;  Drowsiness,  mental  clouding,  lethargy  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes 

Gastrointestinal  System;  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above), 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  proauce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphinaers 
and  urinary  retention  have  been  reported. 

Respiratory  Depression;  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center  Hydrocodone  also  affects  the  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  oy  the  use  of 
naloxone  hydrochloride.  Apply  other  supportive  measures  when  indicated 
DRUG  ABUSE  AND  DEPENDENCE; 

VICODINA/ICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  111)  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics,  there- 
fore, VICODIN/  VICOOIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms ; In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include  nausea,  vomiting,  diaphoresis 
and  general  malaise  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion 
Hydrocodone  Signs  and  Symptoms;  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  ancf  sometimes  bradycardia  and  hypo- 
tension In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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A Picture-Pferfect  Pastime  . . . continued 


me,”  he  says  incredulously.  “I 
almost  got  hit  by  a Roman 
candle.  It  was  a small  one,  but  I 
had  to  duck.  It  shot  right  past  my 
head.”  Fortunately  for  Dr. 
Marmolya,  a radiologist  at 
Cleveland  Metropolitan  General 
Hospital,  incidents  like  those  he 
describes  are  few  and  far  between. 
Most  of  the  time,  he’s  able  to 
capture  his  two  favorite  subjects  — 
city  skylines  and  nature  — in 
relative  peace  and  quiet. 

“The  motto  I’ve  been  living  by 
is,  ‘The  city  skyline  is  where 
mankind  lives  and  mountains  and 
natural  landscapes  are  where 
Mother  Nature  lives,’  ” says  Dr. 
Marmolya,  explaining  the 
seemingly  incongruous  subjects.  “I 
try  to  bring  those  two  together. 

The  skyline  is  where  the  two 
meet.” 

One  of  Dr.  Marmolya’s  favorite 
nature  subjects  is  Banff  National 
Park  in  the  Canadian  Rockies,  an 
area  he  has  photographed  for  the 
past  10  years  and  the  subject  of  a 
collection,  “Banff  Vistas:  A 
Canadian  Experience,”  he  recently 
showed  at  the  Cleveland  Museum 
of  Art. 

Besides  Banff,  Dr.  Marmolya 
has  also  shot  a handful  of  city 
skylines,  including  San  Francisco, 
Chicago,  New  York  City, 
Washington  D.C.  and  San  Diego. 
But  his  favorite  remains  Cleveland. 

In  fact,  his  big  break,  so  to 
speak,  came  when  a skyline  shot 
of  Cleveland  entitled  “Eye  of  the 
Storm”  was  produced  as  a poster. 
“Cleveland  was  on  a comeback,” 
Dr.  Marmolya  explains,  “and 
everyone  was  very  proud  of  the 
city  . . . (but)  there  was  only  one 
poster  around.” 

Figuring  that  he  could  do  better. 
Dr.  Marmolya  began  showing  his 
portfolio  to  owners  of  poster 
stores,  soliciting  comments  about 
which  picture  would  have  the  best 
continued  on  page  474 
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Unique,  nonsystemic 

OlRAFATE' 

sucralfate/Marion 

Three  Reasons  To 
Prescribe  Carafate® 

Unique,  nonsystemic  mode  of 
action 

Unsurpassed  duodenal  ulcer 
healing  rates  and  unsurpassed 
safety  record 

No  known  contraindications 


Unique,  nonsystemic 
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A Picture-Perfect  Pastime 


continued 


Professional  Use  Information 


ARAFATE* 

'^(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  suaalfate 
PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term  treatment 
with  suaalfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  suaalfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  seventy  of  duodenal  ulceration 
Drug  Interactions:  Animal  studies  have  shown  that  simultaneous 
administration  of  CARAFATE  (suaalfate)  with  tetracydine,  phenytoin. 
digoxin,  or  ometidine  will  result  in  a statistically  significant  reduction  in  the 
bioavailability  of  these  agents  The  bioavailability  of  these  agents  may  be 
restored  simply  by  separating  the  administration  of  these  agents  from 
that  of  CARAFATE  by  two  hours.  This  interaction  appears  to  be  non- 
systemic  in  ongin.  presumably  resulting  from  these  agents  being  bound 
by  CARAFATE  in  the  gastrointestinal  tract  The  dinical  significance  of  these 
animal  studies  is  yet  to  be  defined  However,  because  of  the  potential  of 
CAFtAFATE  to  after  the  absorption  of  some  drugs  from  the  gastrointestinal 
tract,  the  separate  administration  of  CARAFATE  from  that  of  other  agents 
should  be  considered  when  alterations  m bioavailability  are  felt  to  be 
critical  for  concomitantly  administered  drugs 
Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  Chronic 
oral  toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and 
rats  at  doses  up  to  1 gm/kg  (12  times  the  human  dose)  There  was  no 
evidence  of  drug-related  tumongeniaty  A reproduction  study  in  rats  at 
doses  up  to  38  times  the  human  dose  did  not  reveal  any  indication  of 
fertility  impairment  Mutageniaty  studies  were  not  conducted 
Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B Teratogenicity 
studies  have  been  performed  in  mice.  rats,  and  rabbits  at  doses  up  to  50 
times  the  human  dose  and  have  revealed  no  evidence  of  harm  to  the 
fetus  due  to  suaalfate  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduction 
studies  are  not  always  predictive  of  human  response,  this  dajg  should  be 
used  dunng  pregnancy  only  if  dearly  needed 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  exaeted  in 
human  milk  Because  many  drugs  are  exaeted  in  human  milk,  caution 
should  be  exerosed  when  suaalfate  is  administered  to  a nursing  woman 
Pediatnc  Use:  Safety  and  effectiveness  m children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  suaalfate  in  dinical  trials  were  minor  and  only  rarefy 
ted  to  discontinuation  of  the  dmg  In  studies  involving  over  2,500  patients 
treated  with  suaalfate,  adverse  effects  were  reported  in  1 2 1 (4  7%) 
Constipation  was  the  most  frequent  complaint  (2  2%)  Other  adverse 
effects,  reported  in  no  more  than  one  of  every  350  patients,  were 
diarrhea,  nausea,  gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus, 
back  pain,  dizziness,  sleepiness,  and  vertigo 
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chance  of  being  produced. 

Everyone  kept  pointing  to  “Eye  of 
the  Storm,”  a picture  of  a 
rainstorm  arching  over  Cleveland, 
with  light  streaming  through  a 
hole  in  the  clouds. 

Since  then.  Dr.  Marmolya  has 
also  produced  “Quiet  Nights”  as  a 
poster.  “It’s  a twilight  scene  of 
Cleveland  with  all  the  lights 
reflecting  on  a perfectly  still  lake,”  he 
says.  “It’s  a very  ‘clean’  picture.” 

Dr.  Marmolya’s  posters  have 
become  quite  popular  in  the 
Cleveland  area,  but  ultimately  he 
would  like  to  sell  more  artsy, 
limited-edition  posters. 

“There’s  one  or  two  of 
Cleveland  that  I would  like  to  do 
as  limited-editions.  That  to  me 
would  be  more  exciting,  to  have 
people  look  forward  to  it.” 

One  that  comes  immediately  to 
mind,  he  says,  is  a picture  of 
Cleveland  taken  with  a wide-angle 
lens.  The  top  of  the  picture  is 
dominated  by  bands  of  multi- 
colored clouds,  while  a miniature 
Cleveland  sits  in  the  lower  right- 
hand  corner.  “It  shows  how  really 
small  Cleveland  is  in  relation  to 
nature,”  says  Dr.  Marmolya.  But, 
he  adds,  “It  wouldn’t  be  very 
commercial.  People  want  to  be 
able  to  recognize  the  buildings  and 
see  the  windows.” 

Ask  Dr.  Marmolya  what  it  is 
that  separates  his  work  from  that 
of  other  photographers,  and  he  is 
quick  to  credit  an  artistic 
background.  “I  think  I bring  . . . 
what  my  eye  has  seen  is  more  from 
a painting  aspect.  My  photos  look 
more  like  paintings,”  he  says, 
adding  that  in  high  school,  “I 
took  pictures  that  I could  later 
paint  ...  I think  a lot  of  people 
see  a scene,  but  don’t  make  it 
artsy.” 

Interestingly  enough,  for  all  his 
success,  photography  has  not 
always  been  a passion  of  Dr. 
Marmolya’s. 


Gary  Marmolya,  MD 


“I’ve  only  been  doing  it 
seriously  for  about  eight  or  10 
years,”  he  says.  “I  started  by 
taking  artsy  pictures  back  in 
college  . . . (and)  as  a kid  I was 
taking  pictures  of  the  family.  It 
wasn’t  like  a keen  interest,  I just 
happened  to  have  a camera  in  my 
hand. 

“The  whole  thing  really  (took 
ofO  in  medical  school,”  he 
continues.  “It  was  the  first  time  I 
went  to  Banff.  I think  that’s  what 
hooked  me  on  (photography).  I 
wanted  to  show  people  why  I’d 
hike  up  into  the  woods  and  stay 
overnight.” 

His  interest  piqued.  Dr. 
Marmolya  began  to  take  his  hobby 
more  seriously.  He  figured,  he 
says,  “If  you’re  going  to  document 
something,  you  might  as  well  do 
your  best.” 

Today,  photography  has  become 
a full-blown  passion,  and  while 
Dr.  Marmolya  admits  that  it 
consumes  most  of  his  spare  time,  he’s 
quick  to  put  it  into  perspective. 

“I  used  to  play  tennis  and  go 
white-water  rafting,  so  this  has 
just  replaced  my  extra-curricular 
activities,”  he  says. 

“Sometimes  I’ll  go  to  a city  for 
three  days  and  just  take  pictures. 
That’s  vacation  for  me.”  OSMA 


Anyone  interested  in  seeing  or 
learning  more  about  Dr. 

Marmolya’s  work  should  contact 
Peter  Wach  of  the  Wach  Gallery  at 
(216)  933-2780. 
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Deterring  Claims,  Reducing  Risk 
I Through  Adequate  Informed  Consent 


rom  a purely  medical 
standpoint,  adequate 
informed  consent  can 
provide  a buffer  when  a bad 
medical  result  occurs.  In  a larger 
sense,  it  benefits  both  physician 
and  patient  — and  helps  prevent 
; an  unmeritorious  claim  which 
could  be  based  on 
misunderstanding  or  unrealistic 
expectations. 

The  importance  of  informed 
consent  surfaces  often  in  medical 
malpractice  claims  filed  against 
, physicians  and  surgeons.  Recent 
studies  show  that  complying  with 
the  process  can  deter  litigation; 
further,  it  appears  that  informed 
patients  may  be  more  responsive  to 
advice  than  those  who  do  not  or 
cannot  understand  the  medical 
care  they  are  receiving. 

There  are  four  elements  of 
informed  consent:  discussion;  the 
consent  form;  documentation;  and 
educational  materials. 

{Factors  that  should  be  discussed 
as  part  of  the  consent  process 
include: 

• The  diagnosis. 

• The  nature  and  purpose  of  the 
proposed  treatment. 

• Risks  and  consequences  — as 
well  as  benefits  — of  the 
proposed  treatment. 

• Probability  that  the  proposed 
treatment  will  be  successful. 

• Feasible  alternative  treatment. 


• Prognosis  if  the  proposed 
treatment  is  not  given. 

A discussion  of  risks  should 
address  the  potential  of  severe 
risks  (paralysis,  loss  of  function, 
death)  as  well  as  the  potential  of 
frequent  risks  (infection,  bleeding, 
possible  need  for  additional 
procedures). 

Other  important  information: 

• Common  side  effects. 

• The  incidence  of  risk  (to  help 
patient  put  the  risk  of  potential 
complications  in  perspective). 

• Avoidance  of  guarantees  or 
probability  of  100%  success. 
Offering  comments  about  the 

potential  outcome  if  treatment  is 
refused  also  is  important,  and  it  is 
especially  wise  from  a claims 
prevention  standpoint.  If  the 
patient  chooses  to  refuse  the 
physician’s  recommendation  — 
and  if  the  possible  adverse 
outcome  has  been  explained  — the 
conversation  should  be 
documented  in  the  patient’s  chart. 
If  possible,  the  patient  should  sign 
an  informed  refusal  statement. 

It  is  important  to  recognize  that 
a consent  form  is  not  the  same  as 
informed  consent.  A signed 
consent  form  is  not  a substitute 
for  verbal  discussion.  Informed 
consent  is  what  the  patient  gives 
and  what  the  physician  obtains. 
The  physician  — not  an  assistant 
— should  sign  and  obtain  the 


patient’s  own  signature  on  the 
consent  form. 

Discussion  leading  to  informed 
consent  also  is  something  that 
should  be  handled  personally  by 
the  physician  and  not  delegated  to 
a non-physician.  Printed  materials 
and  audiovisual  aids  may  be  used 
to  supplement  the  personal 
discussion,  but  should  not  replace 
it. 

The  consent  form  should  include 
the  same  elements  as  the  consent 
discussion  and  should  be  in  lay 
language.  Documentation  of  this 
conversation  should  become  an 
important  addition  to  the  chart,  as 
well  as  notation  of  any  printed 
handouts  or  instructions  given  to 
the  patient. 

A national  study  that  analyzed 
the  role  of  informed  consent  in  the 
doctor-patient  relationship  has 
concluded  that  patients  are  worried 
more  by  too  little  information  than 
by  too  much.  Pre-op  counseling 
further  appears  to  lessen  anxiety 
and  complications  during 
convalescence. 

In  addition,  studies  have  shown 
that  patients  generally  remember 
only  one-third  of  verbal 
information;  therefore,  any 
pamphlets,  written  handouts  or 
printed  pre-  and  post-instructions 
can  help  the  patient  better  make 
an  informed  decision  — and 

continued  on  page  478 
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I want  a 

malpractice  carrier 


that  knows  how  to 
fiffht.  That’s  why 
I’m  with  Medical 
Protective.” 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  niunber  one  priority.  We  know 
w'e’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  wanning 
record  is  unsuipassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  w'aver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 

nearly 

a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  tlie 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  w'ould  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


Serving  Ohio  Physicians  Since  1917. 


Offices  in  Cincinnati,  Louis  A.  Flaherty,  David  E.  Bendei,(5l5)  751-0657  • Columbus,  John  E.  Hansel, 
Timothy  D.  Harrison,  (614)  267-9156  • Perrysburg,  Robert  E.  Stalker,  (419)  874-8080  • Beachwood,  Edward  J.  Kupcho. 

Daniel  P.  Woods,  (216)  464-9950 
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FOCUS  ON  MEMBERSHIP 


Louis  A.  Kovacs,  DO 

Why  an  Osteopath 
Should  Join  the 
Ohio  State  Medical 
Association 


By  Louis  A.  Kovacs^  DO,  FAOCA 


For  some  period  of  time  DOs 
and  MDs  have  seemed  to 
be  in  opposite  camps  in  the 
great  arena  of  organized  medicine. 
The  practice  of  osteopathic 
medicine  is  about  120  years  old 
and  over  the  past  45  years  has 
evolved  into  the  osteopathic 
profession  as  we  know  it  today. 
For  the  better  part  of  the  first  75 
years  there  were  great  distinctions 
between  the  two  arms  of  the 
medical  profession,  and  it  would 
not  be  inaccurate  to  say  that  there 
was  more  than  a small  degree  of 
animosity.  In  the  past  25  to  30 
years,  however,  the  differences 
between  the  two  have  greatly 
dissolved.  The  invitations  to  join 


various  professional  societies  have 
served  to  bring  DOs  and  MDs 
together,  and  many  of  us  have 
taken  advantage  of  these 
opportunities. 

It  has  been  a unity  that  is  long 
overdue  and  which  is  very  easy  for 
me  to  explain.  DOs  and  MDs  have 
many  common  interests,  namely 
their  patients,  the  need  for 
education,  especially  post-graduate 
education,  the  threat  of 
government  and  bureaucratic 
intervention. 

For  approximately  the  past  20 
years,  there  has  been  an  increase  in 
the  inter-hospital  population  that 
has  resulted  in  considerable  mixed- 
staff  hospitals.  With  this 


opportunity  there  have  been  many 
DOs  joining  staffs  that  had 
previously  been  restricted 
exclusively  to  MDs.  This  has 
allowed  easier  patient  referral  to 
specialists  who  are  not  members  of 
osteopathic  hospital  staffs.  This 
has  resulted  in  improved  patient 
care.  With  this  increased  ease  of 
staff  membership  has  come  more 
opportunity  for  post-graduate 
training  and  has  — in  many  cases 
where  osteopathic  post-graduate 
education  was  not  available  — 
allowed  DOs  to  obtain  their 
necessary  CME  requirements  and 
to  generally  become  better 
physicians. 

There  is  no  doubt  that  there  is 


June  1989 


477 


Focus  on  Membership 


continued 


“/  feel  that  the  more  members  any  organization  has,  the 
more  strength  it  will  be  able  to  exert  ...” 


strength  in  unity,  and  in  this  day 
and  age  fighting  for  our  practice 
rights  is  much  easier  when  we  all 
speak  as  one  voice  which,  in  fact, 
is  easy  to  do  when  we  realize  we 
have  but  one  goal:  the 
maintenance  of  our  constitutional 
rights  to  practice  medicine  to  the 
best  of  our  ability  and  to  be  able 
to  charge  a reasonable  fee  without 
government  intervention  as  the  free 
enterprise  system  of  the  United 
States  of  America  allows  all 
individuals  to  do. 

I for  one  have  maintained  my 
memberships  in  all  of  my 


osteopathic  associations  as  well  as 
the  allopathic  organizations  that  I 
have  membership  in,  namely  the 
American  Medical  Association, 
Ohio  State  Medical  Association, 
Stark  County  Medical  Society, 
American  Society  of 
Anesthesiologists,  Ohio  Society  of 
Anesthesiologists  and  many  others. 
I see  nothing  practically  or 
ceremonially  conflicting  in 
belonging  to  both  sets  of 
organizations.  I feel  that  the  more 
members  any  organization  has,  the 
more  strength  it  will  be  able  to 
exert  for  the  rights  and  privileges 


Cenitled  Gemologist 
Registered  lewelers 
American  Gem  Society 
Diamonds-Gold- 
Watches-Clocks- 
SiKer-China-Crystal- 
Fine  Porcelains 
Repairs-Peari  & Bead 
Restringing  - Remounting 


Bmjme&Mercier 


"WHERE  TO  CALL 


Appraisals:  lewelr>', 
China,  Cr>’stal,  Silver 
and  Fine  Arts. 


I 

THE  COlltCTORS  CHOICE 


4 W.  Fourth  St. 

Downtown  - Cincinnati  513-421-6080 

Hyde  Park  Square 

3440  Edwards  Road  513-871-1700 

Kenwood  Towne  Centre 

7875  Montgomery  Road  513-891-4700 
jewelers  of  distinction  since  1877 


in  the  very  survival  of  all  its 
members. 

“Letting  the  other  fellow  do  it” 
has  never  been  my  bag.  I believe  in 
leaping  in  and  pitching  in,  and  so, 
from  my  stance,  it  is  very  easy  to 
explain  why  DOs  should  join  the 
Ohio  State  Medical  Association. 


Dr.  Kovacs  has  been  an  OSMA 
member  since  1977.  He  was  the 
winner  of  the  first-place  1988 
Outreach  Award,  a peer-to-peer 
physician  recruitment  program. 


Loss  Awareness  . . . 

continued 

remember  what  has  been  consented 
to,  should  complications  arise. 

Frivolous  claims  based  on 
communication  errors, 
misunderstandings  and  unrealistic 
expectations  of  risk-free  outcomes 
can,  in  fact,  be  lessened.  In  the 
event  a lawsuit  is  filed, 
documentation  through  a consent 
form  and  progress  notes  in  the 
patient’s  chart  can  greatly  help  in 
the  physician’s  defense.  Such 
written  information  becomes  vital 
because  juries  are  more  likely  to 
believe  that  the  risks  and  outcomes 
have  been  disclosed  adequately  and 
fully  if  there  is  written 
documentation  to  support  the 
doctor’s  actions. 


The  Loss  Awareness  Bulletin  is 
provided  each  month  through  the 
OSMA’s  Task  Force  on 
Professional  Liability  and  its 
Subcommittee  on  Loss  Awareness. 
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In  IBS,*  when  it's  brain  versus  bowel, 


Tb  insist  on 
the  brand, 
be  sure  to 
write 

"Dispense  as 
Written" 
or  "DAW." 
on  your 
prescription. 


ITSTIME 
KMtTHE 
PEMEMAKER 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Lihrax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepox  ide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


Specify  Adjunctive 


(Hli) 


B 


z>. 


Each  capsule  contains  5 mg  cblordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


♦ Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows; 

"Possibly”  effective;  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  cblordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (eg,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence) . 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated)  Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  maybe  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  cblordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decre>ased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  cblordiazepoxide  HCl,  making  penodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide;  more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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MEDICAL  STUDENTS 


OSMA-MSS 
Annual  Meeting 


The  OSMA-MSS  convened  for 
its  annual  meeting  at  the 
Parke  Hotel  in  Columbus  on 
March  5.  Medical  schools 
represented  were  the  Medical 
College  of  Ohio,  Northeastern 
University  College  of  Medicine, 
Ohio  State  University  College  of 
Medicine,  Wright  State  University 
School  of  Medicine  and  University 
of  Cincinnati  College  of  Medicine. 
The  meeting  began  at  8 a.m.  and 
ended  at  3 p.m.  Election  of 
officers,  debate  on  resolutions  and 
awards  to  MSS  state  leaders  were 
the  business  of  the  day.  Joseph 
Sudimack,  MD,  treasurer  of  the 
OSMA,  was  the  speaker. 

Richard  Steinman,  MSS 
president,  in  his  opening  remarks 
praised  the  various  chapters  for 
their  hard  work,  unity  and 
willingness  to  work  as  a group  at 
the  national  level.  He  predicted 
that  within  a few  years  the  OSMA- 
MSS  would  be  influential 
nationally  and  called  on  chapter 
leaders  to  urge  active  members  to 
run  for  national  offices.  Dr. 
Sudimack  commented  on  some  of 
the  topics  that  were  addressed  at 
the  AMA’s  National  Leadership 
Conference  held  February  24-26  in 
Chicago.  He  stressed  the 
importance  of  being  more  sensitive 
to  public  perceptions  and 
misconceptions  about  the  medical 
profession. 

Newly  elected  officers  were: 
President  — Cindy  Smith, 

WSSOM;  Vice-President  — Robert 
Mott,  WSSOM;  Secretary  — Larry 
Frick,  UCCOM;  and  OSMA 
Alternate  delegate  to  the  AMA  — 
Audrey  Ludwig,  UCCOM. 

continued  on  page  491 


480 


OHIO  Medicine 


COUNTY 

COLLECTION 


Medical  societies  go  on  the  road 


Many  of  this  country’s 

most  influential  movers 
and  shakers  revolve  in  the 
political  circles  of  Washington, 

DC.  These  are  the  individuals  who 
take  part  in  shaping  federal  policy, 
including  laws  that  may  influence 
how  physicians  practice  medicine 
in  Ohio. 

That’s  why  several  county 
medical  societies  in  Ohio  are 
scheduling  visits  to  the  nation’s 
capital  to  meet  face-to-face  with 
their  elected  representatives.  “We 
started  out  with  the  belief  that  we 
needed  to  become  more  involved 
politically,  both  at  the  state  and 
the  federal  level,’’  explains  George 
Reitz,  the  Executive  Vice  President 
of  The  Academy  of  Medicine  of 
Cleveland. 

Members  of  the  Stark  County 
Medical  Society  are  also  interested 
in  making  a visit  to  Washington, 
DC  (tentatively  scheduled  for  May 
1989).  “Our  Chamber  of 
Commerce  in  Canton  has  been 
(making  visits)  for  the  past  several 
years  related  to  business,’’  says  the 
society’s  Executive  Director,  Nancy 
Adams.  The  medical  society  picked 
up  on  the  idea  and  shifted  the 
emphasis  to  medicine. 

Stark  County  visitors  hope  to 
set  up  meetings  with 
representatives  from  the  Health 
Care  Financing  Administration 
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Medical  societies  on  the  road  . . . continued 


(HCFA)  and  Medicare,  as  well  as 
16th  District  Rep.  Ralph  Regulas 
and  his  aide,  Mark  Benedict,  who 
participated  in  Stark  County’s 
mini-internship  program. 

“I  think  (the  visit)  is  an 
excellent  idea,”  Adams  says.  “It’s 
good  for  Rep.  Regulas  and  for  the 
physicians.  We  get  an  opportunity 
to  ask  questions  and  see  what  it’s 
like  in  Washington.” 

To  date,  the  Cleveland  Academy 
has  made  five  trips  to 
Washington,  DC.  Academy 
President  Daniel  W.  van 
Heeckeren,  MD,  President-Elect 
Ronald  L.  Price,  MD,  and  Vice 
President  Donald  W.  Junglas,  MD 
joined  Reitz  on  the  most  recent 
visit. 

The  excursions  to  Washington 
provide  an  opportunity  to  get  to 
know  elected  representatives  and 
to  develop  a good  working 
relationship  with  them,  Reitz 
explains. 

“Often  we  go  first  to  the  AMA 
Washington  office  for  a briefing,” 
he  says,  adding  that  they  try  to 
schedule  meetings  — about  30 
minutes  in  length  — with  each 
representative  or  representative 
staff  person  for  the  Cleveland 
area. 

The  Academy  members  were 
able  to  meet  personally  with  U.S. 
Reps.  Edward  F.  Feighan  (D- 
District  19),  Louis  Stokes  (D- 
District  21),  Mary  Rose  Oakar  (D- 
District  20),  and  staff 
representatives  for  Dennis  E. 
Eckart  (D-District  11)  and  Sens. 
John  Glenn  and  Howard 


Metzenbaum. 

“One  of  the  issues  that  we 
stressed  — and  this  is  a topical 
issue  — is  the  need  for  Congress 
to  move  for  some  gun  control,” 
says  Reitz,  such  as  requiring  a 
waiting  period  before  individuals 
can  purchase  handguns. 

Although  gun  control  seems  to 
fall  outside  the  typical  scope  of 
physician  concerns,  the  trauma 
factor  does  impact  medicine,  he 
points  out. 

“We  also  believe  that  (medical) 
organizations  have  to  look  at 
social  issues  that  are  important  to 
this  country,”  he  continues.  “We 
think  there  ought  to  be  some 
action,  some  reasonable 
legislation.” 

The  Academy  members  focused 
on  the  budget  as  another  key 
issue,  specifically  in  regard  to 
proposed  cuts  to  Medicare  Part  A. 
“Our  message  was,  we  recognize 
that  something  is  going  to  happen. 
But  if  you’re  going  to  make  cuts, 
they  should  be  fair  and 
proportional,”  Reitz  says.  The 
legislators  should  take  into 
account  how  outpatient  care 
charges  have  affected  Medicare. 

Another  topic  of  discussion  was 
HCFA’s  published  regulations 
regarding  substandard  care  for 
Medicare  inpatients,  Reitz 
continues.  “We  pointed  out 
problems  we  saw  in  the 
regulations”  — such  as  lack  of 
due  process  for  physicians  once  a 
peer  review  physician  has  made  a 
determination  of  substandard  care. 

After  the  fact,  the  medical  care 


may  be  determined  to  be 
appropriate,  but  the  patient  has 
already  been  informed  that  he 
received  substandard  care,  Reitz 
points  out.  “The  Congress  needs 
to  be  aware  that  this  may  unduly 
alarm  patients  and  cause  stress  on 
the  physician-patient  relationship.” 
Another  issue  that  could  impact 
medicine  is  House  Resolution  939, 
which  would  prohibit  physicians 
from  referring  patients  to  facilities 
in  which  they  are  considered  to  have 
a proprietary  interest.  There  may 
have  been  some  abuses  in  this  area 
in  the  past,  but  it  is  premature  to 
pass  this  bill  before  getting  all  the 
facts,  Reitz  says.  A study  is  currently 
under  way  to  assess  the  issue,  he 
adds. 

“Our  suggestion  was  to  go 
slowly  and  wait  for  the  study  to 
come  in,  and  then  to  try  and 
address  the  problem,”  he  says. 
“We  had  a very  good  reception  on 
this  point.  They  (our 
representatives)  understood  what 
we  were  talking  about.” 

This  is  precisely  the 
catalyst  behind  these 
trips:  to  open  up 
channels  of 
communication 

This  is  precisely  the  catalyst 
behind  these  trips:  to  open  up 
channels  of  communication 
between  Washington,  DC  and 
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Cleveland,  OH.  the  Academy  wants 
to  continue  the  day  trips  to 
Washington  each  spring  and  fall.  This 
year’s  fall  trip  was  postponed  because 
of  the  1988  elections,  but  Academy 
members  are  set  to  go  on  the  road 
again  in  October  or  November. 


“One  of  the  wonderful  things 
that  happens  as  a result  of  these 
visits  is  that  it’s  not  uncommon 
that  when  there’s  a new  staff 
person  in  Washington,  they’ll  give 
us  a call  to  introduce  themselves. 
It’s  easy  to  pick  up  the  telephone 


to  discuss  our  concerns,’’  Reitz  says. 

“The  benefits  have  been 
exceptional,’’  he  continues.  “It 
doesn’t  mean  we’ll  get  what  we 
want,  but  we  will  get  an  ear  to 
listen  to  our  concerns.’’  — 

Deborah  A thy 


Logan  County  plans  pregnancy  registry 


Women  in  Logan  County 
may  soon  find  their 
pregnancies  being 
registered  if  the  county  board  of 
health  is  able  to  go  through  with 
its  plans. 

Although  still  tentative,  Randy 
Longenecker,  MD,  a family 
practitioner  and  medical  director 
of  the  Board,  says  that  ideally  the 
program  will  register  every  positive 
pregnancy  test  and  monitor  birth 
defects  and  miscarriages, 
particularly  first-trimester  losses. 

The  idea  for  the  program.  Dr. 
Longenecker  says,  came  about 
because  “for  years  there  have  been 
questions  about  whether  or  not  we 
have  a higher  rate  of  birth 
defects’’  than  other  counties.  Both 
physicians  and  the  community,  he 
says,  have  voiced  concerns  that  a 
landfill,  which  sits  about  a mile 
and  a half  outside  of 
Bellefontaine,  may  be  responsible 
for  a higher  rate  of  defects.  The 
Board  is  currently  waiting  for  the 
Ohio  Department  of  Health  to 
respond  to  its  request  for  aid  in 
setting  up  the  program,  but  if  it  is 
implemented.  Dr.  Longenecker  says 
that  a nurse  will  be  used  to  gather 
information  on  a monthly  basis 
from  about  12  to  15  physicians  in 
the  county. 

The  nurse  will  visit  the  offices 
personally,  he  says,  to  ensure  that 
more  accurate  information  is 
obtained.  “We  felt  that  incomplete 
information  would  be  worse  than 
no  information,’’  says  Dr. 


Longenecker,  adding  that,  “You 
have  to  have  an  accurate 
denominator.  You  have  to  monitor 
all  the  conceptions  in  the  county,” 
not  just  live  births  and  birth 
defects. 

For  now,  Logan  County  officials 
are  sitting  tight,  waiting  for  the 


ODH’s  response.  But  Dr. 
Longenecker  is  optimistic.  “(ODH) 
expressed  some  interest  in  doing  it 
in  other  counties  and  comparing 
results  ...  so  it  may  become  a 
statewide  thing.”  — Michelle  J. 
Carlson 


June  1989 


483 


CLINICAL  AND  SCIENTIFIC 


THE  CLINICAL  PRESENTATION  OF 
LUMBAR  SPINAL  STENOSIS 


John  M.  Heath,  MD 


A retrospective  review  of  49  patients  hospitalized 
with  newly  diagnosed  lumbar  spinal  stenosis  de- 
scribes the  presentation  of  this  unusual  cause  of 
back  pain.  The  pain  distribution  was  bilateral  in  half 
of  the  cases  and  neurogenic  claudication,  thought 
to  be  diagnostic,  was  reported  in  only  20%  of  cases. 
Multiple  levels  of  stenosis  were  identified  in  the 
majority  of  patients,  with  L 4/5  being  the  most  com- 
mon site,  and  stenosis  co-existed  with  lumbar  disc 
disease  in  one-third  of  patients.  The  diverse  presen- 
tation and  lack  of  a screening  clinical  marker  make 
spinal  stenosis  difficult  to  recognize  clinically  in  pa- 
tients presenting  with  low-back  pain. 


Introduction 

Complaints  of  back  symptoms  represent  the  second  most 
common  medical  problem  seen  by  office-based  physicians  and 
are  responsible  for  16%  of  all  physician  visits  by  the  patient 
population  aged  65  years  and  older.'  While  estimates  are  that 
fewer  than  15%  of  these  patients  will  ultimately  have  a discrete 
anatomic  diagnosis  made  as  to  the  cause  of  their  symptoms/ 
physicians  frequently  search  for  those  serious  and  potentially 
curable  or  correctable  conditions  responsible  for  symptoms. 
Herniated  intervertebral  lumbar  discs,  bony  tumors  within  the 
spinal  column,  and  compression  fractures  of  the  vertebral  body 
are  all  examples  of  such  well-described  causes  of  radicular  back 
symptoms. 

Lumbar  spinal  stenosis  is  a relatively  recent  addition  to  this 
list  and  is  defined  as  bony  compression  of  the  neural  structures 
within  the  spinal  canal,  as  caused  by  degenerative,  developmen- 
tal, or  traumatic  changes  of  the  vertebral  body.’  The  diagnosis 
is  being  recognized  more  frequently  with  greater  use  of  diagnostic 
computed  tomographic  studies  of  the  spine. Despite  this  in- 
creased diagnostic  yield  from  such  studies,  the  clinical  presenta- 
tion of  spinal  stenosis  remains  poorly  defined.  A retrospective 
study  was  conducted  to  review  the  presentation  in  hospitalized 
patients  newly  diagnosed  with  lumbar  spinal  stenosis. 


John  M.  Heath,  MD,  is  a faculty  member  in  the  Program 
in  Geriatrics  at  the  SUNY  Health  Science  Center,  Syra- 
cuse, New  York.  Dr.  Heath  served  a two-year  geriatric 
medicine  fellowship  at  the  University  of  Cincinnati. 


Methods 

A retrospective  chart  review  was  conducted  of  adult  patients 
hospitalized  with  low-back  symptoms  at  Providence  Hospital, 
a 372-bed  community  hospital  in  suburban  Cincinnati,  Ohio, 
over  an  18-month  period.  All  charts  were  screened  by  the  author 
and  those  patients  who  received  a new  diagnosis  of  lumbar  spinal 
stenosis  were  revised  in  detail.  The  diagnosis  of  spinal  stenosis 
was  accepted  for  study  purposes  if  evidence  of  bony  compression 
of  spinal  canal  contents  was  documented  during  the  hospitaliza- 
tion on  either  high  resolution  CT  scanning  of  the  lumbar  spine 
or  lumbar  spine  myelography.  Patients  who  entered  the  hospital 
with  a prior  diagnosis  of  spinal  stenosis  were  excluded  from  the 
study,  as  were  patients  who  presented  with  low-back  symptoms 
and  found  to  have  stenosis  at  levels  other  than  the  lumbar  region. 
Patients  who  had  levels  of  stenosis  extending  beyond  the  lumbar 
region  or  who  had  multiple  pathologic  processes  identified  along 
with  the  stenosis  were  included  if  their  symptoms  were  attributed 
to  the  lumbar  spinal  stenosis. 

Clinical  features  reviewed  included  demographic  features  of 
age  and  sex,  pain  characteristics  of  duration  and  distribution, 
medical  history  features  of  diabetes,  prior  lumbar  spinal  surgery 
and  trauma,  and  symptoms  attributed  to  or  suggestive  of  neuro- 
genic claudication.  These  included  a history  of  progressive  pain 
on  ambulation,  worsened  with  downhill  walking,  improved  with 
uphill  walking,  relieved  not  by  simple  rest  but  only  by  sitting 
or  otherwise  unloading  the  lumbar  spinal  region,  and  all  in  the 
absence  of  peripheral  vascular  disease.  The  results  of  lumbar 
spinal  radiologic  studies  were  reviewed  for  the  extent  and  location 
of  stenosis  and  the  presence  of  other  pathologic  processes. 

Results 

A total  of  49  patients  were  included  in  the  study.  Patient  char- 
acteristics are  reviewed  in  Table  1.  All  study  patients  had  low- 
back  pain  as  primary  symptoms  at  hospital  presentation,  which 
was  of  bilateral  distribution  in  about  half  of  the  cases.  Few  pa- 
tients had  an  identified  history  of  diabetes,  past  back  surgery 
or  spinal  trauma,  and  symptoms  related  to  possible  neurogenic 
claudication  were  noted  in  just  10  patients  (20.6%),  of  equal 
sex  distribution. 

The  radiographic  features  of  these  49  patients  are  sum- 
marized in  Thble  2.  Lumbar  CT  scanning  revealed  the  diagnosis 
in  29  patients  (59.2%),  including  13  patients  who  also  underwent 
myelographic  study.  Figure  1 illustrates  the  CT  scan  of  a study 
patient  diagnosed  with  spinal  stenosis  of  the  L 4/5  level.  Lumbar 
myelography  was  the  sole  method  of  diagnosis  in  20  patients 
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Table  1 

Clinical  Characteristics  of  Study 
Population  with  Spinal  Stenosis  (N  = 49) 


Age  (mean  +/—  S.D.) 
(range) 

63.4  -h /-  15.2  yrs. 
23-89  yrs. 

Sex 

25  Female  (51%) 

Pain  duration 

One  month  or  less 
One  year  or  less 
Greater  than  one  year 
Undetermined 

9 (18.4%) 
24  (49.0%) 
15  (30.6%) 
10  (20.4%) 

Prior  spine  trauma 

8 (16.3%) 

Prior  spine  surgery 

9 (18.4%) 

Neurogenic  claudication 

10  (20.4%) 

Diabetes  mellitus 

4 ( 8.1%) 

(40.8%),  and  a typical  myelographic  study  showing  spinal  steno- 
sis is  shown  in  Figure  2. 

Thirty  of  the  49  patients  (63.3%)  had  two  or  more  levels  of 
stenosis  identified,  with  only  three  cases  showing  non-continuous 
levels  of  stenosis.  Co-existing  lumbar  disc  disease,  either  in  the 
form  of  frank  herniation  of  disc  materials  into  the  canal  or  bulg- 
ing of  the  disc  causing  neural  compression  was  noted  in  15  pa- 
tients (30.6%).  An  example  of  such  multiple  pathologies  is 
shown  in  Figure  3 in  a MRI  study  of  a study  patient. 

Discussion 

This  study  confirms  a clinical  impression  held  by  physicians 
who  see  patients  with  back  complaints  that  the  presentation  of 
even  a single  discreet  cause  of  low-back  pain  such  as  spinal  steno- 
sis is  quite  varied.  Previous  descriptions  of  the  clinical  character- 
istics of  spinal  stenosis  have  been  based  on  surgical  series  or 
on  patients  whose  stenosis  was  attributed  to  a strictly  develop- 
mental or  degenerative  basis.  A Canadian  study'’  of  the  clinical 
features  of  lumbar  spinal  stenosis  involved  a predominantly  male 
group  of  back-pain  patients  of  mixed  causes.  The  mean  age  of 
spinal  stenosis  patients  in  this  study  was  in  the  third  decade  of 
life,  considerably  younger  than  the  present  study,  and  reported 
the  majority  of  patients  as  suffering  unilateral  radicular  pain. 
This  study  was  consistent  with  the  present  study,  however,  in 
finding  that  most  patients  had  multiple  levels  of  stenosis  identi- 
fied, with  L 4/5  again  being  the  most  commonly  involved  site, 
and  that  lumbar  disc  disease  co-existed  with  spinal  stenosis  in 
over  one-third  of  patients. 

The  most  prominent  and  identifiable  symptom  of  lumbar 
stenosis  is  neurogenic  claudication,  also  known  as  pseudoclaudi- 
cation. This  symptom  complex  of  cramping  discomfort  about 
the  lower  back,  buttocks  and  thigh  area  will  occur  during  pro- 
longed walking  or  similar  activities  that  load  the  lumbar  spine. 
Unlike  the  more  common  vascular  claudication  symptoms, 
caused  by  muscular  ischemia  and  relieved  by  resting  the  hypoxic 


Table  2 

Radiographic  Features  of 
Spinal  Stenosis  in  Study  Population 


Method  of  diagnosis 

C.T.  scan  alone 

16 

(32.7%) 

Myelography  alone 

20 

(40.8%) 

Both  studies  combined 

13 

(26.5%) 

Stenotic  level  identified 

L 1/2  disc  level 

4 

( 8.2%) 

L 2/3  disc  level 

14 

(28.5%) 

L 3/4  disc  level 

24 

(49.0%) 

L 4/5  disc  level 

37 

(75.5%) 

L 5/S  1 disc  level 

14 

(28.5%) 

Two  or  more  stenotic  levels 

identified 

30 

(63.3%) 

Three  or  more  stenotic  levels 

identified 

11 

(22.4%) 

Figure  1.  Four  views  taken  from  the  computed  tomo- 
graphic scan  at  the  L 4/5  disc  level  in  a patient  with  lum- 
bar spinal  stenosis.  The  upper  right  arrow  indicates  the 
spinal  cord  within  the  bony  canal.  The  lower  right  arrow 
indicates  the  degree  of  spinal  compression  from  degenera- 
tive changes  of  the  facet  joint. 
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Lumbar  Spinal  Stenosis 


continued 


Figure  2.  A lateral  (A)  and  anterior  (B)  projection  of  the 
lower  three  lumbar  disc  spaces  of  a myelogram  study  in 
a patient  with  multiple  levels  of  spinal  stenosis.  The  con- 


muscles,  neurogenic  claudication  is  only  relieved  by  removing 
the  lordotic  compression  of  the  lumbar  spinal  canal  contents 
through  sitting  or  lying  down.  This  symptom  complex  is  often 
considered  unique  to  spinal  stenosis’  and,  when  present,  is  gener- 
ally viewed  as  highly  reproducable  and  suggestive  of  the  diag- 
nosis.® The  diagnostic  sensitivity  of  this  symptom  as  a marker 
for  the  disease  is  not  yet  determined,  as  its  prevalence  in  proven 
cases  of  spinal  stenosis  ranges  from  5%  to  74%.^-'®  The  present 
study  identified  the  symptom  complex  to  be  present  in  20%  of 
cases. 


i C* 


trast  medium  within  the  spinal  canal  is  being  compressed 
by  stenotic  areas  at  both  the  L 3/4  and  L 4/5  disc  spaces. 


The  role  of  CT  examination  in  the  recognition  of  spinal 
stenosis  has  become  better  defined  in  recent  years.  While  quanti- 
fied measurement  of  the  cross-sectional  area  of  the  spinal  canal 
levels  is  possible,  a better  measure  is  a ratio  of  the  size  of  the 
dural  sac  in  relation  to  the  bony  canal,  since  a small  cord  might 
fit  comfortably  into  an  otherwise  “tight”  spinal  canal."  The 
problems  related  to  unexpected  findings  on  CT  examination  such 
as  facet  joint  abnormalities  or  other  potentially  symptomatic 
causes  of  the  patient’s  discomfort  may  be  addressed  by  the  use 
of  an  intrathecal  contrast  medium.  This  procedure,  termed  corn- 


486 


OHIO  Medicine 


puter-assisted  myelography,  can  better  identify  true  compression 
of  neural  structures. 

Myelography  is  frequently  thought  of  as  the  gold  standard 
prior  to  any  surgical  approach  to  the  lumbar  spine,  because  of 
its  greater  accuracy  over  CT  scanning  for  lumbar  disc  hernia- 
tion.“‘  For  patients  thought  to  have  symptomatic  spinal  stenosis, 
however,  both  procedures  may  be  complementary.  It  is  reported 
that  up  to  5%  of  patients  presenting  with  symptomatic  lumbar 
spinal  stenosis  will  have  cervical  spinal  stenosis  identified  that 
may  also  require  surgical  treatment.'* 

Conclusion 

Spinal  stenosis  remains  a difficult  cause  of  back  pain  to 
recognize  clinically.  An  important  limitation  of  the  present  study 
is  the  absence  of  information  on  back-pain  patients  with  other 
more  common  causes  of  muscular-skeletal  back  pain  or  on  less 
symptomatic  patients  seen  in  the  ambulatory  setting.  Without 
further  clinical  information  from  such  patient  population,  chni- 
cians  need  a low  diagnostic  threshold  for  considering  the  diag- 
nosis of  spinal  stenosis.  The  presence  of  neurogenic  claudication, 
if  present,  along  with  a consistent  history  and  perhaps  a failure 
to  improve  symptoms  with  conservative  management,  should 
lead  to  CT  scanning  of  the  lumbar  spine  as  the  initial  diagnostic 
step. 


References  can  be  obtained  by  writing  OHIO  Medicine. 


Bar  Code  Concepts  And  Management  Systems  by  XTRON 


Bar  Code  Patients  ? . . . Why  Not  ? Manage  Your  Business  ? . . . Sure  ! 
XTRON  offers  three  management  systems  to  improve  control  and  save  valuable  time  ! 

PHYSICIAN’S  OFFICE  MANAGEMENT  SYSTEM 

Bar  code  files  for  easy  retrieval. 

MEDICAL  SUPPLY  TRACKING  SYSTEM 

Bar  code  wheelchairs  for  simple  inventory  control. 

, PHYSICIAN’S  PHARMACEUTICAL  SYSTEM 

I Bar  code  prescriptions  for  fast  tracking. 

XTRON  supplies  In-House  Training  so  daily  operations  run  smoothly  ! 

XTRON  provides  Data  Entry  so  automation  does  not  interupt  normal  routines  ! 

XTRON  offers  Bar  Code  Applications  so  transactions  become  easy,  simple  and  fast ! 
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Figure  3.  A magnetic  resonance  image  of  the  lumbai 
spine.  The  straight  arrow  indicates  disc  pathology  at  the 
L 3/4  disc  level.  The  curved  arrow  shows  mild  spinat 
stenosis  developing  at  a lower  spinal  level. 


For  more  information  contact: 

XTRON  COMPUTER  CONSULTANTS,  INC. 

10901  Reed  Hartman  Highway  Suite  213  Cincinnati,  Ohio  45242 

Toll  Free  1-800-448-8766  In  Cincinnati  (513)  891-2176  Fax  (513)  891-7340 
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MEDICINE, 

PHYSICIANS, 

AND 
FLIGHT. 

Only  in  the 
Air  Force  is  this 
combination 
possible.  Air  Force 
medicine.  It's  probably 
just  what  you'd  like  your  medical  practice  to  be.  More  time 
to  practice  medicine.  More  time  with  your  family.  Talk  to 
a member  of  our  medical  placement  team  today.  Find  out 
how  you  can  be  an  Air  Force  Physician.  Call 


USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 
TOLL  FREE 


COLLEAGUES  IN  THE  NEWS 


BARRY  ROBERTSON,  MD,  Middle- 
town,  has  been  elected  president  of  the 
medical  staff  at  Middletown  Regional 
Hospital . . . STEPHEN  PARISER,  MD, 
Columbus,  has  been  named  assistant 
medical  director  of  continuing  education 
at  Ohio  State  University  Hospitals  . . . 
KALISH  R.  KEDIA,  MD,  Cleveland,  has 
been  elected  vice  chief  of  staff  at  Lutheran 
Medical  Center  . . . SARAH  ARTMAN, 
MD,  Columbus,  a second-year  resident  in 
the  Ohio  State  University  Hospitals  De- 
partment of  Obstetrics  and  Gynecology, 
has  been  awarded  the  Berlex  Resident 
Education  Award  for  1989  . . . ROLAND 
GANDY,  JR.,  MD,  Toledo,  has  been 
elected  chief  of  staff  at  Mercy  Hospital 
. . . HILLEL  MAZANSKY,  MD,  Solon, 
has  been  named  first  chairman  of  the  De- 
partment of  Family  Medicine  at  Meridia 
Huron  Hospital  . . . CARL  V.  LEIER, 
MD,  Worthington,  a professor  of  internal 
medicine  and  a cardiologist  at  Ohio  State 
University  Hospitals,  has  received  the  first 
Donald  V.  Unverferth  Faculty  Achieve- 


ment Award  for  his  contributions  to  his 
specialties  . . . DONNA  A.  WOODSON, 
MD,  Maumee,  has  been  named  one  of  15 
Outstanding  Women  of  Toledo  for  1988 
. . . JAMES  D.  LUEDEKE,  MD,  a New 
Bremen  family  practitioner,  has  been 
named  an  Outstanding  Young  Man  in 
America.  The  program  is  designed  to 
honor  and  encourage  exceptional  young 
men  between  the  ages  of  21  and  36  . . . 
WILLIAM  J.  BAJOREK,  MD,  Cincin- 
nati, has  been  appointed  medical  director 
of  the  Department  of  Physical  Medicine 
at  The  Jewish  Hospital  . . . JOHN  M. 
TEW,  JR.,  MD,  Cincinnati,  has  been 
awarded  the  Paul  Harris  Fellow  Award  by 
the  Rotary  Club  of  Cincinnati  . . . KIM 
GOLDENBERG,  MD,  Dayton,  has  been 
appointed  associate  dean  for  students  and 
curriculum  at  Wright  State  University 
School  of  Medicine  . . . DENNIS 
FLYNN,  MD,  Columbus,  has  been  ap- 
pointed chairperson  of  the  Ohio  Hyper- 
tension Coordinating  Council  for  1989 
. . . KIRK  SHEPARD,  MD,  Upper 


Arlington,  has  been  appointed  vice  presi- 
dent of  medical  affairs  at  Roxane  Labora- 
tories, Inc.  . . . ISAAC  TOREM,  MD, 
Warren,  has  been  appointed  chief  of 
ophthalmology  at  St.  Joseph  Riverside 
Hospital  . . . FRANK  PAINO,  MD, 
Cleveland,  has  been  elected  president  of 
the  medical  staff  at  Fairview  General  Hos- 
pital . . . JEFFREY  D.  SWARTZ,  MD, 
Millbury,  has  been  elected  a director  of 
Farmers  Savings  Bank  . . . DELBERT 
BLICKENSTAFF,  MD,  Bradford,  has 
been  appointed  to  the  Tri-County  Board 
of  Mental  Health,  which  serves  Miami, 
Darke  and  Shelby  counties  . . . RICH- 
ARD SKIBBENS,  MD,  a North  Canton 
radiologist,  has  been  chosen  Professor  of 
the  Year  at  Timken  Mercy  Medical  Center 
. . . ROBERT  DUMM,  MD,  Kent,  has 
been  reappointed  to  the  board  of  trustees 
at  Robinson  Memorial  Hospital  . . . 
PRATAP  K.  SOURI,  MD,  Barnesville, 
has  been  elected  to  the  board  of  trustees 
at  Barnesville  Hospital  . . . MARCUS 
TOWER,  MD,  Novelty,  has  been  elected 
to  a two-year  term  as  president  of  the 
medical  staff  at  Meridia  Hillcrest  Hos- 
pital. 
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CLASSIFIED  ADVERTISING 


Employment 

Opportunities 


ATHENS  MENTAL  HEALTH  CEN- 
TER, a 224-bed,  JCAHO-accredited, 
Medicare/Medicaid  certified,  state-oper- 
ated, inpatient  psychiatric  hospital  has 
full-time  and  part-time  positions  available 
for  BC/BE  psychiatrists  and  psychiatric 
physicians.  AMHC  serves  as  a multiple 
discipline  training  base  for  Ohio  Univer- 
sity and  the  College  of  Osteopathic  Medi- 
cine. Possible  teaching  and  private  prac- 
tice opportunities  available.  Competitive 
salary  and  excellent  benefits  package. 
Community  offers  cosmopolitan  atmos- 
phere with  small  town  convenience,  cul- 
tural activities,  progressive  school  system, 
favorable  cost  of  living  and  an  abundance 
of  recreational  opportunities.  Call  or  send 
CV  to  Athens  Mental  Health  Center, 
Athens,  OH  45701,  Attn;  Mary  Jo  Ford 
(614)  592-3031. 

CENTRAL  OHIO  — Family  physicians 
needed  to  join  a multi-location  group. 
Minimal  call,  inpatient  hospital  practice 
optional.  Guaranteed  salary  with  bonus, 
malpractice  coverage,  relocation  expenses, 
and  many  other  benefits.  Partnership  eli- 
gibility can  be  arranged  quickly  but  is  not 
required.  Our  opportunities  are  located  in 
a high  growth  area  15  minutes  northwest 
of  Columbus,  Ohio.  Please  send  inquiries 
to  Danny  L.  Boggs,  CEO,  Memorial  Hos- 
pital, 500  London  Avenue,  Marysville, 
OH  43040;  or  call  1-800-686-4677. 


EMERGENCY  MEDICINE  IN 
OHIO:  Directorship  of  an  emergency 
department  in  a college  town.  Physi- 
cian-owned emergency  group  seeking 
candidate  BP/BC  in  emergency  medi- 
cine. Excellent  compensation  package 
and  superb  locale.  Hospital  is  located 
in  a town  of  20,000  population  with 
surrounding  population  of  about 
100,000.  Reasonable  driving  distance 
to  major  metropolitan  area.  Local  area 
offers  excellent  school  system,  art  gal- 
lery, active  arts  council,  nearby  dinner 
theatre,  antique  shops  and  country 
club.  Century  Homes  are  available. 
Please  send  CV  to  Emergency  Physi- 
cians, PO  Box  21332,  South  Euclid, 
OH  44121-0332. 


EMERGENCY  MEDICINE  — A region- 
al multi-hospital  group,  based  in  Akron, 
is  seeking  additional  associates  with  resi- 
dency training  and  Board-certification  in 
emergency  medicine  or  equivalent  experi- 
ence and  Board  status.  Staff  and  adminis- 
trative positions  are  available  in  north- 
eastern Ohio  as  well  as  in  the  Pittsburgh 
area.  Aggressive  compensation  package, 
with  significant  income  potential  at  all 
locations.  For  further  information,  con- 
tact Charles  Moore  at  (216)  867-9980  or 
forward  resume  to:  Charles  Moore, 
Executive  Vice  President,  Acute  Care  Spe- 
cialists, Inc.,  3085  West  Market  Street, 
Akron,  OH  44313. 

FAMILY  PRACTICE  — A physician- 
owned  group  of  urgent  care/family  prac- 
tice centers  is  seeking  additional  Board- 
certified  family  practice  physicians.  Fam- 
ily practice,  walk-in  and  occupational 
health  patients  comprise  this  practice. 
Flexible  hours  and  a controlled  schedule. 
Base  compensation  $75,000  plus  incentive 
ehgibihty.  Charles  Moore,  First  Care,  Inc., 
3085  West  Market  St.,  Akron,  OH  44313, 
(216)  867-2192. 

FAMILY  PRACTICE  — Thriving  family 
practice  available  immediately  in  Brook- 
ville,  Ohio,  due  to  doctor’s  illness.  Pro- 
gressive, small  (pop.  4,800)  community 
with  excellent  schools,  housing,  etc. 
Located  12  miles  from  Dayton,  Ohio  (hos- 
pitals, specialists,  etc.)  For  additional 
information  contact:  Vinton  C.  Young, 
MD,  12079  Wolf  Creek  Pike,  Brookville, 
OH  45309,  (513)  833-2912. 

FAMILY  PRACTITIONER  — needed 
immediately  for  small  eastern  Ohio  com- 
munity located  in  growth-oriented  Tus- 
carawas County.  Area  serviced  by  two 
hospitals,  office  and  equipment  owned  by 
community,  available  with  very  favorable 
financial  arrangements  to  serious,  quali- 
fied applicant.  Easy  access  to  major 
metropolitan  areas.  Please  contact:  Mayor 
Delbert  Graham,  Village  of  Midvale,  PO 
Box  227,  Midvale,  OH  44653,  (216)  339- 
1939. 

BUSY  FAMILY  PRACTICE  needs  physi- 
cian. Flexible  part-time  hours.  No  hospital 
or  after-hours  calls.  Position  available 
immediately.  Contact  Dr.  E.  Medvedeff, 
369  S.  Portage  Path,  Akron,  OH  (216) 
434-2277. 


INTERNAL  MEDICINE  — Group 
Health  Associates,  Inc.,  a 50-t-  multispe- 
cialty group  practice  is  searching  for  a 
Board-eUgible/Board-certified  internist  to 
start  in  mid-1989  or  the  summer  of  1990. 
Guaranteed  salary  first  year  with  salary 
plus  bonus  the  second  year  and  ownership 
participation  after  two  years.  Extensive 
fringe  benefit  plan.  Practice  offers  com- 
fortable lifestyle  with  reasonable  call 
schedules  and  an  attractive  practice  loca- 
tion. Inquiries  and  CVs  to;  Search  Com- 
mittee — GHA,  2915  Clifton  Avenue, 
Cincinnati,  OH  45220. 

JOIN  A LEADER  — We  re  the  Ohio 
Permanente  Medical  Group,  Inc.,  and  we 
need  your  help  to  keep  up  with  rapid 
growth  of  the  Kaiser  Permanente  Program 
in  northeastern  Ohio.  OPMG  is  the  multi- 
specialty group  practice  that  provides 
health-care  services  to  the  more  than 
185,000  Kaiser  members  in  the  Cleveland- 
Akron  area.  We  are  looking  for  Board- 
certified/Board-eligible  physicians  in  the 
following  specialties:  allergy,  otolaryngol- 
ogy, family  practice,  internal  medicine, 
OB/GYN,  orthopedics,  psychiatry,  radiol- 
ogy, general  surgery  and  urology. 

Our  wealth  of  experience  of  over  40 
plus  years  (25  in  Ohio)  makes  Kaiser 
Permanente  a mature,  solid  leader  in  the 
managed  care  sector  of  the  health-care 
industry.  The  rewards  of  practice  with  us 
are  substantial  — excellent  salary  and 
benefit  packages,  company-paid  retire- 
ment plan,  full  malpractice  coverage,  a 
stimulating,  collegial  environment  in 
which  to  practice  quality  medicine,  and 
more  . . . 

Kaiser  Permanente’s  Ohio  Region  is 
located  in  the  heart  of  the  dynamic,  resur- 
gent, industrial  Midwest.  The  area  offers 
the  best  of  big  city  sophistication  and  cul- 
ture in  an  affordable,  accessible  living 
area. 

Please  send  your  resume  to:  Ronald  G. 
Potts,  M.D.,  Medical  Director,  Ohio 
Permanente  Medical  Group,  Inc.,  1300  E. 
9th  Street,  Suite  1100,  Cleveland,  OH 
44114.  Or  you  may  call  us  collect  at  (216) 
623-8780. 

LOCUM  TENENS  — Opportunities 
available  throughout  the  country.  Work 
part  time  or  full  time  at  your  convenience. 
Malpractice  insurance,  housing  and  trans- 
portation provided.  Contact;  LOCUM 
Medical  Group,  30100  Chagrin  Blvd., 
Cleveland,  OH  44124.  Or  call  1-800-752- 
5515  (in  Ohio,  1-216-464-2125). 
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CLASSIFIED  ADVERTISING 


• • • 


continued 


LONG  ESTABLISHED  internal  medicine 
practice  in  Northeast  Ohio.  Large  patient 
base.  Near  community  hospital.  Will  help 
in  start-up.  Easy  extended  terms.  Turnkey 
operation.  Reply  Box  208,  C/O  OHIO 
Medicine,  1500  Lake  Shore  Drive,  Colum- 
bus, Ohio  43204-3824. 


NORTHEAST  OHIO  LOCATION. 

Excellent  for  primary  care  medicine  and 
industrial  medicine.  Diversified  industries 
and  growing  local  economy.  Family  com- 
munity. Excellent  referral  base.  Reply  Box 
206  c/o  OHIO  Medicine,  1500  Lake  Shore 
Drive,  Columbus,  OH  43204-3824. 


OBERLIN,  OHIO  — 22-person  multispe- 
cialty group  seeks  additional  BC/BE 
family  physicians,  OB/GYN,  dermatolo- 
gist and  orthopedist.  Northern  Ohio  col- 
lege town  serving  drawing  area  of  275,000. 
Salaried  position  first  year;  full  share- 
holder status  available  in  second  year. 
Send  CV  to  Dr.  VanDyke,  224  W Lorain, 
Oberlin,  OH  44074. 


OHIO,  CLEVELAND.  Superior  compen- 
sation and  fringe  benefits  available  for 
physicians  wishing  to  enter  into  private 
practice  within  an  urgent  care  setting. 
Financial  package  includes:  salary  of 
$75,000-$!  10,000  (for  40-hour  week)  plus 
FFS  compensation  and  on-call  coverage; 
profit  sharing;  buy-in/partnership  oppor- 
tunities; three  weeks  vacation;  malprac- 
tice, health  and  dental  insurance.  For  more 
information  contact  Mitchell  Leventhal, 
MD  at  (216)  642-1440,  or  send  CV  in  con- 
fidence to  6133  Rockside  Road,  Suite  10, 
Independence,  OH  44131. 


OHIO,  NORTHEAST/CLEVELAND: 

Emergency  department  director  is  being 
sought  for  40,000-1-  patient  volume  emer- 
gency department  in  Greater  Cleveland 
area.  Must  be  Board-certified  in  emergen- 
cy medicine  with  previous  appropriate  ad- 
ministrative experience.  Benefits  package 
worth  150K,  which  includes  retirement 
program,  comprehensive  health  package, 
disability  insurance,  life  insurance,  profes- 
sional liability,  continuing  education  and 
vacation.  Physician  is  eligible  for  partner- 
ship in  two  years.  Interested  individuals, 
please  submit  CV  to:  PO  Box  2600,  Lake- 
wood,  OH  44107. 


OHIO,  NORTHEAST/CLEVELAND: 

Emergency  department  physicians  needed 
for  40,000-1-  patient  volume  hospital 
emergency  department  in  Greater  Cleve- 
land area.  Physician  must  be  Board-Certi- 
fied in  emergency  medicine,  residency- 
trained  in  emergency  medicine,  or  be 
Board-prepared  in  emergency  medicine. 
Salary  and  benefits  package  worth  $130K. 
Included  is  liability,  disability  and  life  in- 
surance, retirement  program,  vacation, 
continuing  education  and  comprehensive 
health  coverage.  Full  partnership  eligibili- 
ty in  two  years.  Interested  individuals, 
please  submit  CV  to:  PO  Box  2600,  Lake- 
wood,  OH  44107. 


OHIO:  Part-time  ER  work  — $30-45  per 
hour.  Recent  ACLS  certification  required; 
ATLS,  primary  care  experience  a plus. 
Excellent  medical  staff  backup  for  major 
medical/surgical  cases.  ERs  vary  from 
quiet  to  moderate.  Contact:  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road, 
Room  26,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 


OUTSTANDING  FAMILY  PRACTICE 
OPPORTUNITY.  Join  busy,  B/C  osteo- 
path in  small  community  near  Cleveland, 
Ohio.  Strong  compensation  package. 
Practice  supported  by  quality  100-bed 
hospital  in  small  cosmopolitan  college 
town  with  numerous  cultural  and  recrea- 
tional amenities.  Contact  Don  Gustavson, 
Tyler  & Company,  9040  Roswell  Rd., 
Atlanta,  GA  30350.  Call  (404)  641-6411. 


PEDIATRICIAN:  Need  seventh  pediatri- 
cian for  60-1-  member  MS  group  practice. 
Guaranteed  first  year  salary.  Partnership 
and  incentive  available  second  year.  Initial 
six  weeks  vacation,  builds  to  12  weeks. 
Attractive  salary  and  fringes.  Excellent 
opportunity  for  families.  Reply  to  S.  Jen- 
nings, P.O.  Box  344,  Gallipolis,  OH  45631. 


PHYSICIANS  — Provider  Placement 
Services  specializes  in  the  relocation  of 
physicians  throughout  the  U.S.,  with  spe- 
cial emphasis  in  the  Southeast.  Currently, 
we  have  several  hospitals/clinics/groups 
with  openings.  All  fees  paid  by  employer. 
All  inquiries  kept  in  strict  confidence.  No 
obligation.  Send  CV/resume  to:  PPS, 
Attn:  Mr.  Scott,  2221  University  Blvd. 
West,  Jacksonville,  FL  32217,  or  call  toll 
free  1-800-848-8772. 


PHYSICIANS  — THE  OHIO  AIR  NA- 
TIONAL GUARD,  178TFG,  Springfield, 
Ohio  has  immediate  openings  for  part- 
time  family  practitioners,  general  practi- 
tioners, pediatrics,  general  surgery,  ortho- 
pedics, general  surgery,  internal  medicine, 
and  OB/GYN.  In  the  Ohio  Air  National 
Guard  you  can  earn  a regular  paycheck 
without  taking  much  time  away  from  your 
medical  practice.  In  fact,  most  of  our 
physicians  serve  just  two  days  per  month 
and  15  days  each  year.  The  National 
Guard  offers  you  a generous  retirement 
plan  at  age  60,  base  exchange,  commissary 
privileges,  space  available  travel  and  term 
life  insurance.  Some  of  the  training  of- 
fered by  the  Air  National  Guard  can  pro- 
vide you  with  your  required  Continuing 
Medical  Education  training.  As  an  Air 
National  Guard  member,  you  may  attend 
the  Air  Force  School  of  Aerospace  Medi- 
cine, a seven-week  course  of  invaluable 
training  that  will  entitle  you  to  wear  the 
wings  of  an  Air  Force  Flight  Surgeon. 
Once  you’ve  earned  the  wings,  you’ll  pro- 
vide medical  services  to  the  pilots  and 
flight  crew  personnel  in  the  air  and  on  the 
ground.  Enrich  your  life  and  career.  Call 
us  today  to  find  out  more  about  the 
opportunities  waiting  for  you  as  an  Ohio 
Air  National  Guard  physician.  Call  us 
COLLECT  at  (513)  323-6704. 


PRIMARY  CARE  OPENINGS  — Out- 
standing opportunity  for  qualified  physi- 
cians with  established  multi-specialty 
group.  Well  equipped  lab  and  X-ray  in 
office.  Excellent  compensation  and  paid 
malpractice.  JCA  hospital  with  E.R. 
coverage,  attractive  social  and  educational 
surroundings.  Send  CV  to  Lodi  Medical 
Group,  Inc.,  402  Highland  Dr.,  Lodi,  OH 
44254. 


PSYCHIATRIC  POSITIONS.  Annashae 
Corporation  is  a recognized  leader  in 
health-care  management  and  staffing.  If 
you  are  seeking  a change  or  just  starting 
out  we  encourage  you  to  write  or  call  us. 
We  currently  have  openings  in  Ohio, 
Mississippi,  Illinois,  Virginia,  Pennsyl- 
vania and  other  states.  We  offer  competi- 
tive salaries,  pleasant  community  settings, 
professional  environments,  full-  and  part- 
time  openings  and  the  opportunity  to 
establish  a private  practice.  Contact  Anna- 
shae Corporation,  6593  Wilson  Mills  Rd., 
Mayfield  Village,  OH  44143-3404;  (216) 
449-2662.  All  inquiries  are  held  in  confi- 
dence. 
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PSYCHIATRIST,  INTERNIST,  FAMILY 
PRACTITIONER  — wanted  to  cover  the 
Chillicothe  VA  Medical  Center  nights, 
weekends  and  holidays.  Night  coverage  is 
4:30  p.m.  to  8:30  a.m.  Weekend  coverage 
is  4:30  p.m.  Friday  to  8 a.m.  Saturday;  8 
a.m.  Saturday  to  8 a.m.  Sunday;  8 a.m. 
Sunday  to  8 a.m.  Monday.  Holiday  cover- 
age is  24  hours,  8 a.m.  to  8 a.m.  Please 
send  inquiries  and  curriculum  vitae  to 
Paul  F.  Fletcher,  MD,  Chief  of  Staff,  VA 
Medical  Center,  17273  SR  104,  Chilli- 
cothe, OH  45601  (614)  773-1141,  Ext. 
7254.  EOE 


SOUTHEASTERN  OHIO:  Need  tenth 
FP  for  third  largest  MS  group  in  Ohio.  No 
night  call.  Full  range  primary  care  without 
obstetrics.  Partnership  and  incentive 
second  year.  Attractive  salary  and  fringes. 
Liberal  time  off.  Excellent  family  living. 
Reply  to:  S.  Jennings,  P.O.  Box  344,  Galli- 
polis,  OH  45631. 


Equipment 


EKO  5010  FOR  SALE  — Complete  M 
Mode  and  2D  System  with  2.5  and  3.5 
transducers  and  Panasonic  video  recorder 
with  remote.  Excellent  condition.  Used  in 
office  only.  $7,500.  Reply;  Anthony 
Geraci,  MD,  2213  Cherry  St.,  ;!^203, 
Toledo,  OH  (419)  321-4913. 


Miscellaneous 


FOR  PHYSICIANS:  UNSECURED 
SIGNATURE  LOANS  $5,000-360,000. 
For  taxes,  debt  refinance,  investments,  etc. 
No  points  or  fees,  competitive  rates,  up 
to  six  years  to  repay,  CALL  TOLL  FREE 
1-800-331-4952,  MediVersal  Dept.  114. 


Practice  for  Sale 


INTERNAL  MEDICINE  — Practice  for 
sale.  Physician  retiring  after  38  years 
wishes  to  sell  successful  practice.  Excellent 
opportunity  for  Board-eligible  or  Board- 
certified  physician  in  internal  medicine/ 
cardiology.  Located  in  southwest  Ohio. 
Practice  is  associated  with  four  area  hos- 
pitals and  has  an  excellent  referral  system. 
Interested  parties  may  contact  Mr.  Gary 
Geiss,  3052  Queen  City  Ave.,  Cincinnati, 
OH  45238. 


Next  month, 
place  your  classified 
advertisement  here. 


Classified  Advertising  Rates 

$1.50  per  word  for  regular  ads 
with  bold  title,  $1.75  per  word  for 
ads  appearing  in  a box.  Payment 
for  the  ad  must  accompany 
advertising  request.  Ads  must  be 
typed.  Closing  date  for  classified 
ads  is  first  day  of  month  preceding 
publication. 

The  OSMA  Journal  reserves  the 
right  to  refuse  or  delete  classified 
ads  without  explanation  and  to 
refer  advertisements  of  a 
commercial  nature  to  the  display 
advertising  department,  at  the 
publisher’s  discretion. 

Send  classified  ads  to: 

OHIO  Medicine 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 
Attention:  Classified  Ad  Manager 
Telephone  orders  for  classified 
ads  are  not  accepted. 
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Taylor  Manor  Hospital 467 

U.S.  Air  Force 488 

Westgate  Golf  Center 436 


Medical  Students  . . . continued 

Additionally,  the  Governing 
Council  presented  the  following 
students  awards  in  “recognition  of 
leadership,  service  and 
commitment’’:  Rex  Berkmire, 
Richard  Steinman,  Chris  Reese, 
Stacey  Holloway,  Mike  Aruta, 

Mary  Riess,  Cindy  Smith,  Bob 
Mott,  Audrey  Ludwig  and  Mike 
Lucherini. 

As  usual,  debate  over  resolutions 
consumed  most  of  the  time  (and 
energy)  of  the  delegates.  Six 
resolutions  were  passed  by  the 
MSS  for  consideration  by  the 
OSMA.  Additionally,  a resolution 
of  “Commendation  and 
appreciation  to  the  staff  of  the 
OSMA’’  was  passed  unanimously 
by  the  MSS. 

Karl  Fernandes, 
Second  year  OSUCOM 
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OSMA  Notebook 


OSMGA  tournament  . . . The  Ohio  State  Medical  Golfers  Association  will  hold  its  64th 
annual  golf  tournament  on  Friday,  June  30  at  The  Country  Club  of  Ashland  in  Ashland, 
Ohio.  All  physician  members  of  OSMA  are  eligible  to  compete  for  14  awards,  plus  prizes  in 
distance  and  accuracy  contests.  Registration  forms  were  mailed  to  all  physicians  on  the 
OSMGA  roster  on  or  about  April  20,  1989.  For  more  information,  contact  Robert  D.  Clinger, 
OSMGA,  1500  Lake  Shore  Drive,  Columbus,  Ohio  43204-3824,  (614)  486-2401. 


Medical  office  management  workshops  . . . From  June  19  to  June  23,  OSMA  and 
Conomikes  Association  will  sponsor  a five-part  program  on  medical  office  management. 
Medical  Office  Management  Institute  1989  is  specifically  designed  for  office  managers, 
supervisors  and  office  staff  and  covers  topics  such  as  personnel  management,  patient  flow 
management,  financial  management,  advanced  coding  and  collections  and  computers  in 
medical  practice.  The  seminar  will  be  held  at  the  Holiday  Inn  Worthington  in  Columbus. 

For  additional  information,  contact  the  OSMA  Department  of  Administrative  and 
Educational  Services  at  (614)  486-2401. 


Medicare  newsletters  . . . The  Medicare  Newsletters  issued  by  Nationwide  Insurance 
Company  are  a primary  source  of  information  regarding  billing  procedures,  reimbursement 
guidelines  and  program  policies  for  the  Medicare  program.  If  you  would  like  a copy  of  the 
Medicare  Newsletters  index  or  if  you  have  any  questions,  contact  the  Ombudsman  staff  at 
(614)  486-2401,  Ext.  214  or  215. 


Medicaid  update  ...  In  response  to  OSMA’s  efforts  to  obtain  increased  Medicaid 
reimbursement  for  physician  services,  the  Ohio  Department  of  Human  Services  recently 
announced  that  funds  have  been  made  available  for  increases  to  Medicaid  payments.  Most 
physician  services  will  receive  an  additional  1.5%  increase.  The  following  visit  codes  will 
increase  by  3%: 


Office  Visits: 
Home  Visits: 
Hospital  Visits: 
SNF  & Nursing 
Home  Visits: 


90000-90080 

90100-90170 

90200-90282 

90300-90470 


Emergency  Room  Visits: 
Consultations: 
Ophthalmologic  Visits: 


90500-90580 
90600-90654 
92004,  92014, 
W2004  & W2014 


All  fee  increases  are  effective  for  dates  of  service  on  or  after  April  13,  1989. 


Gold  card  ...  A special  “gold”  MasterCard  with  a $10,000  credit  limit  is  available  for 
OSMA  members.  The  gold  card  is  available  with  no  annual  fee  the  first  year.  Each  year 
thereafter,  the  annual  fee  is  $30.  For  more  information,  call  toll-free  1-800-441-7048. 
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DALMANE 

flurSepam  HCl/Roche® 


References:  1.  KalesJD,  etat.  Clin  Pharmacol  Ther  12  691-697,  Jul-Aug  1971 
2.  Kales  A,  elal  Clin  Pharmacol  Ther  /8  356-363,  Sep  1975  3.  Kales  A,  el  al  Clin 
Pharmacol  Ther  19  574-583,  May  1976  4.  Kales  A,  elal  Clin  Pharmacol  Ther 
32  781-788,  Dec  1982  5.  FrostJD Jr,  DeLucchl  MR  J Am Geriair Sac 27 -5^6, 
Dec  1979  6.  Dement  WC,  elal  BehavMedd  25-31,  Oct  1978  7.  Kales  A,  KalesJD 
J Clin  PsYChopharmacol 31  A0-\50,  Apr  1983  8.  Tennant  FS,  elal  Symposium  on  the 
Treatment  ot  Sleep  Disorders,  teleconterence,  Oct  16,  1984  9.  Greenblatt  DJ,  Allen  MD, 
Shader  Rl:  Clin  Pharmacol  Ther2T366-36l.  Mar  1977 


Before  prescribing,  please  consulf  complete  product  Information,  o summary  of 
which  follows: 

INDICATIONS:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  tolling 
asleep,  frequent  nocturnal  awakenings  and/or  early  morning  awakening,  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical  situations 
requiring  restful  sleep  Objective  sleep  laboratory  data  have  shown  effectiveness  for  at 
least  28  consecutive  nights  of  administration  Since  insomnia  Is  often  transient  ond 
intermittent,  prolonged  administration  is  generally  not  necessary  or  recommended 
Repeated  therapy  should  only  be  undertaken  with  appropriate  patient  evaluation 
CONTRAINDICATIONS:  Known  hypersensitivity  to  tiurazepam  ttCI;  pregnancy  Benzo- 
diazepines may  cause  fetal  damage  when  administered  during  pregnancy  Several 
studies  suggest  an  increased  risk  of  congenital  malformations  associated  with  benzo- 
diazepine use  during  the  first  trimester  Warn  patients  of  the  potential  risks  to  the  fetus 
should  the  possibility  ot  becoming  pregnont  exist  while  receiving  tiurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Consider  the  possibility  of 
pregnoncy  prior  to  instituting  therapy 

WARNINGS:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other 
CNS  depressants  An  additive  effect  may  occur  if  alcohol  is  consumed  the  day  tol low- 
ing use  tor  nighttime  sedation  This  potential  may  exist  for  several  days  following 
discontinuation  Caution  against  hazardous  occupations  requiring  complete  mental 
alertness  (e  g.,  operating  machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  moy  occur  the  day  following  ingestion  Not  recommended  for  use  in 
persons  under  1 5 years  of  age  Withdrawal  symptoms  of  the  barbiturate  type  have 
occurred  after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and  Dependence) 
PRECAUTIONS:  In  elderly  and  debilitated  patients,  it  is  recommended  that  the  dosage 
be  limited  to  1 5 mg  to  reduce  risk  of  oversedation,  dizziness,  contusion  and/or  ataxia 
Consider  potential  additive  effects  with  other  hypnotics  or  CNS  depressants  Employ 
usual  precautions  in  severely  depressed  patients,  or  in  those  with  lotent  depression  or 
suicidal  tendencies,  or  in  those  with  impaired  renal  or  hepatic  function  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  tiurazepam  FICI 
ADVERSE  REACTIONS:  Dizziness,  drowsiness,  lightheadedness,  staggering,  ataxia 
and  falling  have  occurred,  particularly  in  elderly  or  debilitated  patients  Severe  seda- 
tion, lethargy,  disorientation  ond  coma,  probably  indicative  of  drug  intolerance  or 
overdosoge,  hove  been  reported  Also  reported  headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation,  Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations,  chest  pains,  body  and  joint  pains  and  GU 
complaints  There  have  also  been  rare  occurrences  of  leukopenia,  granulocytopenia, 
sweating,  flushes,  difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  ot  breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT  SGPT  total  and  direct  bilirubins,  and  alkaline  phos- 
phatase, and  paradoxical  reactions,  e g . excitement,  stimulation  and  hyperactivity. 
DRUG  ABUSE  AND  DEPENDENCE:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuonce  of  benzodi- 
azepines, more  severe  seen  after  excessive  doses  over  extended  periods,  milder  after 
taking  continuously  at  therapeutic  levels  for  several  months  After  extended  therapy, 
avoid  abrupt  discontinuation  and  taper  dosage  Carefully  supervise  addiction-prone 
individuals  because  of  predisposition  to  habituation  and  dependence 
DOSAGE:  Individualize  tor  maximum  beneficial  effect  Adults  30  mg  usual  dosage, 

15  mg  may  suffice  in  some  patients  Elderly  or  debilitated  patients  15  mg  recom- 
mended initially  until  response  is  determined 
SUPPLIED:  Capsules  containing  15  mg  or  30  mg  tiurazepam  FICI 
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As  always,  caution  patients  about  driving,  drinking 
alcohol  or  operating  hazardous  machinery  during 
therapy.  Contraindicated  in  pregnancy. 

Please  see  following  page  for  summary  of  product  information. 


COUNTWAY  LIBRARY 


